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Hospital and Ambulatory Policy Group 
Center for Medicare Management 
Centers for Medicare and Medicaid Services 
7500 Security Boulevard 
Baltimore, MD 21244-1850 

Subject: RUC Recommendations 

Dear Ms. Bassano: 

The American Medical Association (AMA)/Specialty Society RVS Update Committee 
(RUC) submits the enclosed recommendations for work relative values and direct 
practice expense inputs to the Centers for Medicare and Medicaid Services (CMS). 
These recommendations relate to new and revised codes for CPT 2010, as well as to 
existing services identified by the RUC's Five-Year Review Identification Workgroup 
and CMS. If implemented, the RUC recommendations should result in a positive 

' adjustment to the Medicare conversion factor. 

Cost estimates for medical supplies and equipment not listed on the "CMS labor, Supply, 
and Equipment List for the Year 201 0" are based on provided source( s) as noted, such as 
manufacturer's catalogue prices and may not reflect the wholesale prices, quantity, or 
cash discounts, prices for used equipment or any other factors that may alter the cost 
estimates. The RUC shares this information with CMS without making specific 
recommendations on the pricing for supplies and equipment. 

CPT 2010 New and Revised Codes 

Enclosed are two binders containing RUC recommendations, including those for new and 
revised CPT codes. The total number of coding changes for CPT 2010 is 288, including 
119 additions, 128 revisions, and 41 deletions. Twenty-Nine of these new and revised 
codes are not payable on the RBRVS ( eg, laboratory services and vaccines), and 
accordingly, the RUC does not submit any information on these codes. The RUC 
submits recommendations for 218 new and revised CPT codes. The RUC is 
recommending that three ofthese codes be contractor priced in 2010. 121 of the RUC 
recommendations for new and revised codes initially originated from the Five-Year 
Review process . 

American Medical Association 515 North State Street Chicago Illinois 60610 

312 464 5000 www.ama-assn.org 
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Existing Services Identified by RUC and CMS for Review 

The majority of the RUC recommendations for new/revised codes relate to the initial 
identification of services by the RUC' s Five-Year Review Identification Workgroup, 
followed by action ofthe CPT Editorial Panel. The Table of Contents clearly articulates 
the category of review for each ofthe services. In addition, the RUC submits 
recommendations for 160 services identified by the RUC or CMS as potentially 
misvalued. The RUC recommends that 87 CPT codes require either modifications to 
descriptors or clarification within CPT Assistant. The work and/or practice expense were 
reviewed for 65 services. The RUC has recommended that CMS review claims data for 
seven services and will have no further comment on these codes, unless CMS requests 
review. Finally, the RUC requests that CMS consider a change in the global period for 
66761 lridotomy/iridectomy by laser surgery (eg,for glaucoma) (1 or more sessions) 
from 90 days to 10 days. A summary table of these recommendations is included in the 
attached binder. Also included in these binders, and on the enclosed CD are: 

• RUC Recommendation Status Report for New and Revised Codes 
• RUC Recommendation Status Report for more than 500 services identified to date 

by the Five-Year Workgroup and CMS as potentially misvalued. 
• RUC Referrals to the CPT Editorial Panel- both for CPT nomenclature revisions 

and CPT Assistant articles. 
• Physician Time File: A list of the physician time data for each of the CPT codes 

reviewed at the September 2008, February 2009, and April 2009 RUC meetings. 
• Pre-Service Time Packages Table: The RUC has recently developed physician 

pre-service time packages which have been incorporated into these 
recommendations. The intent of these packages is to streamline the RUC review 
process as well as create standard pre-service time data for all codes reviewed by 
theRUC. 

• PLI Crosswalk Table: The RUC has committed to selecting appropriate 
professional liability insurance crosswalks for new and revised codes and existing 
codes under review. We have provided a PLI Crosswalk Table listing the 
reviewed code and its crosswalk code for easy reference. We understand that 
several of the RUC recommendations for decreased PLI relative values were not 
implemented in 2009, resulting in $11 million in excess payments for certain 
services. We hope that the provision of this table will assist CMS in reviewing 
and implementing the RUC recommendations. 

• New Technology List and Flow Chart- In April 2006, the RUC adopted a 
process to identify and review codes that represent new technology or services 
that have the potential to change in value. To date, the RUC has identified 139 of 
these procedures through the review of new CPT codes. A table of these codes 
identified as new technology services is enclosed, as well as a flow chart 
providing a detailed description of the process to be utilized to review these 
services. 
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2012 Five-Year Review Process 

The RUC played an instrumental role in the 1997, 2002 and 2007 Five-Year Review 
processes to review the physician work component of the Resource-Based Relative Value 
Scale (RBRVS). This review is required according to Section 1848(C)2(B) of the 
Omnibus Budge Reconciliation Act of 1990, which requires the CMS to comprehensively 
review all relative values at least ev<::ry five years and make any needed adjustments. The 
RUC submits this proposed process, work plan, and timetable for CMS to consider in its 
planning for this upcoming review. 

This proposal will use the framework and ground rules from the previous Five-
year Review to outline a process, work plan, and timeframe for the upcoming Five-Year 
Review to begin in February 2010 and conclude with the implementation of the values on 
January 1, 2012. The time line for this Five-Year Review will be similar to the previous 
processes. The RUC looks forward to working with CMS in this fourth Five-Year 
Review of current services in the Physician Payment Schedule. 

We appreciate your consideration of these RUC recommendations. If you have any 
questions regarding the attached materials, please contact Sherry Smith at (312) 464-
5604. 

On a personal note, I want to convey my utmost respect and appreciation to the CMS 
staff that observe our RUC meetings. My tenn as RUC Chairman concludes on May 31. 
Doctor Barbara Levy will assume the role on June 1. I know that Doctor Levy will 
continue to work closely with you to ensure that the RUC recommendations are accepted 
and implemented by CMS. 

Sincerely, 

~ ?~~fn.Y.?FI'¢C,j 

William L. Rich, III, MD, F ACS 

cc: Cassie Black 
Gaysha Brooks 
Rick Ensor 
Edith Hambrick, MD 
Whitney May 
Ken Simon, MD 
Pam West, DPT 
Barbara Levy, MD 
RUC participants 

Enclosures 



AMA/Specialty Society RVS Update Committee 

Five-Year Review of the Work Component of the RBRVS 
Proposed Process, Work Plan, and Timetable 

May2009 

The American Medical Association (AMA)/Specialty Society RVS Update Committee 
(RUC) played an instrumental role in the 1997, 2002 and 2007 Five-Year Review 
processes to review the physician work component of the Resource-Based Relative Value 
Scale (RBRVS). This review is required according to Section 1848(C)2(B) ofthe 
Omnibus Budge Reconciliation Act of 1990, which requires the Centers for Medicare and 
Medicaid Services (CMS) to comprehensively review all relative values at least every 
five years and make any needed adjustments. CMS is expected to announce the initiation 
of the 2012 Five-Year Review in the November 2009 Final Rule and call for comments 
on the physician work relative values. The RUC submits this proposed process, work 
plan, and timetable for CMS to consider in its planning for this upcoming review. 

This proposal will use the framework and ground rules from the previous Five-Year 
review to outline a process, work plan, and timeframe for the upcoming Five-Year 
Review to begin in February 2010 and conclude with the implementation of the values on 
January 1, 2012. It should be noted that the time for this Five-Year Review will be 
similar to the previous processes, as the RUC will have approximately seven months to 
complete its review. 

Historical Overview ofPrevious Five-Year Review Processes: 

On February 23, 1995, the Health Care Financing Administration (HCFA) sent 70 
comments on approximately 700 codes to the AMA/Specialty Society RVS Update 
Committee (RUC) to review and develop specific work relative value unit (RVU) 
recommendations for submission back to HCFA by September 1995. HCFA also 
forwarded comments from Medicare Carrier Medical Directors (CMDs) for 300 codes. In 
addition, large studies from the. American Society of Anesthesiology and the American 
Academy of Orthopaedic Surgeons were sent for review. The American Academy of 
Pediatrics had also requested more than 1,500 new CPT codes to identify varying levels 
ofwork from different age groups. The RUC took on the challenge of reviewing this 
magnitude of codes and delivered the recommendations to HCF A, on time, seven months 
after receiving notice of the specific codes to be reviewed. 

The RUC accomplished this task by developing a detailed process, work plan, and 
timetable prior to the submission ofthe codes to HCFA. The RUC's efforts were 
successful, as more than 93% ofthe RUC recommendations were accepted by HCFA, 
with a greater number accepted after a refinement panel review. Many anomalies in the 
RBRVS were corrected, including gynecological and neurosurgical services. In addition, 
the work relative values for the Evaluation and Management services were increased, 
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both for the individual codes and all of the codes with global surgical periods. The 1997 
Five-Year Review did not result in increases for all codes as the RUC also recommended 
decreases for more than 1 00 codes. 

In the November 2, 1999 Final Rule, HCF A announced the second, Five-Year Review 
(2002) and stated its intention to share comments the agency received with the RUC. 
HCFA noted that the RUC process used during the 1997 Five-Year Review was 
"beneficial" and further states: 

The RUC's perspective will be helpful because of its experience in 
recommending relative values for codes that have been added to, or 
revised by, the CPT Editorial panel since we implemented the physician 
fee schedule in 1992. Furthermore, the RUC, by virtue of its multi­
specialty membership and consultation with approximately 65 specialty 
societies, involves the medical community in the refinement process. We 
emphasize, however, as we reiterated for the first Five-Year Review, that 
we retain the responsibility for analyzing the comments in the 2000 
physician fee schedule, developing the proposed rule for 2001, evaluating 
the comments on the proposed rule, and deciding whether to revise 
relative value units. We are not delegating this responsibility to the RUC 
or any other organization. , 

CMS received only 30 public comments in response to its solicitation of misvalued codes 
to be reviewed in the second, Five-Year Review. However, 870 codes were identified for 
review as several specialties (general surgery, vascular surgery and cardiothoracic 
surgery) commented that nearly all of the services performed by their specialty were 
misvalued. The process that the RUC utilized in the 2002 Five-Year Review was very 
similar to the process utilized in the 1997 Five-Year Review. Multidisciplinary 
workgroups were utilized to review the large number of codes. The entire RUC then 
reviewed and discussed the reports of these workgroups. 

In October 2000, the RUC submitted recommendations to: increase the work relative 
values for 469 CPT codes; decrease the work relative values for 27 CPT codes; and 
maintain the work relative values for 311 CPT codes. As in the 1997 Five-Year Review, 
the RUC also referred 63 codes to the CPT Editorial Panel to consider coding changes. 
In addition, the RUC reviewed a comment from the American Society of 
Anesthesiologists that the anesthesia conversion factor was too low. The RUC was able 
to review a simulated work relative value for 19 anesthesia services and made specific 
recommendations related to these codes to CMS. The CMS published a Proposed Rule on 
June 8, 2001, and a Final Rule on November 1, 2001, announcing the agency's intention 
to accept and implement more than 95% of the RUC's recommendations on January 1, 
2002. 

In the November 15, 2004, Final Rule, CMS solicited comments from the public on 
misvalued codes. CMS stated that the Agency would also be identifying codes that they 
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felt were potentially misvalued. The RUC Five-Year Review Compelling Evidence 
Standards were published in this Final Rule and CMS requested that those commenting 
consider these standards and reference them in their comment letters. As a result of these 
two processes, CMS received public comments from 44 specialties in response to its 
solicitation. 

In October 2005, February 2006, March 2007 and May 2007 the RUC submitted 
recommendations on 751'individual CPT codes to CMS. The RUC has recommended 
improvements to the work RVUs for numerous services including the Evaluation and 
Management Services, for both stand alone visits and those performed in the post­
operative period of surgical procedures. The RUC submitted recommendations to: 
increase the work relative values for 285 codes; decrease the relative values for 33 codes 
and maintain the relative values for 294 codes. The RUC also referred 139 codes to the 
CPT Editorial Panel to consider coding changes prior to consideration of the work 
relative value. 

The· third Five-Year Review specifically included review of 3 5 evaluation and 
management services and post-induction period procedure anesthesia (PIPPA) intensity. 
The RUC agreed that incorrect assumptions were made in the previous valuation ofE/M 
services. The RUC recommended and CMS approved an increase in work RVUs for 28 
services and maintained the work RVUs for seven services. Furthermore, the RUC 
recommended and CMS accepted that the full increase of the E/M service be incorporated 
into the surgical and global periods for each CPT code with global periods of010 and 090 
days. 

The RUC considered the request from CMS to assign PIPPA intensity. In addition, CMS 
referred to the RUC the question ofhow and whether to apply the E/M Five-Year Review 
increases to the pre-and post-work of anesthesia services. Based on the extensive review 
of a building block approach that could be used to evaluate the work of all anesthesia 
service components other than the post-induction period and validation of PIPPA, the 
RUC reached agreement that anesthesia services were undervalued by 32%. CMS 
accepted this recommendation and increased the work of anesthesia services by 32% on 
January 1, 2008. 

In November 2006, CMS published a Final Rule in the Federal Register announcing the 
agency's final decision regarding these services. CMS accepted 97% of the RUC's 
recommendations. The relative value changes were implemented on January 1, 2007. 

In 2006, the RUC formed the Five-Year Review Identification Workgroup. The purpose 
of this workgroup is to identify potentially misvalued services using objective 
mechanisms for reevaluation during the upcoming Five-Year Review. The Workgroup is 
also charged with developing and maintaining processes associated with the identification 
and reconsideration of the value of "new technology" services. The Workgroup was 
established by the RUC following numerous comments from the Medicare Payment 
Advisory Commission urging CMS to be more diligent in the identification of both 
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potentially over- and under- valued services within the payment schedule for review 
during the Five-Year Reviews. 

The Five-Year Review Identification Workgroup continues to identify and review 
services during the interim of each Five-Year Review. The Workgroup's identification 
screening process to date has addressed services often billed together; fastest growing 
procedures; services with shifts in the site-of-service; and services with high intensity, 
relative to other physician services. 

Potential Scope ofthe 2012 Five-Year Review 

The scope of the 2012 Five-Year Review is unknown at this time, as CMS comment 
period will not be initiated until November 2009. AMA RUC staff asked specialty 
societies to share their intentions regarding the next five-year review. Forty-one 
specialties responded to this query. Half of the specialties responded that they do not 
intend on identifying any codes, the other half indicated that as many as 250 CPT codes 
could be identified. Therefore, it will be prudent, and realistic, to assume that CMS will 
receive comments on a fair number of codes and a special process will need to be 
developed to review these codes. Due to the low number of codes anticipated for review, 
compared to the previous Five-Year Reviews, an additional special meeting in August 
2010, may not be necessary. Instead, the entire Five-Year Review could be accomplished 
at the September 30- October 3, 2010, RUC meeting, with the possibility of adding one 
additional day (September 29). 

Final Rule Comment Process 

In the past, CMS has announced at least a 60 day comment period for the public to 
identify any misvalued code for review and clarified that the scope of the review will be 
limited to the work relative values. The practice expense relative values were fully 
implemented on January 1, 2002, refined and transitioned 2007-2010 and may be further 
refined by CMS based on the recent Physician Practice Information (PPI) Survey. The 
professional liability insurance (PLI) relative values were implemented on January 1, 
2000, and will be refined for January 1, 2010. The RUC agrees that the 2010 Five-Year 
Review should be restricted to the review physician work relative values. While it is 
expected that certain elements of the direct practice expense inputs will be modified due 
to changes in physician time and/or number of follow-up visits, the RUC considers any 
independent review of practice expense to be unnecessary at this time. 

In the previous comment processes, CMS has stated that their preferred format for 
submitting a code for review is to include the following: 

• CPT code 
• Clinical description of the service 
• Discussion of how the work of that service is analogous to one or more reference 

services 
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• Additional information for services with global periods: 
• physician time - on the same date as the service 
• whether the patient goes home, to a hospital bed, or to an ICU on the same day 
• number, time, type of physician visits after the day of procedure until the end 

ofthe global period (distinguish between outpatient and inpatient visits). 
• CMS requests that commenters provide nationally representative data from 

operating room logs, reports, or medical charts to explain this post-service 
time. 

The RUC has extensively discussed measures to ensure that each specialty society, 
contractor medical director, or any member of the general public has equal opportunity to 
comment on misvalued codes and present their argument in a uniform manner. The RUC 
has developed compelling evidence standards and proposes that these standards be 
utilized throughout the process. The RUC recommends that the existing work relative 
value for a code should be considered to be appropriate unless compelling evidence is 
provided to convince the RUC that the value is either undervalued or overvalued. 

These compelling evidence standards have been reviewed by the specialty societies who 
participate in the RUC process. The RUC believes that these standards should be 
reviewed by the contractor medical directors and the public prior to their use in the 
comment period. Therefore, the RUC requests that CMS publish these standards in the 
Proposed Rule this spring and review comments before publishing final compelling 
evidence standards in the Final Rule in November 2009. The RUC envisions that CMS 
would specify the format of comment letters to include documentation of compelling 
evidence. The RUC also requests that CMS review and screen comment letters to make 
sure that they meet the minimal standards regarding compelling evidence prior to sharing 
with the RUC for review. The comment letter should include a compelling evidence 
rationale for each code submitted. The compelling evidence standards developed by the 
RUC are as follows: 

Compelling Evidence Standards 
The RUC operates with the initial presumption that the current values assigned to the 
codes under review are correct. This presumption can be challenged by a society or other 
organization presenting a compelling argument that the existing values are no longer 
rational or appropriate for the codes in question. The argument for a change must be 
substantial and meet the RUC's compelling evidence standards. This argument must be 
provided in the comment letter to CMS, and then later to the RUC in writing on the 
Summary of Recommendation form. The following guidelines may be used to develop a 
"compelling argument" that the published relative value for a service is inappropriately 
valued: 

• Documentation in the peer-reviewed medical literature or other reliable data that 
there have been changes in physician work due to one or more of the following: 

• technique 
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• knowledge/technology 
• patient population 
• site-of-service 
• length of hospital stay 
• physician time 

• An anomalous relationship between the code being valued and other codes. For 
example, if code A describes a service that requires more work than codes B, C, 
and D, but is nevertheless valued lower. The specialty would need to assemble 
evidence on service time, technical skill, patient severity, complexity, length of 
stay and other factors for the code being considered and the codes to which it is 
compared. These reference services may be both inter- and intra-specialty. 

• Evidence that technology has changed physician work (ie, diffusion of 
technology). 

• Analysis of other data on time and effort measures, such as operating room logs or 
national and other representative databases. 

• Evidence that incorrect assumptions were made in the previous valuation of the 
service, as documented, such as: 

Timetable 

May2009 

• a misleading vignette, survey and/or flawed crosswalk assumptions in a 
previous evaluation; 

• a flawed mechanism or methodology used in the previous valuation, for 
example, evidence that no pediatricians were consulted in assigning 
pediatric values; and/or 

• a previous survey was conducted by one specialty to obtain a value, but in 
actuality that service is currently provided primarily by physicians from a 
different specialty according to utilization data. 

Submission of RUC Proposal on Five-Year Review to CMS 

December 30, 2009 Comment period closes on public solicitation of codes to be reviewed. 
Assumes publication date ofCMS Final Rule of November I, 2009 

February 1, 2010 

February 2010 

CMS staff to send AMA staff list of codes to be reviewed, along with 
supporting documentation. 

CMS staff to send AMA staff list of codes to be reviewed, along with 
supporting documentation. 
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February 4-7, 2010 

February 16, 2010 

March 16, 2010 

March 2010 

April28-
May 2, 2010 

May 10, 2010 

August 3, 2010* 

August 26-28, 2010* 

September 13, 2010* 

September 30 -
October 3, 2010 

October 31, 2010 

November 2010-
February 2011 

March 2011 

November 2011 

January 1, 2012 

Research Subcommittee to review any changes to the existing RUC 
survey instrument. 

AMA to send Level of Interest (LOI) forms to all specialty societies and 
HCP AC organizations. LOI package to include all materials received by 
CMS. 

Responses to the LOI due to the AMA. 

Five-Year Review Workgroup to Review Comment Letters for codes in 
which there is no interest expressed to determine next steps for the 
review of these services. 

Summary of codes under review and specialty society assignments 

Research Subcommittee to review any alternative methodologies 
introduced. 

Surveys to be mailed to all specialty societies and HCPAC organizations 
that have identified an interest in surveying. 

Recommendations due to the AMA from specialty societies. 

Five-year review workgroups meet and review recommendations. 

Workgroup recommendations and consent calendars sent to.the RUC. 

RUC meeting to review workgroup recommendations and consent 
calendars 

RUC recommendations submitted to CMS. 

CMS Review 

Notice of Proposed Rulemaking (NPRM) on Five-Year Review 

Final Rule on Five-Year Review 

Implementation of new work relative value units. 

*Dates dependent on volume of codes to be reviewed. May only meet Sept/Oct 2010. 
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Process, Work Plan, and Policies 
Drawing on the ground rules and policies from the previous five-year reviews, the 
following proposed process should provide the framework for the 2012 Five-Year 
Review. 

CMS Submission and Level of Interest Process 

CMS has shared the comments received within three weeks of receipt in all three 
previous Five-Year Review processes. Therefore, we would request to receive the 
comments by February 1, 2010. It would also be preferable to receive the comments and 
list of codes in a similar format as the previous five-year reviews. This format is 
illustrated in attachment A, and included the following fields: 

1. CPT Code 
2. Short or Medium CPT Descriptor 
3. Control Number -linked the code back to a comment letter where the specific 

comment was identified. 
4. Freq- 2008 frequency of claims for the code 
5. Commenter- the specialty society or individual commented on the code (a key was 

provided to define acronyms). 
6. Current RVU- the 2010 work RVU would be included here. 
7. Rec RVU - the recommended R VU - or a note that the presenter requested an increase 

or decrease. 
8. 1 Ref Code - Code number for a reference code identified 
9. 2 Ref Code - Code number for second reference code identified 
10.% Dif.- the percentage difference between the work RVU requested and the current 

workRVU 
11. Impact - difference in work RVU x conversion factor x frequency 

The inclusion of this information in the material to the RUC was very important and 
crucial in the compressed schedule to review these services. The RUC will request that 
CMS follow this same format. 

The specialty societies were extremely responsive in the previous five-year reviews in 
coordinating the Level of Interest process in a few weeks. The same timeframe will be 
necessary for this five-year review. 

Initial Screen of Codes 

In 2006, the RUC formed the Five-Year Review Identification Workgroup. The purpose 
of this workgroup is to identify potentially misvalued services using objective 
mechanisms for reevaluation prior to the upcoming Five-Year Review. By February 201 0, 
the Five-Year Review Identification Workgroup's identification screening processes will 
have addressed services often billed together; fastest growing procedures; services with 
shifts in the site-of-service; and services with high intensity, relative to other physician 
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services. Therefore, the RUC believes that additional screens are not necessary for the 
2010 Five-Year Review. 

Although the RUC agreed that an automated screening process is not necessary for the 
2010 Five-Year Review, the RUC is also concerned that codes not be excluded from the 
review if an interest has not been expressed in reviewing the code(s). Therefore, the 
Five-Year Review Workgroup will convene following the Level of Interest Process to 
review any codes for which a specialty society has not indicated an interest in 
involvement to determine the disposition of these comments. 

Surveys and Alternative Methodologies 

The Research Subcommittee will review the current RUC survey used to develop work 
RVU recommendations at the February 2010 RUC meeting to determine if any changes 
need to be incorporated for the Five-Year Review. During the previous Five-Year 
Reviews, the survey instrument was substantially improved and used for the new and 
revised code review process after these Five-Year Reviews were completed. However, 
there may be relevant questions that should be added to the current survey. Such as in the 
last Five-Year Review in which the question on how the service has changed in past five 
years was added. 

The Research Subcommittee will also be charged with reviewing any alternative 
methodologies introduced for this Five-Year Review. At this time, it is not known 
whether any specialty society will be submitting any such study or request the RUC to 
review a specialty methodology for their services. However, if this does occur, the 
Research Subcommittee will be prepared to discuss these issues in April and the RUC 
will determine the appropriateness of any such study/methodology at their April 2010 
meeting. Previously approved methodologies are acceptable and will not require a new 
review by the Research Subcommittee ( eg, mini-survey methodology previously utilized 
by the Society for Vascular Surgery). 

The surveys for the Five-Year Review will be mailed to the specialty societies May 10, 
2010. As in the past, specialty societies may, if they choose, share their vignettes with the 
workgroup who will be reviewing their codes to receive feedback prior to the release of 
their surveys. Copies of all final survey instruments, including vignettes and cover 
letters, must be provided to the AMA for filing. The completed summary of 
recommendation forms will be submitted to the AMA RUC staffby August 3, 2010. 

Workgroups 

The previous Five-Year Review processes incorporated workgroups to review the 
recommendations. Eight workgroups were utilized with six RUC members or RUC 
alternate members on each workgroup. For planning purposes, a similar structure will be 
implemented in the 2012 Five-Year Review process. The assignment ofthe workgroup 
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Chairs, composition, and topics to be addressed will be done prior to the April2010 RUC 
meeting. The RUC Chair will assign individuals to these workgroups. The workgroups 
will meet for organizational purposes at the April RUC meeting and for 1 and 1/2 days in 
August 2010 to review their assigned codes. 

If the volume of codes to review in the 2012 Five-Year Review is low, the workgroups 
will convene for an extra day as part of the Sept/October meeting in lieu of the August 
2010 meeting and pre-facilitate all codes. 

It should be noted that for services performed only by non-MDs/DOs, the Health Care 
Professionals Review Board would meet in April and September 2010 to discuss these 
Issues. 

Workgroup Rules and Policies 

The attached document, Procedures for August Workgroup and September/October RUC 
Meetings was developed to guide the workgroups and to ensure consistency in the rules 
used by each workgroup. The Workgroup on the Five-Year Review agrees that principles 
in this document were appropriate and recommends that an update version of this 
document be forwarded as instructions for the August 2010 workgroup meetings. A few 
key points from this document are as follows: 

• All specialty societies will have equal opportunity to collect and present data to the 
Workgroup meetings in August 2010. Specialty societies will not be provided with 
additional opportunity to collect new data following these meetings. 

• Following the presentation of each code or issue, the workgroup members will ask 
questions of the presenters. Time permitting, other RUC members, specialty society 
advisors, or staff who are present should also feel free to make comments about the 
codes. The workgroup on the Five-Year Review also recommends that it be explicitly 
stated that the entire workgroup process will be open to the presenters, and all other 
RUC participants who wish to attend, including the decision-making process 
regarding the codes under review. 

For each code, the workgroup should attempt to reach consensus on one of the following 
actions that it will recommend to the RUC: 

1. Adopt the recommended increase in RVU s 
2. Maintain the current RVUs 
3. Adopt the recommended decrease in RVU s 
4. Suggest a new RVU 
5. Refer the code to CPT 
6. No consensus 
7. Accept withdrawal by commenter, without prejudice 
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The workgroup may want to suggest a new RVU (action #4) if, for example, it agrees 
with the commenter and/or specialty society that the RVUs should be increased or 
decreased, but believes that a different key reference service is more equivalent to the 
service under review than the one initially presented by the commenter or specialty. 

For each of the above actions, the workgroup should have a reason for the action it 
takes. Recommended increases or decreases should only be adopted if compelling 
evidence has been provided by either the specialty society or those commenting that 
the current relative values are incorrect. Rationale must also be provided for referrals 
the CPT Editorial Panel and for decisions to maintain the current relative values. The 
only situation in which a detailed discussion and rationale may not be necessary is if 
the specialty society originally recommended a change and now believes that it has 
not developed sufficient evidence to support the change and agrees that the current 
RVU s should be maintained. 

Any commenter may withdraw their own comments/codes from the Five-Year 
Review. In this case, the action key will be recorded as action key #7. Only the 
original commenter may withdraw a comment/code from the Five-Year Review. 

In order to report "no consensus" (action #6) to the RUC, the workgroup or 
individual(s) who are in the minority must offer a rationale for the lack of consensus. 
If there is a minority opinion (ie, if five workgroup members believe the specialty's 
recommendation should be adopted and one member does not) that member must 
offer some rationale for not adopting the recommendation. 

An AMA staff member will attend each workgroup's meeting to record the discussion 
and decisions at the meeting and draft a report from each group to the RUC. These 
reports will include the nature of the group discussion, the action taken and rationale 
for it, and other expressed opinions about the action. Workgroup members will have 
an (brief) opportunity to review and comment on these drafts before they are 
disseminated to the full RUC. 

• Because preliminary review of the materials is so important, no substitutions for 
attendance by workgroup members at meetings will be permitted. 

RUC Review/Consent Calendar Process 

At the September 30- October 3, 2010 RUC meeting, the recommendations from each 
workgroup will be presented to the RUC in the form of a consent calendar. There will be 
five consent calendars for each topic within each workgroup, following each of the first 
five action keys. Codes for which the workgroup does not reach consensus will be listed 
individually. During the previous Five-Year Review, there were not significant issues 
concerning the ability to reach consensus within the workgroups. 
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The workgroups will meet in executive session to discuss the codes to be extracted, any 
new information on codes for which they could not reach consensus in August and other 
issues that may arise between the August and September/October meetings. 

Appeals Process 

Codes on the consent calendar may be extracted by any RUC member or specialty society 
advisor who disagrees with the workgroup's recommendation or wishes to have the code 
discussed by the full RUC. If a RUC member extracts a code for further discussion, the 
workgroup recommended relative value is the value to be voted upon. However, if a 
specialty society withdraws a code from the consent calendar and presents its 
recommendation to the full RUC, the specialty society work value should be the value 
voted upon. As required by the RUC's Structure and Functions document, a vote by two­
thirds of the representatives present at the RUC meeting shall constitute passage of each 
RVS recommendation. 

If a facilitation committee is needed for an issue, the issue will be referred to the same 
facilitation group to which it was originally assigned. This facilitation committee may be 
augmented with additional individuals at the request of the specialty society, the 
workgroup, or the RUC chair. 

The RUC also has a formal appeals (re-consideration) process included in the RUC's 
Rules and Procedures document. This formal appeal would occur after the 
September/October 2010 RUC meeting and any re-consideration would occur at a future 
RUC meeting. These appeals process is outlined as follows: 

II. Appeals Process for Reconsideration of RUC Recommendations 

A. If a specialty requests an appeal of a RUC recommendation, the Chair will 
appoint an Ad Hoc Facilitation Committee as in I.F.l. Iftime permits, the 
RUC will hold the relevant portion of the final recommendation of the 
RUC while the reconsideration process continues. 

B. The Ad Hoc Facilitation Committee shall meet in person or by telephone 
conference within two weeks of receipt of a written request for an appeal. 

C. All appeals ofRUC decisions shall be in writing. 

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

E. The Ad Hoc Facilitation Committee will notify anyone who previously 
commented on an issue under appeal and elicit further comments. 
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F. The Ad Hoc Facilitation Committee shall vote to recommend to the RUC 
whether the RUC should reconsider its previous recommendation and, if 
so, shall develop a new recommendation for consideration by the RUC. 

G. The Ad Hoc Facilitation Committee shall provide its recommendation to 
the AMA for distribution to the RUC at least two weeks prior to the next 
meeting of the RUC and shall communicate to all relevant parties in a 
timely manner. 

H. An appeal request of a RUC recommendation submitted less than two 
weeks prior to an upcoming RUC meeting will be deferred to the 
subsequent RUC meeting to permit at least two weeks notice to all parties. 

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

J. Approval of reconsideration of a vote which required a two-thirds majority 
shall itself require a two-thirds majority 

Submission to CMS 

AMA staff will develop detailed recommendations to be submitted to CMS immediately 
following the September/October 2010 RUC meeting. These recommendations will be 
circulated to the RUC for comment prior to their submission to CMS in October 2010. 

CMS Review of RUC recommendations 

The RUC will request to be invited to any Contractor Medical Director or other 
committee meetings convened by CMS to review the RUC recommendations. The RUC 
believes that this participation is necessary to clarify any questions that may arise 
regarding the RUC recommendations. CMS will publish a Proposed Rule in spring of 
2011 announcing its review of the RUC's recommendations. 
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CPT/HCPCS Codes For 
2005 Five-Year Review of Work Relative Value Units 

CPT 
Descriptor Control 

Freq Commenter 2005 Rec Ref 1 Ref2 Percent 
Code No. WRVU WRVU Diff. 

IMPACT 

49010 Exploration behind abdomen E-61 2,218 ACS 12.26 15.25 24% $ 251,329 
49200 Removal of abdominal lesion 75 3,443 ACOG 10.23 16.14 58952 58% $ 771,143 
49201 Removal abdom lesion, complex 75 3,531 ACOG 14.82 23.38 58952 58% $ 1 '145,466 
49505 Prp i/hern init reduc >5 yr N/A 106,509 CMS 7.59 N/A N/A N/A 
49906 Free omental flap, microvasc 117 12 ASPS carrier (A) (A) (A) 
50590 Fragmenting of kidney stone N/A 47,718 CMS 9.08 N/A N/A N/A 
51720 Treatment of bladder lesion N/A 210,251 CMS 1.96 N/A N/A N/A 
51798 Us urine capacity measure E-43 1,010,865 AUA 0.00 0.38 76857 76942 ----- $14,557,517 
52000 Cystoscopy N/A 904,567 CMS 2.01 N/A N/A N/A 
52204 Cystoscopy N/A 38,102 CMS 2.37 N/A N/A N/A 
52601 Prostatectomy (TURP) N/A 77,404 CMS 12.35 N/A N/A N/A 
53445 Insert uro/ves nck sphincter 99 2,313 CAPU 14.04 18.87 34% $ 423,383 
54150 Circumcision 104 8 AAP 1.81 (A) (A) (A) 
54152 Circumcision 104 332 AAP 2.31 (A) (A) (A) 
54400 Insert semi-rigid prosthesis 99 590 CAPU 8.98 13.81 54% $ 107,997 
54405 Insert multi-comp penis pros 99 5,586 CAPU 13.41 18.24 36% $ 1,022,489 
54411 Remv/replc penis pros, comp 99 218 CAPU 15.98 22.77 42% $ 56,097 
55700 Biopsy of prostate N/A 241,521 CMS 1.57 N/A N/A N/A 
56631 Extensive vulva surgery 75 285 ACOG 16.18 18.81 56630 38760 16% $ 28,406 
56632 Extensive vulva surgery 75 250 ACOG 20.26 22.04 56630 38760 9% $ 16,864 
56634 Extensive vulva surgery 75 103 ACOG 17.85 22.92 56633 38760 28% $ 19,790 
56637 Extensive vulva surgery 75 256 ACOG 21.94 26.15 56633 38760 19% $ 40,844 
56640 Extensive vulva surgery 75 29 ACOG 22.14 26.43 56633 38765 19% $ 4,715 
57160 Insert pessary/other device 75 108,198 ACOG 0.89 1.10 99214 24% $ 861,091 
57240 Repair bladder & vagina 75 17,814 ACOG 6.06 10.00 45560 65% $ 2,659,918 
57250 Repair rectum & vagina 75 13,043 ACOG 5.52 10.56 45560 91% $ 2,491,257 
57260 Repair vagina 75 24,634 ACOG 8.26 15.56 57250 5.7240 88% $ 6,815,039 
57265 Extensive repair of vagina 75 9,611 ACOG 11.32 20.71 57240 57250 83% $ 3,420,147 
57288 Repair bladder defect N/A 43,945 CMS 13.00 N/A N/A N/A 
57500 Biopsy of cervix N/A 9,805 CMS 0.97 N/A N/A N/A 
57550 Removal of residual cervix 75 49 ACOG 5.52 8.50 54% $ 5,534 
57555 Remove cervix/repair vagina 75 59 ACOG 8.94 19.81 45560 57260 122% $ 24,305 
57556 Remove cervix, repair bowel 75 251 ACOG 8.36 15.07 57283 57550 80% $ 63,827 
58120 Dilation and curettage N/A 21,596 CMS 3.27 N/A N/A N/A 
58150 Total hysterectomy N/A 36,672 CMS 15.22 N/A N/A N/A 

(A) No WRVU recommendation supplied 



'' ~ .. ''. 
I' ~• . .. ~ . 'RUC Recommendations for Existing Codes ' ~, I" 

CPT Code' Descriptor 
11040 Debndement, skin, partialth1ckness ;CPT 
11041 Debndement, skin, fullth1ckness 'CPT 
11042 ---Debndemeiii, ski-n, and 'subcutaneous ~CPT 

tissue l 
Debndement, -skin:-subcutaneous t1ssue, "fcf>l' -11043 
and muscle I 

11 o44'" - • Debndemerit,- skin: subcutaneous tissue, -1 CPT 
muscle, and bone I 

'----- --··- -----·- ------- ·- - - --- 1 
13120 Repair, complex, scalp, arms, and/or legs; jCPT 

1.1 em to 2.5 em • 
13121 - Repair,-compiex, scalp, arms, and/or legs; tcf>T-

13122 

19357 

2.6 em to 7.5 em ! 
'Repa1r: complex, scalp, arms, and/or legs;-iCPT 
each add1!1onal 5 em or less (L1st i 
separately in addition to code for pnmary I 

.Procedure) J 
Breast reconstruction, 1mmed1ate or I CPT 
delayed, w1th !Issue expander. ~nclud1ng ' 

RUC Recommendation 

subsequent expans1on 
2:c0:-:0:::0-::5-~::;In:;c:.:,s:;io~n of softtisSiJiiabscess'(69.''"' -· ·;cpy·. ···- .. 

22520 

22521 

22533 

22554 

22849 
22851 

secondary to osteomyelitis); deep or 
complicated 
Percutaneous vertebroplasty, one 
vertebral body, umlateral or bilateral 
injection, thoraciC 

'I ! New PE Inputs 

Percutaneous vertebroplasty, one _______ ii:.ie,;,·PEinputs ----· 
•vertebral body, umlateral or bilateral i 
~nject1on, lumbar 

'ArthrodeSIS, lateral extracav1tary lcPT 
techmque, 1nclud1ng minimal d1scectomy tol

1 

prepare interspace (other than for 
decompression); lumbar 

Arthrodesis, anterior 1nterbody technique, !CPT 
including minimal d1scectomy to prepare I 
interspace (other than for decompression),! 

, cerv1cal below C2 I 
• 

• j 
Reinsertion of spinal fixat1on dev1ce I CPT 

-, A'P'iiiicaiiOii'Ciiinler\.E..tellral blomecii·;,;;icaqcpf. 
device(s) (eg, synthetiC cage(s), threaded 1 
bone dowel(s), methylmethacrylate) to ! 
vertebral defect or Interspace (L1st 
separately 1n addil1on to code for primary 
procedure) 

26080 'Arthroiom·y.-WIIh exploratiOn, drainage, or-[CPT··· -· 
removal of loose or fore1gn body, 1 
Interphalangeal JOint, each 1 

26480 'friliisier oriransplant of tendon, '16.76 
, carpometacarpal area or dorsum of hand; · 
without free graft, each tendon • 

27370 ·InJeCtion. p~ocedure for knee arthrography tcPT 

.,_ - -~ ~ -- - - - ~ - -
27640 Part1al exCISIOn (cratenzat1on, p2.10 

saucerization, or diaphysectomy) bone (eg,j 
osteomyelitiS or exostosis); t1b1a I 

2'7641 • ~ Parifai !;X'c,sion (cratenzat,on, · :9.72 
saucenzation, or diaphysectomy) bone (eg,: 
osteomyelitis or exostosis), fibula · 

28120 'f5artial.excision-(criterliaiiiiii.· • • .... '8.68 • 
saucerization, sequestrectomy, or I 
diaphysectomy) bone (eg, osteomyelitiS or . 
boss~ng); talus or calcaneus 

i 
28122 ; P'iirt1al exos1on. (cratenzat1on, ·;7.56 

saucerization, sequestrectomy, or l 

diaphysectomy) bone (eg, osteomyelitiS or ' 
•boss~ng); tarsal or metatarsal bone, except' 
talus or calcaneus : 

28725 -~ ~hr?~_es1s; su_bt~l~r . • • _ _ - l11.c~I 
28730 Arthrodesis, m1dtarsal or tarsometatarsal, i 12.21 

multiple or transverse, 1 
I 

MA¥2009 

Site of 
Service High 
Screen IWPUT 

X 
X 
X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

RUC 
High 

Volume 

X 

Shift 
CMS ' from 

Fastest PEto 
Growing, Work 

X 

X 

X 

X 
X 

X 

: 

1 
i 
; 

I 
l-

I 
I 

-L. -
I 

CMS CMS 
Codes Request Request 

Reported PE Final 
Together! Review Rule 

X 

X 

X 
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• 
·: RUC Recommendations for Existing Codes 

CPT Code, Descriptor 

33213 

35470 

35471 

35472 

35473 

35474 

35475 

35476 

35490 

35491 

35492 

Insertion or replacement of pacemaker 
pulse generator only; dual chamber 

-TranS1Uffilrlaf bBnOorl arlgiCiPiasty, 
percutaneous; tib1operoneal trunk or 
branches, each vessel 

'l'ransiuminal b'aiioon ang!oplasty, 
percutaneous; renal or v1sceral artery 

'iransluniinai bailoon ang!oplasty, 
percutaneous, aort1c 

- 'Translum~nal balloon ang•oplasty, 
percutaneous, 1hac 
Translum~nal balloon ang•oplasty, 
percutaneous; femoral-popliteal 

Transluminal balloon ang1oplasty, 
percutaneous; brach•ocephal•c trunk or 
branches, each vessel 

iCPT 
I 

''rransl-um~nal balloon'ang!oplasty, 
percutaneous, venous 

- ··rransluminal peripheral atherectomy, - - lcpf­
percutaneous, renal or other VIsceral arterY, 

Translum1naiperipherai atherectomy, 
percutaneous; aort•c 

Translum~nal penpheral atherectomy, 
percutaneous; 1hac 

iCPT 

35493 - • Translummal penpherai atherectomy, 
percutaneous; femoral-popliteal 

35494 _____ i'ranSiuniinai peripheral atherectomy, 

percutaneous; brach1ocephahc trunk or 
branches, each vessel 

'franslum•naipenplieral athereciomy, 
·percutaneous; bbioperoneal trunk and 
branches 

36248 - 'Seiect1ve 'citheterplacement, artenal 

t .. ·-
!CPT 

!system; additional second order, th.rd 
:order, and beyond, abdom~nal, pelVIC, or i 
lower extrem•ty artery branch, w1th1n a i 
vascular fam•ly (List 1n add1t1on to code for : 

•imt1al second or th.rd order vessel as j 
appropnate) ! 

RUC Recommendation 

36481 Percutaneous portal ve1n cathetenzat•on I New PE Inputs 

Site of RUC CMS i 
Service High High Fastest i 
Screen IWPUT Volume Growingi 

X 

X 

X 

Shift 
from 
PEto 
Work 

I CMS 
Codes •

1 

Request 
Reported PE 
Togetherj Review 

I 
--·j· 

I 
l 

CMS 
Request 

Final 
Rule 

36516 

1by any method 1 

iTherapeut•c apheres•s:;.;;;·;;~aco"rp--o-r-ea"'J:+,c=P;;Tc-----------------------~~--- --~--- ·-----:x-:-·+-~-----"------t----------l 
select•ve adsorption or selective filtrat•on i 
and plasma reinfus1on I 1 

36825 "creation oi arteiiovenous fistula by other h 5.00--- ···- · • - • -- · x + 
~71_1!~----- -~-e~~s!9_11_o.!_ tr~~sve~ous ~ntra_hepat;z:--· [Ney. P_~-;:E~!::::n-r>.u:-::_ t::::s_-_-__ -_-_-_-_-__ ---__ -_-_--__ --_-_ ----':_~·-··--·--·---- -l ____ _ 
42415 ,ExciSIOn of parotid tumor or parotid gland, 17.99 X 1 

'lateral lobe, with d•ssect•on and 

42420 

47382 

preservation of fac1al nerve 

Excision of parotid tumor or parot•d gland; j20.87 
total, WJth d1ssect•on and preservation of 1 
fac1al nerve 

; New PE Inputs AblatiOn, one or more hver tumor(s), 
percutaneous, rad1ofrequency 

1 ~4;:;7;-:4;::90~-.;P:;:e.:.:rc:=utaneous cholecystostomy !CPT and recommend 000 day global 
49420 _,insertion of 1ntrapentoneal camiula or 'fci>T _______ - - .. .. . . . • - ...... 

49421 

49507 

catheter for dra1nage or d1alys1s, temporary; 
I 

Insertion of 1ntrapentoneal cannula or CPT 
catheter for dra~nage or d1alys•s. 
permanent 

• Repa.r ,ri,tlal ~ngcunal herma, age 5 years 9 97 
or older; incarcerated or strangulated 

49521 --·Repa.r recurrent ~ngu~nal hem1a, any age; 12.36 
Incarcerated or strangulated 

49587 . Repa.r umb•hcal herma. age 5 years or . 7 96 
older; Incarcerated or strangulated 

50200 ;Renal tiiopsy;-pEircutan-eous, by trocar or New PE Inputs 
needle 

50605 ·Ureterotomy. for insertion of ~ndwelhng ·CPT -- .. ·- - .. 

stent. all types 
52214 -· c;;5iaure'ih'roscopy ~ ;.th ful-gurat•on- · - - ·e:-pf·--

52224 

MAY2009 

(including cryosurgery or laser surgery) of 
tngone, bladder neck, prostat•c fossa, 
urethra, or penurethral glands 

'cystourethroscopy, ;,;h fulgurat•on ·"CPT. 
(Including cryosurgery or laser surgery) or : 
treatment of MINOR (less than 0.5 em) 
les1on(s) with or without biopsy 

X 

X 

X 

X 

X j 

- _J 
' ! 

X 



RUC Recommendations for Existing-Codes 

CPT Code Descriptor 

55873 Cryosurgical ablat1on of the prostate 113 45 
(includes ultrasoniC gUidance for mterst1tial: 
cryosurgical probe placement) 

57155 Insertion of utenne tandems and/or vag1nal tcPT 
ovoids for climcal brachytherapy 

RUC Recommendation 

, Site of, 
Service 
Screen 

X 

RUC CMS 
High High Fastest 1 

IWPUT Volume Growing 

SBs~ss--~Hysteroscapi,.dlaQnaStiC(Separate~-- ~ · --~t·New PE inp~~-~~-~--~"·--------~-~~---~..,.,.,.-~~~,---
procedure) I . 

58558 

58562 

58563 

61795 

611i85 

63056 

63075 

64483 

64484 

·Hysteroscopy, surg1cal, With sampling ]New PE mputs 
(b1opsy) of endometnum and/or 
polypectomy, With or without D & C 
Hysteroscopy, surg1cal, With removal of·--~PE inpuiS·--······ -···· 

impacted fore1gn body I 
Hysteroscopy, surg1cal; With endometnal 

1 
New PE Inputs 

ablation (eg, endometnal resect1on, 1 

electrosurg1cal ablat1on, thermoablat1on) 
' ' .. . - - - ~ ... 

Stereotactic computer-ass1sted volumetnc 1 CPT 
(nav1gat1onal) procedure, mtracran1al, 
extracran1al, or sp1nal (L1st separately 1n 

addition to code for pnmary procedure) 

, InsertiOn or replacement of cranial 
neurost1mulator pulse generator or 
receiver, direct or induct1ve coupling, with 
connection to a single electrode array 

I 
]CPT. 

I 

• Transped1cular approach With 
decompression of spinal cord, equma 
and/or nerve root(s) (eg, hern1ated 
intervertebral disc). single segment, 
lumbar (1ncludmg transfacet, or lateral 
extraforammal approach) (eg, far lateral 
herniated Intervertebral d1sc) l 

-.-oiSc9damY, antenor, WJth -decom-pressron ! CPT 
of spinal cord and/or nerve root(s). : 
mcludmg osteophytectomy; cerv1cal, s1ngle I 
interspace ; 

•1rijeci1on, anesthetiC agent and/o'r sterOid, 
transforammal epidural; lumbar or sacral, 
smgle level 

InJeCtion. anesthetiC agent 'and/or stero1d, 
transforammal epidural; lumbar or sacral, 
each add1t1onallevel (L1st separately 1n 
addition to code for pnmary procedure) 

!CPT 

i 
64510 - -·rn]ecilon:·;,r;·;;stiietlc agent; stellate 

ganglion (cerv~cal sympathetic) 
6452o ·-. ··;;;;ectioll..aiiesihe'bc agent lumbar or • 

thorac1c (paravertebral sympathetic) 
Percutaneous implantation of 
neurostimulator electrodes; peripheral 

·1 Nev.: PE mputs 
! i PE Review-'no change 

-rcPT 64555 

nerve (excludes sacral nerve) ! 
64573 --InCision toiimpianiation of neurostlmulator r CPT 

64581 

64622 

64712 

electrodes; cranial nerve i 
·lnasion for Implantation-of m:.urost1mulator lcPT 
electrodes; sacral nerve (transforaminal ! 
placement) 

'"Destruction .by neuroiyilc agent. 
paravertebral facet j01nt nerve; lumbar or 
sacral, s1ngle level 

, Destruction by neurolYtiC agent, 
paravertebral facet joint nerve; cerv1cal or 
thoraCIC, single level 

Neuropliisiy-:r;;a]or-per,pheral nerve. aim 
or leg, sc1at1c nerve 

PE Rev1ew- no change 

' 1 PE Re1vew - no change 

i 
' ' 
jCPT 

65780 --"ocular surface reconstruction, amniOtiC 
membrane transplantation 

-·lrldotomy/iridectomybyiaser surgery (eg, 
for glaucoma) (1 or more sess1ons) 

66761 

l 
JCPT 

66982 

MAY 2009 

Extracapsular cataract removal with I CPT 
rnsertion of rntraocular lens prosthesrs 
(one stage procedure), manual or 
mechanical technique (eg, 1rngat1on and 
asp1rat1on or phacoemuls1ficat1on), 
complex, reqUinng dev1ces or techniques 
not generally used 1n routme cataract 

'surgery (eg, 1ns expansion dev1ce, suture 
support for intraocular lens. or pnmary 
posterior capsulorrhex1s) or performed on 1 
patients in the amblyogenic developmentalj 

•stage 

X 

X 

X 

X 

X 

X X 

X 

X 

X X 

x x· 

X 

X 

X 

X X X 

Shift 
from 
PEto 
Work 

I 
CMS I 

Codes :Request 

Reported! 
Together 

X 

' 

-1-
·-j 
j 

PE 
Review 

X 

X 

X 

X 

X 

X 

X 

CMS 
Request 

Final 
Rule 



'', RUC -Recommendatiom;lfO'fExisting Codes 

CPT Code Descriptor RUC Recommendation 

69100 B1opsy external ear ,0 81 
71275 · -· ·coriiPuted tomograiihiC:"iin91o9rai)iiv:c'heSilcP"r·------------------ ------------· ---------- ·-·-- · • 

(noncoronary), WJth contrast matenal(s), 
mcludmg noncontrast 1mages, 1f performed, 
and 1mage postprocessing 

Shift 
Site of RUC CMS from 
Service High High Fastest i PE to 
Screen IWPUT Volume Growing: Work 

X 
X 

I CMS 
Codes I Request 

Reported 1 PE 
· T ogetheq Review 

CMS 
Request 

Final 
Rule 

72192 -~-Computed tomography, peiVJs; ;,th"o-u7t---+,c=P=T=---------------------------------·-x-]1---~----+----·"-----
contrast material ; 1 

Computed tomography, pelVIs; without :CPT X l 
contrast matenal, followed by contrast !, 

matenal(s) and further sect1ons l 

72194 X 

73218·---~;:;-e~~;:~~~~~~:e~~~~~r~~~.) ~~~~~9~-:c·Pi'----------------------------~--------------- · ·- ·x-·--
1 

--------~--- ·-------- -------

_contrast material(s) ' : ~-
73580 Rad1olog1c exammat1on, knee, 'CPT X X 

arthrography, rad1olog1cal superv1s1on and 
' ____ !nterpretatlon • --------, x~--- ---------

74170 Computed tomography, abdomen; wllhout iCPT , 
contrast material, followed by contrast ! 
matenal(s) and further sect1ons l l 

' 
74175 

75885 

75887 

75992 

75993 

Computed iomographlc angiography, 'CPT 
abdomen, WJth contrast matenal(s), ' 
mcludmg noncontrast 1mages, 1f performed.; 
and 1mage postprocessmg 

- -- . - ' j . 
Percutaneous transhepat1c portography 'New PE 1nputs 
WJth hemodynamiC evaluation, rad1olog1cal : 
superv1sion and interpretation 1 

Percutaneous transhepat1c portography ;New PE mputs 
WJthout hemodynamic evaluation, 
rad1olog1cal superviSIOn and mterpretat1on 

Translumuial aiiierect01ny, penpheral 
artery, radiological supervision and 
mterpretat1on · l 

Translumuial atherectomy, each add1tionan CPT 
penpheral artery, radiological superv1s1on ' 
and mterpretat1on (L1st separately m l 
add1t1on to code for pnmary procedure) ' 

X 

X 

X 

X 

X 

75994 ... -Transluminal atherectomy, renal, r·;;C:;:;P::;:Tc-·--------------------------X------~--------+---------
radlologlcal superv1s1on and interpretation I I 

I , I 
Translummal atherectomy, v1sceral, :CPT X 75995 
rad1olog1cal supervision and Interpretation i j I 

75996·--- Translumiilai atherectomY,eaCii-a'dd,i,oiiai.'CPT ---- -~---- ----~----- -_x·-- ---- --~>----·----+----------
visceral artery, radiological superv1sion 
and 1nterpretat1on (L1st separately 1n i 

76100 

76101 

76102 

add1t1on to code for pnmary procedure) I 

i ! 
Rad1olog1c exam1nat1on, s1ngle planebod;-y-li-:-N:--e-w-:P::;E;:'7"in-p-u7ts----------------------------------l---------+---:x::-·-------

sectlon (eg, tomography), other than WJth 
urography 
Rad1olog1c exammat1on, complex mot1on j New PE mputs 
(1e, hypercyclo1dal) body sect1on (eg, 
mastoid polytomography), other than WJ!h i 
urography, un!l_atera~- , _ __ _ ____ _ 
Rad1olog1c examinatiOn, compiex mot1on , New PE mputs i 
(ie, hypercyclo1dal) body section (eg, 1 i 

X 

X 

mastoid polytomography), other than w1th , 1 

______ ;:u;-ro0g;;:ra-'-p-;-h";y'-; b_ll;:-a_te_ra_l-;-;:---:-;---_7,_"";:=:---------·----·--------~------::--·----...,_---~-----f---------76513 Ophthalmic ultrasound, diagnostiC, antenor,CPT X 

76536 

76970 

77301 

77371 

MAY 2009 

segment ultrasound, 1mmers1on (water ; 
bath) B-scan or h1gh resolution 
b1om1croscopy 

. Ultrasound, 'soft t1ssues of head and neck .0.56 
(eg, thyroid, parathyroid, parotid), real lime. 
Wlth 1mage documentation 
Ultrasound studyfollow-up.(speclfy) ;eMS to reviei/.:clalms 

rrltensit~y modulated radiOtheraP-Y plan, 
mcluding dose-volume histograms for 
target and cntical slructure part1al 
tolerance specifications 

'New PE 1nputs Rad1at1on treatment delivery, stereotactiC 
radiosurgery (SRS), complete course of 
treatment of craniallesion(s) consisting of , 
1 sess1on, mult1-source Cobalt 60 based 

X 

i. ·-
1 
l 

•j 
: 

X 



RUC Recommendations;for~~Existing Codes-

CPT Code Descriptor i RUC Recommendation 

77418 Intensity modulated treatment delivery, :cPT 

77427 

90951 

smgte or multiple fields/arcs, v1a narrow , 
spatially and temporally modulated beams, ' 
bmary. dynam1c MLC, per treatment 
SeSSIOn 

Rad1at1on treatment management, 5 
treatments 
End-stage renal disease (ESR-D) related 
services monthly, for patients under two 
years of age to include monitonng for the 
adequacy of nutrition, assessment of 
growth and development. and counseling 
of parents; w1th 4 or more face-to-face 
physiCian VISitS 

'CPT 

-.a. -·- • -- ·-- --
'Revised clinical staff time 

Site of 
Service 
Screen 

Shift 
RUC CMS l from 

High High Fastest I PE to 
IWPUT Volume Growing i Work 

X i 
' 
' 
i 
i 

~ 

! 

90952 '"W.th 2-3 face-to-face phys1c1an v1s1ts -pe,··-, Rev,5ed'CIT;;;c:aisiaiftiine ___________ ~----------- --------~---~---

I CMS 
Codes ,

1

- Request 
Reported PE 
Together I Review 

I 
i - t 

month • 
With 1 face-to-face physician visit per Rev1sed clinical staff time ' ,I X 90953 
month i 

CMS 
Request 

Final 
Rule 

90954 End:Stagerenat disease (ESRD) retated-,Revlse-d~-c-:l-m7ica---:-l-st,..a"'ff"'ti:"m_e ________________________ ~---l-------------,f---:-x-:-·------

ServJCes monthly, for patients two to eleven; l 

90955 

90956 

90957 

90958 

years of age to include monitoring for the : i ~~-
adequacy of nutrition, assessment of I 
growth and development, and counseling 

1 
of parents, with 4 or more face-to-face I 
physiCian VI \ I 

with 2-3 face-to-face phy5ic1an v1s1ts per 
month 
With 1 face-to-face phys1c1an v1s1t per 
month 
End-stage renal disease' (ESRD)"related 
services monthly, for pat1ents twelve to 
nmeteen years of age to Include 
monitoring for the adequacy of nutnt1on, 
assessment of growth and development, 
and counseling of parents; with 4 or more 
face-to-face phys1ci 

;Rev1sed clin~cal staff t1me 

'Revised cln1ical.staiii;;;;;,· • 

With 2-3 face-to-face physician vis1ts per Rev1sed clinical staff time , 

l 
-j 

,,I 

X 

X 

X 

ii09'59----;;;~tffaCe:io-fa,ce phys1c1an vis1t p-e,:·----:Revlsed clinical stati"'ti:-m-e------------------- --- ---·-------------------r-' ---- -- -------t-··x--------
month _; _ 

90960 End-stage renal d1sease (ESRD) related Rev1sed physiCian and clinical staff lime 1 • i X • 
serv~ces monthly, for patients twenty years i I 
of age and over; with 4 or more face-to- J l 

face physician VISitS per month ; j 
w1th 2-3 face-to-face phys1c1an VISits per : Rev;sed physic1an and chn1cal staff time j ! X 

l:9"o"'9""672--WI-m_,~,n __ t'-:~Tace-IO-Iacephyslclan v1Srtper·-- -:Revised Cilnlc-a71-st,..a"'ff"'t-lm-e-----------------~----------'·------·------t-~-x--------
month I I' 

90963 

90964 

90965 

90966 

End-stage renal disease (ESRD) related 'Rev1sed clmical staff time • . 

1

! X' 
serv1ces for home dialysis per full month, 
for pat1ents under two years of age to 
include monitoring for the adequacy of 
nutrition, assessment of growth and i 

1 
I 

development, and counseling of parents 1 I 

---·------:~-X-~----End-stage renal disease (ESRD) related ; Rev1sed clinical staff time 
serv1ces for home d1alys1s per full month, ; 
for pat1ents two to eleven years of age to 
mclude mon1tonng for the adequacy of 

1 I 
1 i nutnt1on, assessment of growth and 

development, and counseling of parents 

I 

End-stage renal disease (ESRD) related j Rev1sed clinical staff time 1 
1 

serv1ces for home d1alys1s per full month, 1 
for pat1ents twelve to nmeteen years of age: 

1

1,1 

to 1nclude monitoring for the adequacy of 
nutnt1on, assessment of growth and : 
development, and counseling of parents 

1 
I 

l 11, End~stage ren!ll disease (ESRD) related ·!ReVIsed ci~n1cal.stait time ... - - - · ~ · • l 
serv1ces for home d1alys1s per full month, j , 
~--~~~~.~~~ i 

X 

X 

I ----------·-----------·_L ____ --~-···-J ___ ------------· 92270 ·-Beeii-O-OCUia9raph·y-Wiihlnlerpretailori·;,·;;dicP'i··----------------·------·-·-----------·------~ x I, [ 

report _ j _ 
92526 Treatment of swallowmg dysfunctiOn 11 34 work RVU and Clinical staff time removed I X : 

and/or oral funcl1on for feeding I L_ 
1:9:::2::5:-::8::::7:-~-::E:.:v""okc:e:.d;:.:.:otoacoustlc emiss1ons. lim1ted icPT X J' li ---------

(s~ngle st1mulus level, either transient or : . 
d1stort1on prod~cts) 

MAY2009 



· RUC Recommendations for Existing Codes· 

CPT Code Descriptor RUC Recommendation 

92597 

s261o 

92611 

93017 

93230. 

93233 

93320 

93510 

Evaluation for use and/or fitt1ng of vo1ce 
prosthetic dev1ce to supplement oral 
speech 

Evalua!,cin oi oral and iii.aryngeal 
swalloWing funct1on 

··-Moiion fluoroscopic-evaluation oi 
swalloWing function by cme or video 
recordmg 

: 1 48 work RVU and clinical staff time removed 
i 

i - .. - --- --
, 1.30 work RVU and clinical staff time removed 

' · · i 1 34 wofk RVU ·and clinical staff t1me removed 

-cardiOvascular stress test USing maximai PE RevieW - no change 
or submax1mal treadmill or b1cycle 
exerc1se, continuous electrocardiographiC 
monitonng, and/or pharmacological stress:: 
tracing only, Without Interpretation and I 
report ' 

j 
Electrocardiographic mofiiionng for 24 f CPT 
hours by contmuous original ECG , 
waveform recordmg and storage Without , 
supenmpos111on scannmg ut1hzing a device! 
capable of produc1ng a full mi"'atunzed ; 
pnntout; 1ncludes record1ng, 
microprocessor-based analysis 

Left heart catheienzatuin, retrograde, from lcPT 
the brachial artery, aXIllary artery or ' 

93526 

femoral artery; percutaneous l 
• .• CombmBd nght heart catheienzabon and jcPT 

retrograde left heart cathetenzat1on 

93539 

93540 

' 
• 'InjectiOn procedure-dun.ng. cardiaC •• ·rC-PT 

cathetenzat1on; for selective opac1ficat1on ' 
of arterial conduits (eg, internal mammary),· 
whether native or used for bypass · 

.. 
InjeCtion procedure dunng cardiac 
catheterization; for select1ve opac1ficat1on 
of aortocoronary venous bypass grafts, 
one or more coronary arteries 

i 
[CPT 
I 

93543····· ·Injection procedure durin_g.card·,a.:· icPT 

93544 

93545 

93555 

93556 

MAY2009 

cathetenzat1on; for selective left ventncular; 
or left atnalangu;>graphy 

Injection procedure dunng card1ac 
cathetenzation; for aortography 
Injection procedure Ciuring.eardiac 
cathetenzation; for selectiVe coronary 
angiography (InjeCtion of radiopaque 
material may ~e by hand) 

_,,CPT 

CPT 

Imaging supervision, interpretation and 
report for InjeCtion procedure(s) during 
card1ac cathetenzat1on; ventncular and/or 
atr~al_ angiograph_Y. 

I 
I 
lcPT 

lmagmg superviSIOn, mterpretat1on and 1 CPT 
report for injection procedure(s) dunng ! 
card1ac cathetenzat1on; pulmonary : 
ang1ography, aortography, and/or select1ve1 
coronary ang1ography mclud1ng venous : 
bypass grafts and artenal condUits 
(whether nat1ve or use 

' 
Site of' RUC CMS 
Service High High Fastest 
Screen IWPUT Volume Growing: 

' : 

' 

' 
' 
' X l 

'. 

Shift 
from 
PEto 
Work 

X 

X 

X 

I CMS 
Codes Request 

Reported 1' PE 
Together Review 

.. 
X 

X 

X X 

X X 

X 

X X 

X X 

X X 

CMS 
Request 

Final 
Rule 

X 



<'. 

CPT Code 

93922 

93923 

Descriptor 

,CPT Noninvasive physiologic stud1es of upper 
or lower extrem1ty artenes, smgle level, 
bilateral (eg, ankle/brachial md1ces, 
Doppler wavefonm analySIS, volume i 
plethysmography, transcutaneous oxygen I 
tens1on measurement) 

Noninvasive phySIOlogic studies of upper" i CPT 
or lower extrem1ty arteries, multiple levels 
or wtth provocative funct1onal maneuvers, : 
complete bilateral study (eg, segmental ! blood pressure measurements, segmental 
Doppler wavefonm analySIS, segmental j 
volume plet i 

J 
; 

RUC Recommendation 

: 

; 

Site of RUC CMS 
Service High High Fastest i 
Screen IWPUT Volume Growing' 

X 

·x 

: 

-93_9_2_4--riio;;;n;.;s;-;e-P"h"ys;Ci09icstUdiescii"lo-w-er-~f:>r---- ---------------------------~----------x.---~~ 

94014 

94015 

94016 

extrem1ty artenes, at rest and followmg ' 
treadmill stress testmg, complete bilateral 
study 

Pat1ent-~mt1ated sp1rometnc recording per 
30-day penod of t1me; Includes remforced 

' 
l CMS to rev1ew cla1ms 
' 

education, transmiSSIOn of spirometnc j 

trac1ng, data capture, analys1s of , 
transm1tted data, penod1c recahbrat1on and! 
phys1c1an reVIew and mterpretat1on 1 

I 

Pat,ent~nillated sp~rometncrecording-per tJ' CMS to rev1ew cla1ms ---- - -
30-day penod of t1me, recording (includes 
hook-up, remforced educat1on, data i 
transmiSSIOn, data capture, trend analysiS, : 
and penod1c recal1brat1on) 1 

Pa!lent-mltfated sp~rometnc record1ng per iCMS to rev1ew claims 

X 

X 

X 

Shift CMS CMS 
from Codes Request Request 
PEto Reported PE Final 
Work Together Review Rule 

--

30-day penod of t1me: physician rev1ew 

1
1 

:-:-:=-~a0n.::d0.:'n!~rpr_e~a!~'?-~_ . .:.on71,y_==-:-:=---=-+==::-:c-:-:c--:-:--:·-----------~---------------x -------:---------+---------
94450 Breathmg response to hypOXIa (hypox1a J CMS to review cla1ms 

response curve) 1 I 
Noninvasive ear or pulse ox1metry for ! New PE mputs 94760 X 
oxygen saturation: s1ngle detenm1nat1on ! 

~--~~~--~~~~-~~--------------~--~--~------'----------4-~~----94761 No;;;;;WiS,~eearor-pulse oximetry tor !New PE inputs x 
oxygen saturation, multiple detenminations i 
(eg, dunng exerc1se) i 

947S2 Noninvasive ear or pulse oximetry for jNew PE 1nputs 
oxygen saturat1on, by contmuous ovem1ght! 
monilonng (separate procedure) I 

947io 
95803 

95956 

i 
:Carbon d1ox1de. exp1red gaS deterrrllniiion-JShould beN/A for Non·Fac1l1ty PE 
Act1graphy test1ng, recording, analysis, I New PE inputs 
interpretation, and report (minimum of 72 
hours to 14 consecutive days of recording) i 

'Test1ng of autonomiC nervous SySiem - -+CPT -
rfunctlon, vasomotor adrenergic InnervatiOn I 
(sympathetiC adrenergic function), 1 
mcludmg beat-to-beat blood pressure and I 

. R-R interval changes dunng Valsalva 
maneuver and at least five minutes of 
paSSIVe lilt 1 

Monitonng for localization of cerebrai· !cPT 
seizure focus by cable or rad10, 16 or more I 
channel telemetry, 
electroencephalographic (EEG) recordmg I 
and mterpretat1on, each 24 hours 

X X 

X 

X X 

X 

1'G"'0:--1:=7:::9--:P:::-h-ys--·:i-CI_a_n,_re •• -c_e_rt.::cifi~,ca-=t'io_n_f;-o-r""M:--e--;d:--ica-r-e-----1;-::c::::P::;T:---------------------- ------------··x--~----------+------------

covered home health serv1ces under a ; 
home health plan of care (pat1ent not 
present), mcludmg contacts with home , 
health agency and rev1ew of reports of , 
pat1ent status reqwed by physicians to _ 
affinm the Initial 1mplementat1on of the plan ! 
of care that meets patient's needs, per re- J 

cert1ficat1on penod , 

G0180 -- •PhySICian certification-for Medicare- ..... ,CPT 

MAY2009 

covered home health services under a 
home health plan of care (patient not 
present), mcludmg contacts With home 
health agency and rev1ew of reports of 

' pat1ent status requ~red by physicians to 
affinm the m1!1al 1mplementat1on of the plan ' 
of care that meets patient's needs, per i 
cert1ficat1on period 

X 



_:_' ~. ~ .-. , .. ' .. ~-­
' ·,·· '/ -·-: 

CPT Code 

G0237 

G0238 

MAY2009 

··.· _·-_.,. RUC Recommsridati'ons- for Existing Codes 

Site of RUC CMS 
Service High High Fastest 

Descriptor RUC Recommendation Screen IWPUT Volume Growing, 

X X TherapeutiC procedures to 1ncrease ! CMS to rev1ew cla1ms 
strength or endurance of respiratory 
muscles, face to face. one on one, each 15; 
mmutes (mcludes mon~toring) 

Therapeutic procedures to improve • CMS to rev1ew cla1ms X X 
resp~ratory function, other than described 
by G0237, one on one, face to face, per 15 
minutes (mcludes mon1tonng) 

Shift I CMS CMS 
from Codes I Request Request 
PEto Reported PE Final 
Wor1< Together 1 Review Rule 



CPT 2010 RUC Recommendations-

CPT Global Coding CPT CPT Issue Tracking RUC RUC s.s. Specialty RUC Rec Same RVU MFS? Comments New 
Code Period Change Date Tab Number Date Tab Rec as last year? Tech/Service 

01632 XXX D Oct08 08 Shoulder Joint Deleted ~ D 
Anesthesia 

14300 090 D Feb09 09 Adjacent Tissue Apr09 04 ACS,AAO- ~ Originated D 
Transfer HNS, from the 

ASPS, AAD Five Year 
Review 

14301 090 N Feb09 09 Adjacent Tissue R1 Apr09 04 ACS,AAO- 12.47 12.47 ~ Originated D 
Transfer HNS, from the 

ASPS,AAD Five Year 
Review 

14302 zzz N Feb09 09 Adjacent Tissue R2 Apr09 04 ACS, AAO- 3.73 3.73 ~ Originated ~ 
Transfer HNS, from the 

ASPS, AAD Five Year 
Review 

19295 zzz R Feb09 08 Image Guide Editorial 0.00 0.00 Yes ~ D 
Placement - Breast 
Biopsy 

21011 090 N Feb08 06 New Excision of P01 Feb09 07 AAOS, 2.91 2.91 ~ Originated D 
Soft Tissue Tumors AAO-HNS, from the 

ACS,ASPS 2005 Five 
Year Review 

21012 090 N Feb08 06 New Excision of P02 Feb09 07 AAOS, 4.37 4.37 ~ "Originated D 
Soft Tissue Tumors AAO-HNS, from the 

ACS,ASPS 2005 Five 
Year Review 

21013 090 N Feb08 06 New Excision of P03 Feb09 07 AAOS, 5.34 5.34 ~ Originated D 
Soft Tissue Tumors AAO-HNS, from the 

ACS, ASPS 2005 Five 
Year Review 

21014 090 N Feb08 06 New Excision .of P04 Feb09 07 AAOS, 7.53 7.00 ~ Originated D 
Soft T1ssue Tumors AAO-HNS, from the 

ACS, ASPS 2005 Five 
Year Review 

21015 090 R Feb08 06 Radical Resection P05 Feb09 06 AAOS, 9.71 9.71 ~ Originated D 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

~'...~~~~~~'0~~~'f%;<:-./~;<'~~~~,;..~m~~~"0;'J~;mx.~'Y ':rm1v-®%m'MW'ImW%}!\'i"m'/(~''t'l:)Z;.~$zm'..Jm%".Jaj~.o~ 'l'ffir'i'l':;mmm:mg ~~~IT!%X:1%M:@;;~ 
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CPT Global Coding CPT CPT Issue Tracking RUC RUC s.s. Specialty RUC Rec Same RVU MFS? Comments New 
Code Period Change Date Tab Number Date Tab Rec as last year? Tech/Service 

21016 090 N Feb08 06 Radical Resection P06 Feb09 06 AAOS, 15.05 15.05 ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

21552 090 N Feb08 06 Excision of P08 Feb09 04 AAOS, 6.41 6.41 ~ Originated 0 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

21554 090 N Feb08 06 Excision of P10 Feb09 05 AAOS, 12.47 11.00 ~ Originated 0 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 
r 

21555 090 R Feb08 06 Excision of P07 Feb09 04 AAOS, 3.88 3.88 ~ Originated 0 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

21556 090 R Feb08 06 Excision of P09 Feb09 05 AAOS, 7.53 7.53 ~ Originated 0 
Subfascial Soft ACS, from the 
Tissue Tumor A OF AS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

21557 090 R Feb08 06 Radical Resection P11 Feb09 06 AAOS, 14.57 14.57 ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

Wednesday, May 27, 2009 Page2 of32 



CPT Global Coding CPT CPT Issue Tracking RUC RUC s.s. Specialty RUC Rec Same RVU MFS? Comments New 
Code Period Change Date Tab Number Date Tab Rec as last year? Tech/Service 

21558 090 N Feb08 06 Radical Resection P12 Feb09 06 AAOS, 21.37' 21.37 ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS,' 
ASSH 

21930 090 R Feb08 06 Excision of P13 Feb09 04 AAOS, 4.86 4.86 ~ Originated 0 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

21931 090 N Feb08 06 Excision of P14 Feb09 04 AAOS, 6.80 6.80 ~ Originated 0 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

21932 090 N Feb08 06 New Excision of P15 Feb09 07 AAOS, 9.71 9.71 ~ Originated 0 
Soft Tissue Tumors AAO-HNS, from the 

ACS,ASPS 2005 Five 
Year Review 

21933 090 N Feb08 06 New Excision of P16 Feb09 07 AAOS, 12.63 11.00 ~ Originated 0 
Soft Tissue Tumors AAO-HNS, from the ( 

ACS, ASPS 2005 Five 
Year Review 

21935 090 R Feb08 06 Radical Resection P17 Feb09 06 AAOS, 15.54 15.54 ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

A OF AS, Year Review 
APMA, 
ASPS, 
ASSH 

21936 090 N Feb08 06 Radical Resection P18 Feb09 06 AAOS, 22.34 22.34 ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 

,_ 

ASPS, 
ASSH 

Wednesday, May 27, 2009 Page3 of32 



CPT Global Coding CPT CPT Issue Tracking RUC RUC s.s. Specialty RUC Rec Same RVU MFS? Comments New 
Code Period Change Date Tab Number Date Tab Rec as last year? Tech/Service 

22900 090 R Feb08 06 Excision of P21 Feb09 05 AAOS, 8.21 8.21 ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

22901 090 N Feb08 06 Excision of P22 Feb09 05 AAOS, 11.65 10.00 ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor A OF AS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

22902 090 N Feb08 06 New Excision of P19 Feb09 07 AAOS, 4.34 4.34 ~ Originated D 
Soft Tissue Tumors AAO-HNS, from the 

ACS, ASPS 2005 Five 
Year Review 

22903 090 N Feb08 06 New Excision of P20 Feb09 07 AAOS, 6.31 6.31 ~ Originated D 
Soft Tissue Tumors AAO-HNS, from the 

ACS,ASPS 2005 Five 
Year Review 

22904 090 N Feb08 06 New Excision of P23 Feb09 07 AAOS, 16.51 16.51 ~ Originated D 
Soft Tissue Tumors AAO-HNS, from the 

ACS,ASPS 2005 Five 
Year Review 

22905 090 N Feb08 06 New Excision of P24 Feb09 07 AAOS, 21.37 21.37 ~ Originated D 
Soft Tissue Tumors AAO-HNS, from the 

ACS, ASPS 2005 Five 
Year Review 

23071 090 N Feb08 06 Excision of P26 Feb09 04 AAOS, 5.83 5.83 ~ Originated D 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

23073 090 N Feb08 06 ExcisiOn of P28 Feb09 05 AAOS, 10.93 10.00 ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 
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23075 090 R Feb08 06 Excision of P25 Feb09 04 AAOS, 4.13 4.13 ~ Originated 0 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

23076 090 R Feb08 06 Excision of P27 Feb09 05 AAOS, 7.28 7.28 ~ Originated 0 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

23077 090 R Feb08 06 Radical Resection P29 Feb09 06 AAOS, 17.48 17.48 ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

23078 090 N Feb08 06 Radical Resection P30 Feb09 06 AAOS, 22.34 22.34 ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

23200 090 R Feb08 06 Bone Tumor P31 Feb09 08 AAOS, 22.50 22.50 ~ Originated 0 
AAO-HNS, from the 

ACS,, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

23210 090 R Feb08 06 Bone Tumor P32 Feb09 08 AAOS, 27.00 27.00 ~ Originated 0 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 
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23220 090 R Fe bOB 06 Bone Tumor P33 Feb09 08 AAOS, 30.00 30.00 ~ Originated D 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

23221 090 D Fe bOB 06 Excision of Feb09 05 AAOS, ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

23222 090 D Fe bOB 06 Excision of Feb09 05 AAOS, ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

24071 090 N Feb08 06 Excision of P35 Feb09 04 AAOS, 5.62 5.62 ~ Originated D 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Rev1ew 

ASSH, 
APMA, 

AAO-HNS 

24073 090 N Fe bOB 06 Excision of P37 Feb09 05 AAOS, 11.30 10.00 ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

24075 090 R Feb08 06 Excision of P34 Feb09 04 AAOS, 4.16 4.16 ~ Originated D 
Subcutaneous Soft ACS, from the 
T1ssue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 
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24076 090 R Feb08 06 Excision of P36 Feb09 05 AAOS, 7.28 7.28 ~ Originated 0 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

24077 090 R Feb08 06 Radical Resection P38 Feb09 06 AAOS, 15.54 15.54 ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

24079 090 N Feb08 06 Radical Resection P39 Feb09 06 AAOS, 20.40 20.40 ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

24150 090 R Feb08 06 Bone Tumor P40 Feb09 08 AAOS, 23.25 23.25 ~ Originated 0 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

24151 090 D Feb08 06 Excision of Feb09 05 AAOS, ~ Originated 0 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

24152 090 R Feb08 06 Bone Tumor P41 Feb09 08 AAOS, 19.78 19.78 ~ Originated 0 
AAO-HNS, from the 

ACS, 2005 Five 
A OF AS, 

_/ 
Year Review 

APMA, 
ASPS, 
ASSH 
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24153 090 D Feb08 06 Excision of Feb09 05 AAOS, ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor A OF AS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

25071 090 N Feb08 06 Excision of P43 Feb09 04 AAOS, 5.83 5.83 ~ Originated D 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

25073 090 N Feb08 06 Excision of P45 Feb09 05 AAOS, 8.26 7.00 ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

25075 090 R Feb08 06 Excision of P42 Feb09 04 AAOS, 3.88 3.88 ~ Originated D 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

25076 090 R Feb08 06 Excision of P44 Feb09 05 AAOS, 6.61 6.61 ~ _Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

25077 090 R Feb08 06 Radical Resection P46 Feb09 06 AAOS, 12.75 12.75 ~ Originated D 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 
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25078 090 N Feb08 06 Radical Resection P47 Feb09 06 AAOS, 17.48 17.48 ~ Originated D 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

25170 090 R Feb08 06 Bone Tumor P48 Feb09 08 AAOS, 22.00 22.00 ~ Originated D 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

26111 090 N Feb08 06 Excision of P50 Feb09 04 AAOS, 5.34 5.34 ~ Originated D 
Subcutaneous Soft ACS, from the 
Tissue Tumor A OF AS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

26113 090 N Feb08 06 Excision of P52 Feb09 05 AAOS, 7.77 7.00 ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

26115 090 R Feb08 06 Excision of P49 Feb09 04 AAOS, 3.88 3.88 ~ Originated D 
Subcutaneous Soft ACS, from the 
Tissue Tumor A OF AS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

26116 090 R Feb08 06 Excision of P51 Feb09 05 AAOS, 6.61 6.61 ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 
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26117 090 R Feb08 06 Radical Resection P53 Feb09 06 AAOS, 9.95 9.95 ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

26118 090 N Feb08 06 Radical Resection P54 Feb09 06 AAOS, 14.57 14.57 ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

A OF AS, Year Review 
APMA, 
ASPS, 
ASSH 

26250 090 R Feb08 06 Bone Tumor P55 Feb09 08 AAOS, 15.00 15.00 ~ Originated 0 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

26255 090 D Feb08 06 Radical Resection Feb09 06 AAOS, ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

26260 090 R Feb08 06 Bone Tumor P56 Feb09 08 AAOS, 11.00 11.00 ~ Originated 0 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

26261 090 D Feb08 06 Radical Resection Feb09 06 AAOS, ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 
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26262 090 R Feb08 06 Bone Tumor P57 Feb09 08 AAOS, 8.13 8.13 ~ Originated 0 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

27043 090 N Feb08 06 Excision of P59 Feb09 04 AAOS, 6.80 6.80 ~ Originated 0 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

27045 090 N Feb08 06 Excision of P61 Feb09 05 AAOS, 12.63 11.00 ~ Originated 0 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

27047 090 R Feb08 06 Excision of P58 Feb09 04 AAOS, 4.86 4.86 ~ Originated 0 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

27048 090 R Feb08 06 Excision of P60 Feb09 05 AAOS, 8.74 8.74 ~ Originated 0 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

.ASPS, 
ASSH, 

AAO-HNS 

27049 090 R Feb08 06 Radical Resection P62 Feb09 06 AAOS, 21.37 21.37 ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 
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27059 090 N Feb08 06 Radical Resection P63 Feb09 06 AAOS, 29.14 29.14 ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

27075 090 R Feb08 06 Bone Tumor P64 Feb09 08 AAOS, 32.50 32.50 ~ Originated 0 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

27076 090 R Feb08 06 Bone Tumor P65 Feb09 08 AAOS, 40.00 40.00 ~ Originated 0 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

27077 090 R Feb08 06 Bone Tumor P66 Feb09 08 AAOS, 45.00 45.00 ~ Originated 0 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

27078 090 R Feb08 06 Bone Tumor P67 Feb09 08 AAOS, 32.00 32.00 ~ Originated 0 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

27079 090 D Feb08 06 Radical Resection Feb09 06 AAOS, ~ Originated 0 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 
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27327 090 R Feb08 06 Excision of P68 Feb09 04 AAOS, 3.88 3.88 ~ Originated D 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

27328 090 R Feb08 06 Excision of P70 Feb09 05 AAOS, 8.74 8.74 ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

27329 090 R Feb08 06 Radical Resection P72 Feb09 06 AAOS, 15.54 15.54 ~ Originated D 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

27337 090 N Feb08 06 Excision of P69 Feb09 04 AAOS, 5.83 5.83 ~ Originated D 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

27339 090 N Feb08 06 Excision of P71 Feb09 05 AAOS, 12.27 11.00 ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor A OF AS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

27364 090 N Feb08 06 Radical Resection P73 Feb09 06 AAOS, 24.28 24.28 ~ Originated D 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 
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27365 090 R Feb08 06 Bone Tumor P74 Feb09 08 AAOS, 32.00 32.00 ~ Originated D 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

27615 090 R Feb08 06 Radical Resection P75 Feb09 06 AAOS, 15.54 15.54 ~ Originated D 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

27616 090 N Feb08 06 Radical Resection P76 Feb09 06 AAOS, 19.42 19.42 ~ Originated D 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

27618 090 R Feb08 , 06 Excision of P77 Feb09 04 AAOS, 3.88 3.88 ~ Originated D 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

27619 090 R Feb08 06 Excision of P79 Feb09 05 AAOS, 6.80 6.80 ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

27632 090 N Feb08 06 Excision of P78 Feb09 04 AAOS, 5.83 5.83 ~ Originated D 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 
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27634 090 N Feb08 06 Excision of P80 Feb09 05 AAOS, 10.20 10.00 ~ Originated 0 
Subfascial Soft ACS, from the 
T1ssue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

27640 090 R Jun08 07 Partial Excision of Editorial 12.10 12.10 Yes ~ 0 
Tibia and Fibula 

27641 090 R Jun08 07 Partial Excision of Editorial 9.73 9.73 Yes ~ 0 
Tibia and Fibula 

27645 090 R Feb08 06 Bone Tumor P81 Feb09 08 AAOS, 27.00 27.00 ~ Originated 0 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

27646 090 R Feb08 06 Bone Tumor P82 Feb09 08 AAOS, 23.00 23.00 ~ Originated 0 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

27647 090 R Feb08 06 Bone Tumor P83 Feb09 08 AAOS, 20.10 20.10 ~ Originated 0 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

28039 090 N Feb08 06 EXCISion of P87 Feb09 04 AAOS, 5.34 5.34 ~ Originated 0 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

28041 090 N Feb08 06 Excision of P89 Feb09 05 AAOS, 8.26 7.00 ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

""~" ~~ 
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28043 090 R Feb08 06 Excision of P86 Feb09 04 AAOS, 3.88 3.88. ~ Originated D 
Subcutaneous Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes ASPS, Year Review 

ASSH, 
APMA, 

AAO-HNS 

28045 090 R Feb08 06 Excision of P88 Feb09 05 AAOS, 5.34 5.34 ~ Originated D 
Subfascial Soft ACS, from the 
Tissue Tumor AOFAS, 2005 Five 
Codes APMA, Year Review 

ASPS, 
ASSH, 

AAO-HNS 

28046 090 R Feb08 06 Radical Resection P84 Feb09 06 AAOS, 12.20 12.20 ~ Originated D 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

28047 090 N Feb08 06 Radical Resection P85 Feb09 06 AAOS, 17.24 17.24 ~ Originated D 
of Soft Tissue AAO-HNS, from the 
Tumor Codes ACS, 2005 Five 

AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

28171 090 R Feb08 06 Bone Tumor P90 Feb09 08 AAOS, 16.25 16.25 ~ Originated D 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

28173 090 R Feb08 06 Bone Tumor P91 Feb09 08 AAOS, 14.00 14.00 ~ Originated D 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 
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28175 090 R Feb08 06 Bone Tumor P92 Feb09 08 AAOS, 8.13 8.13 ~ Originated 0 
AAO-HNS, from the 

ACS, 2005 Five 
AOFAS, Year Review 
APMA, 
ASPS, 
ASSH 

29220 000 D Oct08 10 Low Back Strapping Deleted ~ Originated 
from the 

0 
2005 Five 
Year Review 

29581 000 N Feb09 12 Multi-Layer 51 Apr09 05 SVS,ACS, 0.60 0.60 ~ 0 
Compression APMA, 

APTA 

30801 010 R Feb09 13 Turbinoplasty Editorial 1.11 1.11 Yes ~ 0 
30802 010 R Feb09 13 Turbinoplasty Editorial 2.05 2.05 Yes ~ 0 
31622 000 R Feb09 23 Fiducial Marker Apr09 06 ACCP/ATS, 2.78 2.78 Yes ~ 0 

Placement SIR, ACR 

31626 000 N Feb09 23 Fiducial Marker T1 Apr09 06 ACCP/ATS, 4.16 4.16 ~ ~ 
Placement SIR,ACR 

31627 Zll N Oct08 11 Navigational E1 Feb09 09 ACCP/ATS 2.00 2.00 ~ ~ 
Bronchoscopy 

32552 010 N Jun08 08 Tunneled Pleural A1 Oct08 05 ACR, SIR, 2.50 2.50 ~ 0 
Catheter Removal STS 

/ 
32553 000 N Feb09 23 Fiducial Marker T2 Apr09 06 ACCP/ATS, 4.99 3.80 ~ ~ 

Placement SIR, ACR 

32560 000 R Feb09 15 Chemical U1 Apr09 07 ACCP/ATS, 2.78 1.54 ~ 0 
Pleurodesis STS 

32561 000 N Feb09 15 Chemical U2 Apr09 07 ACCP/ATS, 2.50 1.39 ~ 0 
Pleurodesis STS 

32562 000 N Feb09 15 Chemical U3 Apr09 07 ACCP/ATS, 2.00 1.24 ~ 0 
Pleurodesis STS 

33216 090 R Feb09 14 Pacing Codes Editorial 5.81 5.81 Yes ~ 0 
Editorial Revisions 

33217 090 R Feb09 14 Pacing Codes Editorial 5.78 5.78 Yes ~ 0 
Editorial Revisions 

33223 090 R Feb09 14 Pacing Codes Editorial 6.49 6.49 Yes ~ 0 
Editorial Revisions 

33782 090 N Jun08 10 Nikaidoh Procedure 81 Oct09 06 STS 60.00 60.00 ~ 0 

= 
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33783 090 N Jun08 10 Nikaidoh Procedure 82 Oct09 06 STS 65.00 65.00 ~ 0 
33981 XXX N Feb09 16 Ventricular Assist V1 Apr09 08 STS Contractor Contractor ~ 0 

Devices Priced Priced 

33982 XXX N Feb09 16 Ventricular Assist V2 Apr09 08 STS 50.00 Contractor ~ 0 
Devices Priced 

33983 XXX N Feb09 16 Ventricular Assist V3 Apr09 08 STS 50.00 Contractor ~ 0 
Devices Priced 

36145 XXX D Feb09 31 Arteriovenous Apr09 09 SVS, ACR, ~ Originated 0 
Shunt Imaging SIR from the 

Five Year 
Review 

36147 XXX N Feb09 31 Arteriovenous W1 Apr09 09 SVS, ACR, 3.85 3.72 ~ Originated 0 
Shunt Imaging SIR from the 

Five Year 
Review 

36148 zzz N Feb09 31 Arteriovenous W2 Apr09 09 SVS, ACR, 1.00 1.00 ~ Originated 0 
Shunt Imaging SIR from the 

Five Year 
Review 

36834 090 D Feb09 18 Plastic Repair of Deleted ~ 0 
Aneurysm 

37760 090 R Feb09 19 Perforator Vein Apr09 10 ACS, SVS 10.69 10.69 Yes ~ Originated 0 
Ligation from the 

Five Year 
Review 

37761 090 N Feb09 19 Perforator Vein X1 Apr09 10 ACS, SVS 9.00 9.00 ~ Originated 0 
Ligation from the 

Five Year 
Review 

42894 090 R Feb09 20 Pharyngeal Wall Y1 Apr09 11 AAO-HNS 33.61 33.61 Yes ~ CPT 0 
Resection with Flap Clarification, 

RUC 
database 
modification 

43273 zzz R Feb09 EC-R Endoscopic AA1 Apr09 13 AGA, 2.24 2.24 Yes ~ CPT 0 
Pancreatoscopy ASGE question 

regarding 
inclusion of 
43262 in the 
parenthetical 
follow1ng 

43273 
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43281 090 N Feb09 EC-F Laparoscopic Z1 Apr09 12 ACS, STS, 26.50 26.50 ~ ~ 
Paraesophageal SAGES 
Hernra Repair 

43282 090 N Feb09 EC-F Laparoscopic Z2 Apr09 12 ACS, STS, 30.00 30.00 ~ ~ 
Paraesophageal SAGES 
Hernia Repair 

43761 000 R Feb09 08 Gastric Feeding Editorial 2.01 2.01 Yes ~ 0 
Tube 

43775 090 N Feb09 76 Laparoscopic BB1 Apr09 14 ACS, 21.40 21.40 ~ ~ 
Longitudinal SAGES 
Gastrectomy 

45170 090 D Oct08 18 Rectal Tumor Feb09 11 ACS, ~ Originated 0 
Excision ASCRS from the 

(Colon) Five Year 
Review 

45171 090 N Oct08 18 Rectal Tumor G1 Feb09 11 ACS, 8.00 8.00 ~ Originated 0 
Excision ASCRS from the 

(Colon) Five Year 
Review 

45172 090 N Oct08 18 Rectal Tumor G2 Feb09 11 ACS, 12.00 12.00 ~ Originated 0 
Excision ASCRS from the 

(Colon) Five Year 
Review 

46200 090 R Feb09 22 Hemorrhoid Code Editorial 3.48 3.48 Yes ~ 0 
Revision 

46210 090 D Feb09 22 Hemorrhoid Code Deleted ~ 0 
Revision 

46211 090 D Feb09 22 Hemorrhoid Code Deleted ~ 0 
Revision 

46220 010 R Feb09 22 Hemorrhoid Code Editorial 1.58 1.58 Yes ~ 0 
Revision 

46221 010 R Feb09 22 Hemorrhoid Code Editorial 2.31 2.31 Yes ~ 0 
Revision 

46230 010 R Feb09 22 Hemorrhoid Code Editorial 2.59 2.59 Yes ~ 0 
Revision 

46250 090 R Feb09 22 Hemorrhoid Code Editorial 4.17 4.17 Yes ~ 0 
Revision 

46255 090 R Feb09 22 Hemorrhoid Code Editorial 4.88 4.88 Yes ~ 0 
Revision 

46257 090 R Feb09 22 Hemorrhoid Code Editorial 5.68 5.68 Yes ~ 0 
Revision 

01~ ~'rumm: """' ,,_ -l%'~~-= ~n """" H ~~ ~:rn ~"'": ~~ ~~ 
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46258 090 R Feb09 22 Hemorrhoid Code Editorial 6.28 6.28 Yes ~ 0 
Revision 

46260 090 R Feb09 22 Hemorrhoid Code Editorial 6.65 6.65 Yes ~ 0 
Revision 

46261 090 R Feb09 22 Hemorrhoid Code Editorial 7.63 7.63 Yes ~ 0 
Revision 

46262 090 R Feb09 22 Hemorrhoid Code Editorial 7.80 7.80 Yes ~ 0 
Revision 

46275 090 R Feb09 22 Hemorrhoid Code Editorial 5.31 5.31 Yes ~ 0 
Revision 

46280 090 R Feb09 22 Hemorrhoid Code Editorial 6:28 6.28 Yes ~ 0 
Revision 

46320 010 R Feb09 22 Hemorrhoid Code Editorial 1.62 1.62 Yes ~ 0 
Revision 

46707 090 N Feb09 68 Fistula Plug CC1 Apr09 15 ASCRS 6.30 6.30 ~ ~ 
(Colon) 

46937 010 D Feb09 22 Hemorrhoid Code Deleted ~ 0 
Revision 

46938 090 D Feb09 22 Hemorrhoid Code Deleted ~ 0 
Revision 

46945 090 R Feb09 22 Hemorrhoid Code Editorial 2.13 2.13 Yes ~ 0 
Revision 

46946 090 R Feb09 22 Hemorrhoid Code Editorial 2.60 2.60 Yes ~ 0 
Revision 

49411 000 N Feb09 23 Fiducial Marker T5 Apr09 06 ACCP/ATS, 4.59 3.82 ~ ~ 
Placement SIR, ACR 

51726 000 R Feb09 24 Urodynamics Apr09 16 AUA, 1.71 1.71 Yes ~ Originated 0 
Studies ACOG from the 

Five Year 
Review 

51727 000 N Feb09 24 Urodynamics DD1 Apr09 16 AUA, 2.52 2.11 ~ Originated 0 
Studies ACOG from the 

Five Year 
Review 

51728 000 N Feb09 24 Urodynamics DD2 Apr09 16 AUA, 2.48 2.11 ~ Originated 0 
Studies ACOG from the 

Five Year 
Review 
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51729 000 N Feb09 24 Urodynamics DD3 Apr09 16 AUA, 3.29 2.51 ~ Originated 0 
Studies ACOG from the 

Five Year 
Review 

51772 000 D Feb09 24 Urodynamics Apr09 16 AUA, ~ Originated 0 
Studies ACOG from the 

Five Year 
Review 

51795 000 D Feb09 24 Urodynamics Apr09 16 AUA, ~ Originated 0 
Studies ACOG from the 

Five Year 
Review 

51797 zzz R Feb09 24 Urodynamics Apr09 16 AUA, 0.80 0.80 Yes ~ Orig1nated 0 
Studies ACOG from the 

Five Year 
Review 

52282 000 R Oct08 41 Temporary Feb09 12 AUA 6.39 6.39 Yes ~ 0 
Prostatic Urethral 
Stent Insertion 

53855 000 N Oct08 41 Temporary H1 
Prostatic Urethral 

Feb09 12 AUA 1.64 1.64 ~ ~ 

Stent Insertion 

55873 090 R Oct08 EC-B Cryosurgical Feb09 25 AUA 15.50 13.45 ~ 0 
Ablation of the 
Prostate 

55876 000 R Feb09 23 Fiducial Marker Apr09 06 ACCP/ATS, 1.73 1.73 Yes ~ 0 
Placement SIR, ACR 

57426 090 N Jun08 11 Laparoscopic C1 
Revision of 

Oct08 07 ACOG 16.23 14.15 ~ ~ 

Prosthetic Vaginal 
Graft 

63655 090 R Oct08 19 Neurostimulator Apr09 17 ISIS, 11.43 11.43 ~ Originated 0 
(Spinal) NASS, from the 

AANS/CNS Five Year 
,ASA, Review 
AAPM 

63660 090 D Oct08 19 Neurostimulator Apr09 17 ISIS, ~ Originated 0 
(Spinal) NASS, from the 

AANS/CNS Five Year 
,ASA, Review 
AAPM 
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63661 010 N Oct08 19 Neurostimulator 11 Apr09 17 ISIS, 5.30 5.03 ~ Originated 0 
(Spinal) NASS, from the 

AANS/CNS Five Year 
,ASA, Review 
AAPM 

63662 090 N Oct08 19 Neurostimulator 12 Apr09 17 ISIS, 10.16 10.87 ~ Originated 0 
(Spinal) NASS, from the 

AANS/CNS Five Year 
,ASA, Review 
AAPM 

63663 010 N Oct08 19 Neurostimulator 13 Apr09 17 ISIS, 8.11 7.70 ~ Originated 0 
(Spinal) NASS, from the 

AANS/CNS Five Year 
,ASA, Review 
AAPM 

63664 090 N Oct08 19 Neurostimulator 14 Apr09 17 ISIS, 12.99 11.36 ~ 0 
(Spinal) NASS, 

AANS/CNS 
,ASA, 
AAPM 

64470 000 D Feb09 26 Injection of Apr09 18 ASA, ~ 0 
Anesthetic Agent NASS, 

ASNR, 
AAPMR, 

AANS/CNS 
,AAPM, 

ISIS 

64472 zzz D Feb09 26 Injection of Apr09 18 ASA, ~ 0 
Anesthetic Agent NASS, 

ASNR, 
AAPMR, ,---

AANS/CNS 
,AAPM, 

ISIS 

64475 000 D Feb09 26 Injection of Apr09 18 ASA, ~ 0 
Anesthetic Agent NASS, 

ASNR, 
AAPMR, 

AANS/CNS 
,AAPM, 

ISIS 
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64476 Zll D Feb09 26 Injection of Apr09 18 ASA, ~ D 
Anesthetic Agent NASS, 

ASNR, 
AAPMR, 

AANS/CNS 
,AAPM, 

ISIS 

64490 000 N Feb09 28 Injection of EE1 Apr09 18 ASA, 2.00 1.82 D D 
Anesthetic Agent NASS, 

ASNR, 
AAPMR, 

AANS/CNS 
,AAPM, 

ISIS 

64491 zzz N Feb09 28 Injection of EE2 Apr09 18 ASA, 1.16 1.16 ~ D 
Anesthetic Agent NASS, 

ASNR, 
AAPMR, 

AANS/CNS 
,AAPM, 

ISIS 

64492 Zll N Feb09 28 Injection of EE3 Apr09 18 ASA, 1.16 1.16 D 
Anesthetic Agent NASS, 

ASNR, 
AAPMR, 

AANS/CNS 
,AAPM, 

ISIS 

64493 000 N Feb09 28 Injection of EE4 Apr09 18 ASA, 1.70 1.52 ~ D 
Anesthetic Agent NASS, 

ASNR, 
AAPMR, 

AANS/CNS 
,AAPM, 

ISIS 

64494 Zll N Feb09 28 Injection of EES Apr09 18 ASA, 1.00 1.00 ~ D 
Anesthetic Agent NASS, 

ASNR, 
AAPMR, 

AANS/CNS 
,AAPM, 

ISIS 
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64495 zu N Feb09 28 Injection of EE6 Apr09 18 ASA, 1.00 1.00 ~ D 
Anesthetic Agent NASS, 

ASNR, 
AAPMR, 

AANS/CNS 
,AAPM, 

ISIS 

72291 XXX R Oct08 37 Radiological Editorial 0.00 0.00 Yes ~ D 
Supervision and 
Interpretation -
Percutaneous 
Vertebroplasty 

72292 XXX R Oct08 37 Radiological Editorial 0.00 0.00 Yes D 
Supervision and 
Interpretation -
Percutaneous 
Vertebroplasty 

74261 XXX N Feb09 69 CT Colonography GG1 Apr09 19 AGA, 2.40 
ACR, 

2.40 ~ ~ 

ASGE 

74262 XXX N Feb09 69 CT Colonography GG2 Apr09 19 AGA, 2.50 2.50 ~ ~ 
ACR, 
ASGE 

74263 XXX N Feb09 69 CT Colonography GG3 Apr09 19 AGA, 2.28 2.28 ~ ~ 
ACR, 
ASGE 

75558 XXX D Feb09 30 Cardiac MR Apr09 20 ACC, ACR ~ D 
Velocity Flow 

75560 XXX D Feb09 30 Cardiac MR Apr09 20 ACC,ACR ~ D 
Velocity Flow 

75562 XXX D Feb09 30 Cardiac MR Apr09 20 ACC,ACR ~ D 
Velocity Flow 

75564 XXX D Feb09 30 Cardiac MR Apr09 20 ACC,ACR ~ D 
Velocity Flow 

75565 zu N Feb09 30 Cardiac MR HH1 Apr09 20 ACC, ACR 0.25 0.25 ~ D 
Velocity Flow 

75571 XXX N Oct08 42 Coronary K1 Feb09 15 ACR, ACC 0.70 0.58 ~ ~ 
Computed 
Tomographic 
Angiography 
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75572 XXX N Oct08 42 Coronary K2 Feb09 15 ACR, ACC 1.75 1.75 ~ ~ 
Computed 
Tomographic 
Angiography 

75573 XXX N Octo8 42 Coronary K3 
Computed 

Feb09 15 ACR, ACC 2.55 2.55 ~ ~ 

Tomographic 
Angiography 

75574 XXX N Oct08 42 Coronary K4 Feb09 15 ACR,ACC 2.50 2.40 ~ ~ 
Computed 
Tomographic 
Angiography 

75790 XXX D Feb09 31 Artenovenous Apr09 09 SVS, ACR, ~ Originated 0 
Shunt Imaging SIR from the 

Five Year 
Review 

75791 XXX N Feb09 31 Arteriovenous W3 Apr09 09 SVS, ACR, 1.84 1.71 ~ Originated 0 
Shunt Imaging SIR from the 

Five Year 
Review 

77003 XXX R Feb09 28 Injection of Apr09 18 ASA, 0.60 0.60 Yes ~ 0 
Anesthetic Agent NASS, 

ASNR, 
AAPMR, 

AANS/CNS 
,AAPM, 

ISIS 

77338 XXX N Oct08 21 Multi-Leaf J1 Feb09 14 ASTRO 4.29 4.29 ~ 0 
Collimator IMRT 
Device Use 

78451 XXX N Oct08 23 Myocardial L1 Feb09 16 ACR,SNM/ 1.50 1.40 ~ Originated 0 
Perfusion Imaging ACNP, from the 

ACC Five Year 
Review 

78452 XXX N Oct08 23 Myocardial L2 Feb09 16 ACR,SNM/ 1.87 1.75 ~ Originated 0 
Perfusion Imaging ACNP, from the 

ACC Five Year 
Review 

78453 XXX N Octo8 23 Myocardial L3 Feb09 16 ACR,SNM/ 1.00 1.00 ~ Originated 0 
Perfusion Imaging ACNP, from the 

ACC Five Year 
Review 
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78454 XXX N Oct08 23 Myocardial L4 Feb09 16 ACR,SNM/ 1.34 1.34 ~ Originated 0 
Perfusion Imaging ACNP, from the 

ACC Five Year 
Review 

78460 XXX D Oct08 23 Myocardial Feb09 16 ACR,SNM/ ~ Originated 0 
Perfusion Imaging ACNP, from the 

ACC Five Year 
Review 

78461 XXX D Oct08 23 Myocardial Feb09 16 ACR,SNM/ ~ Originated 0 
Perfusion Imaging ACNP, from the 

ACC Five Year 
Review 

78464 XXX D Oct08 23 Myocardial Feb09 16 ACR,SNM/ ~ Originated 0 
Perfusion Imaging ACNP, from the 

ACC Five Year 
Review 

78465 XXX D Oct08 23 Myocardial Feb09 16 ACR,SNM/ ~ Originated 0 
Perfusio~ Imaging ACNP, from the 

ACC Five Year 
Review 

78478 XXX D Oct08 23 Myocardial Feb09 16 ACR,SNM/ ~ Originated 0 
Perfusion Imaging ACNP, from the 

ACC Five Year 
Review 

78480 XXX D Oct08 23 Myocardial Feb09 16 ACR,SNMI ~ Originated 0 
Perfusion Imaging ACNP, from the 

ACC Five Year 
Review 

82306 XXX R Jun08 14 Vitamin D CLFS 0 0 
82307 XXX D Jun08 14 Vitamin D CLFS 0 0 
82652 XXX R Jun08 14 Vitamin D CLFS 0 0 
82784 XXX R Oct08 24 Gammaglobulin CLFS 0 0 

Immunoglobulin 
Subclasses 

82785 XXX R Oct08 24 Gammaglobulin CLFS 0 0 
Immunoglobulin 
Subclasses 

82787 XXX R Oct08 24 Gammaglobulin CLFS 
Immunoglobulin 

0 0 
Subclasses 
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83516 XXX R Feb09 34 Antibodies and CLFS D D 
Antigens 
Immunoassay NOS 

83518 XXX R Feb09 34 Antibodies and CLFS D D 
Antigens 
Immunoassay NOS 

83519 XXX R Feb09 34 Antibodies and CLFS D D 
Antigens 
Immunoassay NOS 

83520 XXX R Feb09 34 Antibodies and CLFS D D 
Antigens 
Immunoassay NOS 

83986 XXX R Feb09 72 Exhaled Breath CLFS D D 
Condensate 

83987 XXX N Feb09 72 Exhaled Breath CLFS D D 
Condensate 

84145 XXX N Octo8 40 Procalcitonin CLFS D D 
84431 XXX N Feb09 37 Thromboxane CLFS D D 

Metabolite 
Measurement 

86305 XXX N Feb09 35 Human Epididymis CLFS D D 
Protein 4 (HE4) 

86352 XXX N Feb09 38 Immune System CLFS D D 
Response Cellular 
Function Assay 

86592 XXX R Oct08 26 Syphillis Screening CLFS D D 
with Automated 
Treponema! Assay 

86593 XXX N Oct08 26 Syphillis Screening CLFS D D 
with Automated 
Treponema! Assay 

86780 XXX N Oct08 26 Syphillis Screening CLFS D D 
with Automated 
Treponema! Assay 

86781 XXX D Octo8 26 Syphillis Screening CLFS D D 
with Automated 
Treponema! Assay 

86825 XXX N Feb09 41 Flow Crossmatch CLFS D D 
Histo Compatability 
Testing 

~.t4~~~~~~t'~ *mtTI~*'1'$'t':'&:':'&'*'t?t~;:.~'-"""'"'"'::t'2::'~\~l:~.lW::m:!::i!O~i.:;~i'/* M** ~ A ~~rtm'~~;%%1.'®m~jl,~ 
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86826 zzz N Feb09 41 Flow Crossmatch CLFS 0 0 
Histo Compatability 
Testing 

87149 XXX R Feb09 42 Amplified Nucleic CLFS 0 0 
Acid Probe Culture 
Typing 

87150 XXX N Feb09 42 Amplified Nucleic CLFS 0 0 
Acid Probe Culture 
Typing 

87153 XXX N Feb09 43 Microorganism CLFS 0 0 
Identification using 
Sequence Based 
Information 

87493 XXX N Feb09 43 Clostridium Difficile CLFS 0 0 
Amplifed Probe 

88312 zzz R May09 04 Special Stains Editorial 0.54 0.54 Yes 0 Will be 0 
Editorial Revision reviewed in 

October 
2009 as part 
of the Five 
Year Review 
ID Process. 
Coding 
changes to 
clarify add-
on status 

88313 zzz R May09 04 Special Stains Editorial 0.24 0.24 Yes 0 Will be 0 
Editorial Revision reviewed in 

October 
2009 as part 
of the Five 
Year Review 
ID Process. 
Coding 
changes to 
clarify .add-
on status 
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88314 zzz R May09 04 Special Stains Editorial 0.45 0.45 Yes D Will be D 
Editorial Revision reviewed in 

October 
2009 as part 
of the Five 
Year Review 
ID Process. 
Coding 
changes to 
clarify add-
on status 

88387 XXX N Feb09 48 Tissue Examination 111 Apr09 21 CAP 0.62 0.62 ~ ~ 
for Molecular 
Studies 

88388 zzz N Feb09 48 Tissue Examination 112 Apr09 21 CAP 0.45 0.45 ~ ~ 
for Molecular 
Studies 

88738 XXX N Oct08 29 Quantitative CLFS 
Transcutaneous 

D D 
Hemoglobin 

89398 XXX N Feb09 49 Unlisted CLFS 
Reproductive 

D D 
Medicine 
Laboratory 
Procedure 

90378 XXX R Feb09 51 RSV Monoclonal e GlobulinsN D D 
Antibody 

90379 XXX D Feb09 51 RSV Monoclonal e GlobulinsN 
Antibody 

D D 

90669 XXX R Oct08 30 Pneumococcoal e GlobulinsN 
Conjugate Vaccine 

D D 

90670 XXX N Oct08 30 Pneumococcoal e GlobulinsN D D 
Conjugate Vaccine 

92540 XXX N Feb09 54 Bundled Audiology Apr09 22 ASHA, 1.50 1.50 ~ Originated D 
Tests AAN,AAO- from the 

HNS, AAA Five Year 
Review 

92541 XXX R Feb09 54 Bundled Audiology Apr09 22 ASHA, 0.40 0.40 Yes ~ Originated D 
Tests AAN,AAO- from the 

HNS,AAA Five Year 
Review 
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92542 XXX R Feb09 54 Bundled Audiology Apr09 22 ASHA, 0.33 0.33 Yes ~ Originated 0 
Tests AAN,AAO- from the 

HNS,AAA Five Year 
Review 

92543 XXX R Feb09 54 Bundled Audiology Apr09 22 ASHA, 0.10 0.10 Yes ~ Originated 0 
Tests AAN,AAO- from the 

HNS,AAA Five Year 
Review 

92544 XXX R Feb09 54 Bundled Audiology Apr09 22 ASHA, 0.26 0.26 Yes ~ Originated 0 
Tests AAN,AAO- from the 

HNS,AAA Five Year 
Review 

92545 XXX R Feb09 54 Bundled Audiology Apr09 22 ASHA, 0.23 0.23 Yes ~ Originated 0 
Tests AAN,AAO- from the 

HNS, AAA Five Year 
Review 

92550 XXX N Feb09 54 Bundled Audiology Apr09 22 ASHA, 0.45 0.35 ~ Originated 0 
Tests AAN, AAO- from the 

HNS,AAA Five Year 
Review 

92557 XXX R Feb09 54 Bundled Audiology Apr09 22 ASHA, 0.60 0.60 Yes ~ Originated 0 
Tests AAN,AAO- from the 

HNS,AAA Five Year 
Review 

92567 XXX R Feb09 54 Bundled Audiology Apr09 22 ASHA, 0.20 0.20 Yes ~ Originated 0 
Tests AAN,AAO- from the 

HNS,AAA Five Year 
Review 

92568 XXX R Feb09 54 Bundled Audiology Apr09 22 ASHA, 0.29 0.29 Yes ~ Originated 0 
Tests AAN,AAO- from the 

HNS,AAA Five Year 
Review 

92569 XXX D Feb09 54 Bundled Audiology Apr09 22 ASHA, ~ Originated 0 
Tests AAN,AAO- from the 

HNS,AAA Five Year 
Review 

92570 XXX N Feb09 54 Bundled Audiology Apr09 22 ASHA, 0.60 0.55 ~ Originated 0 
Tests AAN, AAO- from the 

HNS, AAA Five Year 
Review 

93701 XXX R Oct08 33 Peripheral Electrical Feb09 17 0.00 0.00 ~ 0 
Bioimpedance 

93750 XXX N Feb09 16 Ventricular Assist V4 Apr09 08 STS 1.75 0.92 ~ 0 
Devices 
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94011 XXX N Feb09 58 Infant Pulmonary KK1 Apr09 23 ACCP/ATS, 2.00 2.00 ~" ~ 
Function Testing AAP 

94012 XXX N Feb09 58 Infant Pulmonary KK2 Apr09 23 ACCP/ATS, 2.37 3.10 ~ ~ 
Function Testing AAP 

94013 XXX N Feb09 58 Infant Pulmonary KK3 Apr09 23 ACCP/ATS, 1.30 0.66 ~ ~ 
Function Testing · AAP 

95905 XXX N Oct08 05 Nerve Conduction M1 Feb09 18 AANEM, 0.15 0.05 ~ ~ 
Tests AACE, 

AAN, 
AAFP, 
ACNS 

96570 zzz R Feb09 59 Endoscopic MM1 Apr09 24 ACCP/ATS, 1.10 1.10 Yes ~ D 
Photodynamic AGA, 
Therapy Application ASGE, 

STS,AATS 

96571 zzz R Feb09 59 Endoscopic MM2 Apr09 24 ACCP/ATS, 0.55 0.55 Yes ~ D 
Photodynamic AGA, 
Therapy Application ASGE, 

STS,AATS 

99185 XXX D Jun08 17 Deletion of Deleted ~ D 
Hypothermia 

99186 XXX D Jun08 17 Deletion of Deleted ~ D 
Hypothermia 

99304 XXX R Oct08 EC-F Nursing Facility Editorial 1.61 1.61 Yes ~ D 
Services 

99305 XXX R Oct08 EC-F Nursing Facility Editorial 2.30 2.30 Yes ~ D 
Services 

99306 XXX R Oct08 EC-F Nursmg Facility Editorial 3.00 3.00 Yes ~ D 
Services 

99307 XXX R Oct08 EC-F Nursing Facility Editorial 0.76 0.76 Yes ~ D 
Services 

99308 XXX R Oct08 EC-F Nursing Facility Editorial 1.16 1.16 Yes ~ D 
Services 

99309 XXX R Octo8 EC-F Nursing Facility Editorial 1.55 1.55 Yes ~ D 
Services 

99310 XXX R Oct08 EC-F Nursing Facility Editorial 2.35 2.35 Yes ~ D 
Serv1ces 

99318 XXX R Oct08 EC-F Nursing Facility Editorial 1.71 1.71 Yes ~ D 
Services 

99358 XXX R Jun08 05 Prolonged Services D1 Oct08 08 ACP, AGS 2.10 2.10 Yes ~ D 
Revision 
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ACP, AGS 1.00 1.00 Yes D 
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Status Report: CMS Requests and Five-Year Review ID WG Issues 
-----------------------------

01930 Anesthesia for therapeutic interventlonal radiological procedures Involving the Global: XXX Issue: Anesthesia for 
lnterventional Radiology venous/lymphatic system (not to include access to the central circulation); not 

otherwise specified · 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing ASA 
Recommendation: 

First February 2008 2007 Medicare 13,419 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

10022 Fine needle aspiration; with imaging guidance Global: XXX Issue: Fine Needle Aspiration 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR, SIR, First October 2008 2007 Medicare 123,962 
Recommendation: CAP, ACR. Identified: Utilization Data: 

· ASC 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 5 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 5 

2009 NF PE RVU: 0.00 

2009 Fac PE RVU:O.OO 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 1.27 

2007 NF PE RVU: 2.41 

2007 Fac PE RVU:0.4 

2009 Work RVU: 1.27 

2009 NF PE RVU: 2.26 

2009 Fac PE RVU:0.43 

11040 Debridement; skin, partial thickness Global: 000 Issue: Excision and Debridement Screen: Site of Service Anomaly Complete? No 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing SVS, ACS, First September 2007 2007 Medicare 1,151,987 

RUC Recommendation: Refer to CPT 

Recommendation: APMA Identified: Utilization Data: 

CPT Action? (if applicable): February 2009 - Under 
Review Excision-Debride WG 

2007 Work RVU: 0.50 

2007 NF PE RVU: 0.56 

2007 Fac PE RVU:0.20 

2009 Work RVU: 0.50 

2009'NF PE RVU: 0.62 

2009 Fac PE RVU:0.17 

11041 Debridement; skin, full thickness Global: 000 issue: Excision and Debridement Screen: Site of Service Anomaly Complete? No 

Most Recent September 2007 Tab 16 Specialty Developing SVS, ACS, First September 2007 2007 Medicare 752,611 
RUC Meeting: Recommendation: APMA Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): February 2009 - Under 
Review Excision-Debride WG 

2007 Work RVU: 0.60 

2007 NF PE RVU: 0.68 

2007 Fac PE RVU:0.30 

2009 Work RVU: 0.60 

2009 NF PE RVU: 0.69 

2009 Fac PE RVU:0.22 

11 042 Debridement; skin, and subcutaneous tissue Global: 000 Issue: Excision and Debridement Screen: Site of Service Anomaly Complete? No 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing SVS, ACS, First September 2007 2007 Medicare 1 ,226,131 

RUC Recommendation: Refer to CPT 

Wednesday, May 27, 2009 

Recommendation: APMA Identified: Utilization Data: 

CPT Action? (if applicable): February 2009- Under 
Review Excision-Debride WG 
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2007 Work RVU: 0.80 

2007 NF PE RVU: 0.97 

2007 Fac PE RVU:0.39 

2009 Work RVU: 0.80 

2009 NF PE RVU: 0.95 

2009 Fac PE RVU:0.30 
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11043 Debridement; skin, subcutaneous tissue, and muscle Global: 000 Issue: Excision and Debridement Screen: Site of Service Anomaly Complete? No 

Most Recent September 2007 Tab 16 Specialty Developing SVS, ACS, First September 2007 2007 Medicare 195,499 
RUC Meeting: Recommendation: APMA Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): February 2009- Under 
Review Excision-Debride WG 

2007 Work RVU: 3.04 

2007 NF PE RVU: 3.45 

2007 Fac PE RVU:2.62 

2009 Work RVU: 3.04 

2009 NF PE RVU: 3.44 

2009 Fac PE RVU:2.59 

11 044 Debridement; skin, subcutaneous tissue, muscle, and bone Global: 000 Issue: Excision al'ld Debridement Screen: Site of Service Anomaly Complete? No 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing SVS, ACS, 
Recommendation: APMA 

First September 2007 2007 Medicare 53,998 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): February 2009- Under 
Review Excision-Debride WG 

11981 Insertion, non-biodegradable drug delivery implant 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing AUA 
Recommendation: 

Global: XXX Issue: Drug Implant 

First June 2008 
Identified: 

2007 Medicare 13,270 
Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

11982 Removal, non-biodegradable drug delivery implant 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing AUA 
Recommendation: 

Global: XXX Issue: Drug Implant 

First February 2008 2007 Medicare 3,274 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

11983 Removal with reinsertion, non-biodegradable drug delivery implant 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing AUA 
Recommendation: 

Global: XXX Issue: Drug Implant 

First June 2008 
Identified: 

2007 Medicare 11 ,329 
Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 
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2007 Work RVU: 4.11 

2007 NF PE RVU: 4.58 

2007 Fac PE RVU:3.73 

2009 Work RVU: 4.11 

2009 NF PE RVU: 4.75 

2009 Fac PE RVU:3.65 

Screen: Hi~h Volume Growth Complete? Yes 

2007 Work RVU: 1.48 

2007 NF PE RVU: 1.76 

2007 Fac PE RVU:0.66 

2009 Work RVU: 1.48 

2009 NF PE RVU: 1.85 

2009 Fac PE RVU:0.63 

Screen: High Volume Growth Complete? Yes 

2007WorkRVU: 1.78 

2007 NF PE RVU: 1.97 

2007 Fac PE RVU:0.81 

2009 Work RVU: 1.78 

2009 NF PE RVU: 2.03 

2009 Fac PE RVU:0.78 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 3.3 

2007 NF PE RVU: 2.38 

2007 Fac PE RVU:1.44 

2009 Work RVU: 3.3 

2009 NF PE RVU: 2.61 

2009 Fac PE RVU:1.44 
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13120 Repair, complex, scalp, arms, and/or legs; 1.1 em to 2.5 em 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAD 
Recommendation: 

Global: 010 Issue: Complex Skin Repair 

First October 2008 2007 Medicare 6,615 
Identified: Utilization Data: 

RUC Recommendation: CPT Assistant Article; Review 
September 2011 

CPT Action? (If applicable): CPT Assistant 

13121 Repair, complex, scalp, arms, and/or legs; 2.6 em to 7.5 em 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAD 
Recommendation: 

Global: 010 Issue: Complex Skin Repair 

First October 2008 2007 Medicare 69,528 
Identified: Utilization Data: 

RUC Recommendation: CPT Assistant Article; Review 
September 2011 

CPT Action? (if applicable): CPT Assistant 

13122 Repair, complex, scalp, arms, and/or legs; each additional 5 em or less (List 
separately In addition to code for primary procedure) 

Global: llZ Issue: Complex Skin Repair 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAD 
Recommendation: 

First October 2008 2007 Medicare 13,490 
Identified: Utilization Data: 

RUC Recommendation: CPT Assistant Article; Review 
September 2011 

CPT Action? (if applicable): CPT Assistant 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 3.32 

2007 NF PE RVU: 4.26 

2007 Fac PE RVU:2.41 

2009 Work RVU: 3.32 

2009 NF PE RVU: 4.52 

2009 Fac PE RVU:2.60 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 4.36 

2007 NF PE RVU: 5.32 

2007 Fac PE RVU:3.02 

2009 Work RVU: 4.36 

2009 NF PE RVU: 6.26 

2009 Fac PE RVU:3.51 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.44 

2007 NF PE RVU: 1.48 

2007 Fac PE RVU:0.63 

2009 Work RVU: 1.44 

2009 NF PE RVU: 1.41 

2009 Fac PE RVU:0.62 

14000 Adjacent tissue transfer or rearrangement, trunk; defect 10 sq em or less Global: 090 Issue: Skin Tissue Rearrangement Screen: Site of Service Anomaly Complete? Yes 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 6.19 

Tab 9 Specialty Developing ACS, AAD, First April 2008 
Recommendation: ASPS Identified: 

CPT Action? (if applicable): 

2007 Medicare 10,180 
Utilization Data: 

2007 Work RVU: 6.83 

2007 NF PE RVU: 8.14 

2007 Fac PE RVU:5.63 

2009 Work RVU: 6.19 

2009 NF PE RVU: 8.43 

2009 Fac PE RVU:5.74 

14001 Adjacent tissue transfer or rearrangement, trunk; defect 10.1 sq em to 30.0 sq em Global: 090 Issue: Skin Tissue Rearrangement Screen: Site of Service Anomaly Complete? Yes 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 8.58 

Wednesday, May 27, 2009 

Tab 9 Specialty Developing ACS, AAD, First September 2007 2007 Medicare 7,949 
Recommendation: ASPS Identified: Utilization Data: 

CPT Action? (if applicable): 

2007 Work RVU: 9.6 

2007 NF PE RVU: 9.86 

2007 Fac PE RVU:7.22 

2009 Work RVU: 8.58 

2009 NF PE RVU: 10.38 

2009 Fac PE RVU:7.22 

----------------------- -----------· 
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14020 Adjacent tissue transfer or rearrangement, scalp, arms and/or legs; defect 10 sq Global: 090 Issue: Skin Tissue Rearrangement Screen: Site of Service Anomaly Complete? Yes 

em or less 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 7.02 

Tab 9 Specialty Developing AAD, ASPS First April 2008 
Recommendation: Identified: 

CPT Action? (if applicable): 

2007 Medicare 21,691 
Utilization Data: 

2007 Work RVU: 7.66 

2007 NF PE RVU: 8.98 

2007 Fac PE RVU:6.64 

2009 Work RVU: 7.02 

2009 NF PE RVU: 9.46 

2009 Fac PE RVU:6.66 

14021 Adjacent tissue transfer or rearrangement, scalp, arms and/or legs; defect 10.1 Global: 090 Issue: Skin Tissue Rearrangement Screen: Site of Service Anomaly I Complete? Yes 
sq em to 30.0 sq em 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 9.52 

Tab 9 Specialty Developing AAD, ASPS First September 2007 2007 Medicare 14,704 
Recommendation: Identified: Utilization Data: 

CPT Action? (if applicable): 

CMS Fastest Growing 

2007WorkRVU: 11.18 

2007 NF PE RVU: 10.63 

2007 Fac PE RVU:8.41 

2009 Work RVU: 9.52 

2009 NF PE RVU: 11.35 

2009 Fac PE RVU:8.16 

14040 Adjacent tissue transfer or rearrangement, forehead, cheeks, chin, mouth, neck, Global: 090 Issue: Skin Tissue Rearrangement Screen: Site of Service Anomaly Complete? Yes 
axillae, genitalia, hands and/or feet; defect 10 sq em or less 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 8.44 

Tab 9 Specialty Developing AAD, ASPS, First April 2008 
Recommendation: AAO-HNS Identified: 

CPT Action? (if applicable): 

2007 Medicare 83,282 
Utilization Data: 

2007 Work RVU: 8.44 

2007 NF PE RVU: 9.17 

2007 Fac PE RVU:7.17 

2009 Work RVU: 8.44 

2009 NF PE RVU: 9.92 

2009 Fac PE RVU:7.18 

14041 Adjacent tissue transfer or rearrangement, forehead, cheeks, chin, mouth, neck, Global: 090 Issue: Skin Tissue Rearrangement Screen: Site of Service Anomaly Complete? Yes 
axillae, genitalia, hands and/or feet; defect 10.1 sq em to 30.0 sq em 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 10.63 

Tab 9 Specialty Developing AAD, ASPS, First September 2007 2007 Medicare 33,476 
Recommendation: AAO-HNS Identified: Utilization Data: 

CPT Action? (if applicable): 

·----------- -------.-------------------------------------------------------------

2007 Work RVU: 12.67 

2007 NF PE RVU: 11.37 

2007 Fac PE RVU:8.88 

2009 Work RVU: 10.63 

2009 NF PE RVU: 12.24 

2009 Fac PE RVU:8.68 

14060 Adjacent tissue transfer or rearrangement, eyelids, nose, ears and/or lips; defect Global: 090 Issue: Skin Tissue Rearrangement Screen: Site of Service Anomaly Complete? Yes 
10 sq em or less 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 9.07 

Wednesday, May 27, 2009 

Tab 9 Specialty Developing AAD, ASPS, First April 2008 
Recommendation: AAO-HNS Identified: 

CPT Action? (if applicable): 
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2007 Medicare 96,988 
Utilization Data: 

2007 Work RVU: 9.07 

2007 NF PE RVU: 9.02 

2007 Fac PE RVU:7.39 

2009 Work RVU: 9.07 

2009 NF PE RVU: 9.56 

2009 Fac PE RVU:7.40 
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14061 Adjacent tissue transfer or rearrangement, eyelids, nose, ears and/or lips; defect Global: 090 Issue: Skin Tissue Rearrangement Screen: Site of Service Anomaly Complete? Yes 
10.1 sq em to 30.0 sq em 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 11.25 

Tab 9 Specialty Developing AAD, ASPS, First September 2007 2007 Medicare 20,945 
Recommendation: AAO-HNS Identified: Utilization Data: 

CPT Action? (if applicable): 

2007 Work RVU: 13.67 

2007 NF PE RVU: 12.45 

2007 Fac PE RVU:9.72 

2009 Work RVU: 11.25 

2009 NF PE RVU: 13.27 

2009 Fac PE RVU:9.36 

14300 Adjacent tissue transfer or rearrangement, more than 30 sq em, unusual or 
complicated, any area 

Global: 090 issue: Adjacent Tissue Transfer Screen: Site of Service Anomaly I Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 04 Specialty Developing ACS, AAD, First September 2007 2007 Medicare 14,138 
Recommendation: ASPS, AAO- Identified: Utilization Data: 

HNS 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): February 2009- Deleted 

CMS Fastest Growing 

2007 Work RVU: 13.26 

2007 NF PE RVU: 11.77 

2007 Fac PE RVU:9.28 

2009 Work RVU: 13.26 

2009 NF PE RVU: 13.02 

2009 Fac PE RVU:9.58 

14301 Adjacent tissue transfer or rearrangement, any area; defect 30.1 sq em to 60 sq Global: 090 Issue: Adjacent Tissue Transfer Screen: Site of Service Anomaly I Complete? Yes 
em CMS Fastest Growing 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 12.47 

Tab 04 Specialty Developing ACS, AAO- First September 2007 2007 Medicare 
Recommendation: HNS, ASPS Identified: Utilization Data: 

CPT, Action? (if applicable): February 2009 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

14302 Adjacent tissue transfer or rearrangement, any area; defect 30.1 sq em to 60 sq Global: 090 Issue: Adjacent Tissue Transfer Screen: Site of Service Anomaly I Complete? Yes 
em; each additional 30 sq em, or part thereof (List separately in addition to code 
for primary procedure) 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 3.73 

Tab 04 Specialty Developing ACS, AAO- First September 2007 2007 Medicare 
Recommendation: HNS, ASPS Identified: Utilization Data: 

CPT Action? (if applicable): February 2009 

15120 Split-thickness autograft, face, scalp, eyelids, mouth, neck, ears, orbits, genitalia, Global: 090 Issue: Autograft 
hands, feet, and/or multiple digits; first 100 sq em or less, or 1% of body area of 
infants and children (except 15050) 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing AAO-HNS, 
Recommendation: ASPS 

First September 2007 2007 Medicare 10,532 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (If applicable): 
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CMS Fastest Growing 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 10.96 

2007 NF PE RVU: 10.87 

2007 Fac PE RVU:7.71 

2009 Work RVU: 10.96 

2009 NF PE RVU: 11.19 

2009 Fac PE RVU:7.63 
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15220 Full thickness graft, free, including direct closure of donor site, scalp, arms, 
and/or legs; 20 sq em or less 

Global: 090 Issue: Skin Graft 

Most Recent September 2007 Tab 16 Specialty Developing AAO-HNS, First September 2007 2007 Medicare 6,851 
RUC Meeting: Recommendation: ASPS Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

15330 Acellular dermal allograft, trunk, arms, legs; first 100 sq em or less, or 1% of 
body area of Infants and children 

Global: 090 Issue: Allograft 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing ASPS 
Recommendation: 

First February 2008 2007 Medicare 2,550 
Identified: Utilization Data: 

RUC Recommendation: Remove from Screen CPT Action? (if applicable): 

15400 Xenograft, skin (dermal), for temporary wound closure, trunk, arms, legs; first 
100 sq em or less, or 1% of body area of Infants and children 

Global: 090 Issue: Xenograft 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing APMA, AAO- First September 2007 2007 Medicare 4,992 
Recommendation: HNS, ASPS Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

------------·----------·---------- ------------ ----
15401 Xenograft, skin (dermal), for temporary wound closure, trunk, arms, legs; each Global: ZZZ Issue: Xenograft 

addltlonal100 sq em, or each additlonal1% of body area of Infants and children, 
or part thereof (List separately In addition to code for primary procedure) 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing ACS, ASPS First February 2008 2007 Medicare 6,394 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

----------- ---------------------- ---------·- ----
15570 Formation of direct or tubed pedicle, with or without transfer; trunk Global: 090 Issue: Skin Pedicle Flaps 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 10.00 

Wednesday, May 27, 2009 

Tab 10 Specialty Developing ACS, ASPS, First September 2007 2007 Medicare 387 
Recommendation: AAO-HNS Identified: Utilization Data: 

CPT Action? (if applicable): 
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Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 7,95 

2007 NF PE RVU: 9.5 

2007 Fac PE RVU:6.69 

Screen: High IWPUT 

2007 Work RVU: 3.99 

2007 NF PE RVU: 3.18 

2007 Fac PE RVU:2.15 

2009 Work RVU: 7.95 

2009 NF PE RVU: 10.16 

2009 Fac PE RVU:6.80 

Complete? Yes 

2009 Work RVU: 3.99 

2009 NF PE RVU: 3.46 

2009 Fac PE RVU:2.24 

Screen: S1te of Service Anomaly Complete? No 

2007 Work RVU: 4.38 

2007 NF PE RVU: 4.25 

2007 Fac PE RVU:3.95 

2009 Work RVU: 4.38 

2009 NF PE RVU: 4.96 

2009 Fac PE RVU:4.02 

---------------- --------- - --------
Screen: High Volume Growth Complete? No 

2007 Work RVU: 1 

2007 NF PE RVU: 1.67 

2007 Fac PE RVU:0.42 

2009 Work RVU: 1 

2009 NF PE RVU: 1.22 

2009 Fac PE RVU:0.36 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 10 

2007 NF PE RVU: 11.09 

2007 Fac PE RVU:6.71 

2009 Work RVU: 10 

2009 NF PE RVU: 10.65 

2009 Fac PE RVU:6.76 
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-- ------ . ---- -------------------- --- ---- ------ ------ ------------------------- -- ------ ---------------------- -------

15572 Formation of direct or tubed pedicle, with or without transfer; scalp, arms, or legs Global: 090 Issue: Skin Pedicle Flaps 

Most Recent October 2008 
RUC Meeting: 

Tab 10 Specialty Developing ACS, ASPS, First , April2008 2007 Medicare 684 
Utilization Data: Recommendation: AAO-HNS Identified: 

RUC Recommendation: 9.94 CPT Action? (if applicable): 

1557 4 Formation of direct or tubed pedicle, with or without transfer; forehead, cheeks, Global: 090 Issue: Skin Pedicle Flaps 
chin, mouth, neck, axillae, genitalia, hands or feet 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 10.52 

Tab 10 Specialty Developing ASPS, AAO- First September 2007 2007 Medicare 2,140 
Recommendation: HNS Identified: Utilization Data: 

CPT Action? (if applicable): 

15576 Formation of direct or tubed pedicle, with or without transfer; eyelids, nose, ears, Global: 090 Issue: Skin Pedicle Flaps 
lips, or intraoral 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 9.24 

Tab 10 Specialty Developing ASPS, AAO- First September 2007 2007 Medicare 3,453 
Recommendation: HNS Identified: Utilization Data: 

CPT Action? (if applicable): 

15732 Muscle, myocutaneous, or fasclocutaneous flap; head and neck (eg, tempo ralls, Global: 090 Issue: Muscle - Skin Graft 
masseter muscle, sternocleidomastoid, levator scapulae) 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing ASPS 
Recommendation: 

First September 2007 2007 Medicare 11,108 
Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

157 40 Flap; Island pedicle 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: Maintain 

Wednesday, May 27, 2009 

Tab 28 Specialty Developing AAD, ASPS 
Recommendation: 

Global: 090 Issue: Dermatology and Plastic 
Surgery Procedures 

First September 2007 2007 Medicare 7,057 
Identified: Utilization Data: 

CPT Action? (if applicable): February 2009 
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Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 9.94 

2007 NF PE RVU: 9.59 

2007 Fac PE RVU:6.53 

2009 Work RVU: 9.94 

2009 NF PE RVU: 10.16 

2009 Fac PE RVU:7.14 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 10.52 

2007 NF PE RVU: 10.64 

2007 Fac PE RVU:7.6 

2009 Work RVU: 10.52 

2009 NF PE RVU: 10.73 

2009 Fac PE RVU:7.57 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 9.24 

2007 NF PE RVU: 9.74 

2007 Fac PE RVU:6.81 

2009 Work RVU: 9.24 

2009 NF PE RVU: 9.78 

2009 Fac PE RVU:6.77 

Screen: Site of Service Anomaly Complete? No 

2007 Work RVU: 19.7 

2007 NF PE RVU: 17.27 

2007 Fac PE RVU:12.01 

2009 Work RVU: 19.7 

2009 NF PE RVU: 15.70 

2009 Fac PE RVU:11.66 

Screen: Site of Service Anomaly I Complete? Yes 
CMS Fastest Growing 

2007 Work RVU: 11.57 

2007 NF PE RVU: 11.01 

2007 Fac PE RVU:8.58 

2009 Work RVU: 11.57 

2009 NF PE RVU: 12.86 

2009 Fac PE RVU:9.36 



Status Report: CMS Requests and Five-Year Review ID WG Issues 
17106 Destruction of.cutaneous vascular proliferative lesions (eg, laser technique); Jess Global: 090 Issue: Destruction of Skin Lesions Screen: High IWPUT 

than 10 sq em 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 3.61 

Tab 11 Specialty Developing AAD 
Recommendation: 

First February 2008 2007 Medicare 3,159 
Identified: Utilization Data: 

CPT Action? (if applicable): 

2007 Work RVU: 4.62 

2007 NF PE RVU: 4.63 

2007 Fac PE RVU:3.33 

17107 Destruction of cutaneous vascular proliferative lesions (eg, laser technique); 10.0 Global: 090 Issue: Destruction of Skin Lesions Screen: High IWPUT 
to 50.0 sq em 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 4.68 

Tab 11 Specialty Developing AAD 
Recommendation: 

First February 2008 2007 Medicare 1 ,925 
Identified: Utilization Data: 

CPT Action? (if applicable): 

2007 Work RVU: 9.19 

2007 NF PE RVU: 7.24 

2007 Fac PE RVU:5.41 

17108 Destruction of cutaneous vascular proliferative lesions (eg, laser technique); 
over 50.0-sq em 

Global: 090 Issue: Destruction of Skin Lesions Screen: High IWPUT 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 6.37 

Tab 11 Specialty Developing AAD 
Recommendation: 

First February 2008 2007 Medicare 3,127 
Identified: Utilization Data: 

CPT Action? (if applicable): 

2007 Work RVU: 13.22 

2007 NF PE RVU: 9.34 

2007 Fac PE RVU:7.49 

Complete? Yes 

2009 Work RVU: 3.61 

2009 NF PE RVU: 4.63 

2009 Fac PE RVU:3.11 

Complete? Yes. 

2009 Work RVU: 4.68 

2009 NF PE RVU: 6.13 

2009 Fac PE RVU:4.10 

Complete? Yes 

2009 Work RVU: 6.37 

2009 NF PE RVU: 7.61 

2009 Fac PE RVU:5.26 

19020 Mastotomy with exploration or drainage of abscess, deep Global: 090 Issue: Mastotomy Screen: Site of Service Anomaly Complete? Yes 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing ACS 
Recommendation: 

First September 2007 2007 Medicare 1,952 
Identified: Utilization Data: 

RUC Recommendation: Remove hospital visits, reduce 99238 CPT Action? (if applicable): 
to 0.5 

2007 Work RVU: 3.74 

2007 NF PE RVU: 6.39 

2007 Fac PE RVU:2.76 

2009 Work RVU: 3.74 

200~ NF PE RVU: 6.51 

2009 Fac PE RVU:2.96 

-------------------------------------------------------- ------
19295 Image guided placement, metallic localization clip, percutaneous, during breast Global: ll.Z Issue: Image Guidance 

biopsy (List separately In addition to code for primary procedure) 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACR 
Recommendation: 

First October 2008 2007 Medicare 102,040 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (If applicable): 
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Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 2.57 

2007 Fac PE RVU:2.02 

2009 Work RVU: 0 

2009 NF PE RVU: 2.35 

2009 Fac PE RVU:NA 



( 
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19318 Reduction mammaplasty 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing ASPS 
Recommendation: 

Global: 090 Issue: Mammaplasty 

First September 2007 2007 Medicare 6,127 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

19357 Breast reconstruction, immediate or delayed, with tissue expander, Including 
subsequent expansion 

Global: 090 Issue: Breast Reconstruction 

Most Recent April 2009 
RUC Meeting: 

Tab 16 Specialty Developing ASPS 
Recommendation: 

First September 2007 2007 Medicare 3,923 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

20000 Incision of soft tissue abscess (eg, secondary to osteomyelitis); superficial Global: 010 Issue: Incision of Abcess 

Most Recent September 2007 Tab 16 Specialty Developing APMA, First September 2007 2007 Medicare 4,429 
RUC Meeting: Recommendation: AAOS Identified: Utilization Data: 

RUC Recommendation: Remove 99238 CPT Action? (if applicable): 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007WorkRVU: 15.91 

2007 NF PE RVU: NA 

2007 Fac PE RVU:10.94 

2009 Work RVU: 15.91 

2009 NF PE RVU: NA 

2009 Fac PE RVU:10.42 

Screen: Site of Service Anomaly Complete? No 

2007 Work RVU: 20.57 

2007 NF PE RVU: NA 

2007 Fac PE RVU:15.69 

2009 Wc;>rk RVU: 20.57 

2009 NF PE RVU: NA 

2009 Fac PE RVU: 15.64 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 2.14 

2007 NF PE RVU: 2.71 

2007 Fac PE RVU:1.68 

2009 Work RVU: 2.14 

2009 NF PE RVU: 2.73 

2009 Fac PE RVU:1.58 

20005 Incision of soft tissue abscess (eg, secondary to osteomyelitis); deep or 
complicated 

Global: 010 Issue: Incision of Deep Abscess Screen: Site of Service Anomaly Complete? No 

Most Recent September 2007 Tab 16 Specialty Developing ACS, AAO- First September 2007 2007 Medicare 3,955 
RUC Meeting: Recommendation: HNS Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (If applicable): June 2009 

2007 Work RVU: 3.55 

2007 NF PE RVU: 3.54 

2007 Fac PE RVU:2.2 

2009 Work RVU: 3.55 

2009 NF PE RVU: 3.62 

2009 Fac PE RVU:2.10 

20525 Removal of foreign body In muscle or tendon sheath; deep or complicated Global: 010 Issue: Removal of Foreign Body Screen: Site of Service Anomaly Complete? Yes 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing ACS, AAOS First September 2007 2007 Medicare 1,804 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

----------- ·----
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(99238-0nly) 

2007 Work RVU: 3.51 

2007 NF PE RVU: 8.62 

2007 Fac PE RVU:2.52 

2009 Work RVU: 3.51 

2009 NF PE RVU: 7.57 

2009 Fac PE RVU:2.35 
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20550 lnjection(s); single tendon sheath, or ligament, aponeurosis (eg, plantar "fascia") Global: 000 Issue: Tendon injections 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAOS, 
Recommendation: NASS, 

APMA, ACRh 

First October 2008 
Identified: 

2007 Medicare 786,838 
Utilization Data: 

RUC Recommendation: Remove from screen. Review again in CPT Action? (If applicable): 
September 2011 

20551 lnjectlon(s); single tendon origin/Insertion Global: 000 Issue: Tendon Injections 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAOS, First October 2008 2007 Medicare 197,342 
Recommendation: NASS, Identified: Utilization Data: 

APMA, ACRh 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

20694 Removal, under anesthesia, of external fixation system Global: 090 Issue: External Fixation 

Most Recent September 2007 Tab 16 Specialty Developing AAOS First September 2007 2007 Medicare 5,036 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

20900 Bone graft, any donor area; minor or small (eg, dowel or button) 

Most Recent April 2008 
RUC Meeting: 

Tab 29 Specialty Developing AOFAS, 
Recommendation: AAOS 

Global: 090 issue: Bone Graft Procedures 

First September 2007 2007 Medicare 2,350 
Identified: Utilization Data: 

RUC Recommendation: 3.00 CPT Action? (if applicable): 

20902 Bone graft, any donor area; major or large 

Most Recent April 2008 
RUC Meeting: 

Tab 29 Specialty Developing AOFAS, 
Recommendation: AAOS 

Global: 090 Issue: Bone Graft Procedures 

First April2008 
Identified: 

2007 Medicare 3,964 
Utilization Data: 

RUC Recommendation: 4.58 CPT Action? (if applicable): 
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Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 0.75 

2007 NF PE RVU: 0.69 

2007 Fac PE RVU:0.25 

2009 Work RVU: 0.75 

2009 NF PE RVU: 0.65 

2009 Fac PE RVU:0.27 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 0.75 

2007 NF PE RVU: 0.67 

2007 Fac PE RVU:0.32 

2009 Work RVU: 0.75 

2009 NF PE RVU: 0.64 

2009 Fac PE RVU:0.30 

Screen: Site of Service Anomaly 
(99238-0niy) 

Complete? Yes 

2007 Work RVU: 4.2 

2007 NF PE RVU: 6.69 

2007 Fac PE RVU:3.92 

2009 Work RVU: 4.2 

2009 NF PE RVU: 5.78 

2009 Fac PE RVU:3.70 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 5.77 

2007 NF PE RVU: 8.65 

2007 Fac PE RVU:5.5 

2009 Work RVU: 3 

2009 NF PE RVU: 6.81 

2009 Fac PE RVU:3.04 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 7.98 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.63 

2009 Work RVU: 4.58 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.75 
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20926 Tissue grafts, other (eg, paratenon, fat, dermis) Global: 090 Issue: Tissue Grafts 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAOS, AAO- First October 2008 2007 Medicare 10,630 
Utilization Data: Recommendation: HNS, AANS, Identified: 

APMA 

RUC Recommendation: Review October 2009 CPT Action? (if applicable): 

-------------·----

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 5.7 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.67 

2009 Work RVU: 5.7 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.60 

21015 Radical resection of tumor (eg, malignant neoplasm), soft tissue of face or scalp Global: 090 Issue: Radical Resection of Soft Screen: Site of Service Anomaly Complete? Yes 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 9.71 

Tab 6 

Tissue Tumor 

Specialty Developing ACS, AAOS, First September 2007 2007 Medicare 3,979 
Recommendation: AAO-HNS, Identified: Utilization Data: 

ASPS 

CPT Action? (if applicable): June 2008 

21025 Excision of bone (eg, for osteomyelitis or bone abscess); mandible Global: 090 Issue: Excision of Bone -

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 9.87 

Tab 10 Specialty Developing AAOMS 
Recommendation: 

Mandi~le 

First September 2007 2007 Medicare 1,113 
Identified: Utilization Data: 

CPT Action? (if applicable): 

2007 Work RVU: 5.59 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.85 

2009 Work RVU: 5.59 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.56 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 11.07 

2007 NF PE RVU: 12.32 

2007 Fac PE RVU:9.21 

2009 Work RVU: 9.87 

2009 NF PE RVU: 11.11 

2009 Fac PE RVU:7.88 

21557 Radical resection of tumor (eg, malignant neoplasm), soft tissue of neck or thorax Global: 090 Issue: Radical Resection of Soft Screen: Site of Service Anomaly Complete? Yes 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 14.57 

Tab 6 Specialty Developing ACS, AAOS 
Recommendation: 

Tissue Tumor 

First September 2007 2007 Medicare 1,812 
Identified: Utilization Data: 

CPT Action? (if applicable): June 2008 

2007 Work RVU: 8.91 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.13 

2009 Work RVU: 8.91 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.85 

21935 Radical resection of tumor (eg, malignant neoplasm), soft tissue of back or flank Global: 090 Issue: Radical Resection of Soft Screen: Site of Service Anomaly Complete? Yes 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 15.54 

Wednesday, May 27, 2009 

Tab 6 

Tissue Tumor 

Specialty Developing ACS, AAOS First September 2007 2007 Medicare 1,412 
Recommendation: Identified: Utilization Data: 

CPT Action? (If applicable): June 2008 
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2007 Work RVU: 18.38 

2007 NF PE RVU: NA 

2007 Fac PE RVU:9.37 

2009 Work RVU: 18.38 

2009 NF PE RVU: NA 

2009 Fac PE RVU:9.02 
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22214 Osteotomy of spine, posterior or posterolateral approach, one vertebral segment; Global: 090 Issue: Osteotomy 

lumbar 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAOS, NASS First October 2008 2007 Medicare 1,725 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (If applicable): 

22520 Percutaneous vertebroplasty, one vertebral body, unilateral or bilateral Injection; Global: 010 Issue: Moderate Sedation PE 
thoracic Inputs 

Most Recent February 2009 
RUC Meeting: 

Tab 33 Specialty Developing ACR, ASNR, First February 2009 2007 Medicare 13,978 
Recommendation: NASS, SIR Identified: Utilization Data: 

RUC Recommendation: New PE Inputs CPT Action? (if applicable): February 2009 

22521 Percutaneous vertebroplasty, one vertebral body, unilateral or bilateral injection; Global: 010 Issue: Moderate Sedation PE 
lumbar Inputs 

Most Recent February 2009 
RUC Meeting: 

Tab 33 Specialty Developing ACR, ASNR, First September 2007 2007 Medicare 14,708 
Recommendation: NASS, SIR Identified: Utilization Data: 

RUC Recommendation: New PE Inputs CPT Action? (if applicable): February 2009 

------------------
22533 Arthrodesis, lateral extracavltary technique, including minimal discectomy to 

prepare Interspace (other than for decompression); lumbar 
Global: 090 Issue: Arthrodesis 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AAOS, First October 2008 2007 Medicare 979 
Recommendation: NASS, AANS Identified: Utilization Data: 

RUC Recommendation: CPT Assistant Article CPT Action? (if applicable): SS to draft CPT Ass! article 
by June 2009 

22554 Arthrodesis, anterior lnterbody technique, Including minimal discectomy to 
prepare interspace (other than for decompression); cervical below C2 

Global: 090 Issue: Arthrodesis 

Most Recent February 2008 
RUC Meeting: 

Tab S 

RUC Recommendation: Refer to CPT 

Wednesday, May 27, 2009 

Specialty Developing 
Recommendation: 

First February 2008 2007 Medicare 29,158 
Identified: Utilization Data: 

CPT Action? (if applicable): October 2009 
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Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 20.77 

2007 NF PE RVU: NA 

2007 Fac PE RVU:13.53 

2009 Work RVU: 20.77 

2009 NF PE RVU: NA 

2009 Fac PE RVU:13.22 

Screen: CMS Request- PE Review Complete? Yes 

2007 Work RVU: 9.17 

2007 NF PE RVU: 56.83 

2007 Fac PE RVU:4.84 

2009 Work RVU: 9.17 

2009 NF PE RVU: 47.11 

2009 Fac PE RVU:4.48 

Screen: Site of Service Anoma_ly 
(99238-0nly); CMS 
Request - PE Inputs 

Complete? Yes 

2007 Work RVU: 8.6 

2007 NF PE RVU: 52.87 

2007 Fac PE RVU:4.69 

2009 Work RVU: 8.6 

2009 NF PE RVU: 46.27 

2009 Fac PE RVU:4.28 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 24.61 

2007 NF PE RVU: NA 

2007 Fac PE RVU:13.57 

2009 Work RVU: 24.61 

2009 NF PE RVU: NA 

2009 Fac PE RVU:13.92 

Screen: Codes Reported Together Complete? No 

2007 Work RVU: 17.54 

2007 NF PE RVU: NA 

2007 Fac PE RVU: 11.97 

2009 Work RVU: 17.54 

2009 NF PE RVU: NA 

2009 Fac PE RVU:11.26 
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22843 Posterior segmental Instrumentation (eg, pedicle fixation, dual rods with multiple Global: Z:ZZ Issue: Spine Fixation Device 
hooks and sublamlnar wires); 7 to 12 vertebral segments (List separately In 
addition to code for primary procedure) 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAOS, First October 2008 2007 Medicare 3,012 
Recommendation: NASS, AANS Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (If applicable): 

22849 Reinsertion of spinal fixation device Global: 090 Issue: Spinal Fixation 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAOS, First October 2008 2007 Medicare 2,417 
Recommendation: NASS, AANS Identified: Utilization Data: 

RUC Recommendation: Refer to CPT and Review again in 
September 2011 

CPT Action? (if applicable): October 2009 

22851 Application of intervertebral blomechanical device(s) (eg, synthetic cage(s), 
threaded bone dowel(s), methylmethacrylate) to vertebral defect or interspace 
(List separately in addition to code for primary procedure) 

Global: Z:ZZ Issue: Intervertebral Device 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AAOS, First October 2008 2007 Medicare 57,852 
Recommendation: NASS, AANS Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 13.44 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.28 

2009 Work RVU: 13.44 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.81 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 19.08 

2007 NF PE RVU: NA 

2007 Fac PE RVU:11.39 

2009 Work RVU: 19.08 

2009 NF PE RVU: NA 

2009 Fac PE RVU:10.92 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 6.7 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.18 

2009 Work RVU: 6.7 

2009 NF PE RVU: NA 

2009 Fac PE RVU:2.88 

22900 Excision, abdominal wall tumor, subfascial (eg, desmold) Global: 090 Issue: Subfascial Excision of Soft Screen: Site of Service Anomaly Complete? Yes 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 8.21 

Tab 5 Specialty Developing ACS, AAOS 
Recommendation: 

Tissue Tumor 

First September 2007 2007 Medicare_ 2,942 
Identified: Utilization Data: 

CPT Action? (if applicable): June 2008 

2007WorkRVU: 6.14 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.3 

2009 Work RVU: 6.14 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.52 

23076 Excision, soft tissue tumor, shoulder area; deep, subfascial, or Intramuscular Global: 090 Issue: Subfascial Excision of Soft Screen: Site of Service Anomaly Complete? Yes 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 7.28 

Wednesday, May 27, 2009 

Tab 5 

Tissue Tumor 

Specialty Developing ACS, AAOS First September 2007 2007 Medicare 1 ,953 
Recommendation: Identified: Utilization Data: 

CPT Action? (if applicable): June 2008 
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2007 Work RVU: 7.77 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.5 

2009 Work RVU: 7.77 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.43 
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23120 Clavlculectomy; partial 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 7.23 

Tab 30 Specialty Developing AAOS 
Recommendation: 

Global: 090 Issue: Claviculectomy 

First September 2007 2007 Medicare 16,099 
Identified: Utilization Data: 

CPT Action? (if applicable): 

23130 Acromloplasty or acromlonectomy, partial, with or without coracoacromlal 
ligament release 

Global: 090 Issue: Removal of Bone 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing AAOS 
Recommendation: 

First September 2007 2007 Medicare 6,243 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

23405 Tenotomy, shoulder area; single tendon Global: 090 Issue: Tenotomy 

Most Recent September 2007 Tab 16 Specialty Developing AAOS First September 2007 2007 Medicare 1,667 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

23410 Repair of ruptured musculotendinous cuff (eg, rotator cuff) open; acute Global: 090 Issue: Rotator Cuff 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 11.23 

Tab 12 Specialty Developing AAOS, AANA First September 2007 2007 Medicare 5,152 
Recommendation: Identified: Utilization Data: 

CPT Action? (if applicable): 

23412 Repair of ruptured musculotendinous cuff (eg, rotator cuff) open; chronic Global: 090 Issue: Rotator Cuff 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 11.77 

Wednesday, May 27, 2009 

Tab 12 Specialty Developing AAOS, AANA First September 2007 2007 Medicare 25,677 
Recommendation: Identified: Utilization Data: 

CPT Action? (if applicable): 
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Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 7.23 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.22 

2009 Work RVU: 7.23 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.16 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 7.63 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.88 

2009 Work RVU: 7.63 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.45 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 8.43 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.69 

2009 Work RVU: 8.43 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.32 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 12.63 

2007 NF PE RVU: NA 

2007 Fac PE RVU:9.02 

2009 Work RVU: 11.23 

2009 NF PE RVU: NA 

2009 Fac PE RVU:8.17 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 13.55 

2007 NF PE RVU: NA 

2007 Fac PE RVU:9.49 

2009 Work RVU: 11.77 

2009 NF PE RVU: NA 

2009 Fac PE RVU:8.47 
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' -- ----- -

23415 Coracoacromlalllgament release, with or without acromloplasty Global: 090 Issue: Shoulder Ligament Release Screen: Site of Service Anomaly Complete? Yes 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 9.07 

Tab 13 Specialty Developing AAOS, AANA First September 2007 2007 Medicare 1,255 
Recommendation: Identified: Utilization Data: 

CPT Action? (if applicable): 

23420 Reconstruction of complete shoulder (rotator) cuff avulsion, chronic (includes 
acromioplasty) 

Global: 090 Issue: Rotator Cuff 

Most Recent February 2008 
RUC Meeting: 

Tab 12 Specialty Developing AAOS, AANA First September 2007 2007 Medicare 14,230 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: 13.35 CPT Action? (if applicable): 

23430 Tenodesis of long tendon of bleeps 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAOS 
Recommendation: 

Global: 090 Issue: Tenodesis 

First September 2007 2007 Medicare 6,915 
Identified: ' Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed ' 

CPT Action? (if applicable): 

23440 Resection or transplantation of long tendon of biceps 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing AAOS 
Recommendation: 

Global: 090 Issue: Tendon Transfer 

First September 2007 2007 Medicare 1,680 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

23472 Arthroplasty, glenohumeral joint; total shoulder (glenoid and proximal humeral Global: 090 issue: Arthroplasty 
replacement (eg, total shoulder)) 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AAOS 
Recommendation: 

First October 2008 2007 Medicare 14,934 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 
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2007 Work RVU: 10.09 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.65 

2009 Work RVU: 9.07 

2009 NF PE RVU: NA 

2009 Fac PE RVU:7.13 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 14.75 

2007 NF PE RVU: NA 

2007 Fac PE RVU:10.59 

2009 Work RVU: 13.35 

2009 NF PE RVU: NA 

2009 Fac PE RVU:9.52 

Screen: CMS Fastest Growing, Site Complete? No 
of Service Anomaly (99238-
0nly) 

2007 Work RVU: 10.05 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.78 

2009 Work RVU: 10.05 

2009 NF PE RVU: NA 

2009 Fac PE RVU:7.27 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 10.53 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.91 

2009 Work RVU: 10.53 

2009 NF PE RVU: NA 

2009 Fac PE RVU:7.31 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 22.47 

2007 NF PE RVU: NA 

2007 Fac PE RVU:13.89 

2009 Work RVU: 22.47 

2009 NF PE RVU: NA 

2009 Fac PE RVU: 13.15 
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25116 Radical excision of bursa, synovia of wrist, or forearm tendon sheaths (eg, 
tenosynovitis, fungus, Tbc, or other granulomas, rheumatoid arthritis); 
extensors, with or without transposition of dorsal retinaculum 

Global: 090 Issue: Forearm Excision 

Most Recent April 2008 
RUC Meeting: 

Tab 31 Specialty Developing ASSH, First September 2007 2007 Medicare 1,046 
Recommendation: AAOS, ASPS Identified: Utilization Data: 

RUC Recommendation: 7.38 CPT Action? (if applicable): 

25210 Carpectomy; one bone Global: 090 Issue: Carpectomy 

Most Recent September 2007 Tab 16 Specialty Developing AAOS First September 2007 2007 Medicare 1 ,385 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

25260 Repair, tendon or muscle, flexor, forearm and/or wrist; primary, single, each 
tendon or muscle 

Global: 090 Issue: Tendon Repair 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing AAOS 
Recommendation: 

First September 2007 2007 Medicare 941 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

25280 Lengthening or shortening of flexor or extensor tendon, forearm and/or wrist, 
single, each tendon 

Global: 090 Issue: Tendon Repair 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing AAOS 
Recommendation: 

First September 2007 2007 Medicare 1 ,308 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

25310 Tendon transplantation or transfer, flexor or extensor, forearm and/or wrist, 
single; each tendon 

Global: 090 Issue: Forearm Repair 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 7.94 

Wednesday, May 27, 2009 

Tab 15 Specialty Developing ASSH, AAOS First September 2007 2007 Medicare 6,867 
Recommendation: Identified: Utilization Data: 

CPT Action? (if applicable): 
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Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 7.38 

2007 NF PE RVU: NA 

2007 Fac PE RVU:12.13 

2009 Work RVU: 7.38 

2009 NF PE RVU: NA 

2009 Fac PE RVU:8.00 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 6.01 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.49 

2009 Work RVU: 6.01 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.56 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 7.89 

2007 NF PE RVU: NA 

2007 Fac PE RVU:12.3 

2009 Work RVU:j7.89 

2009 NF PE RVU: NA 

2009 Fac PE RVU:8.18 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 7.28 

2007 NF PE RVU: NA 

2007 Fac PE RVU:11.6 

2009 Work RVU: 7.28 

2009 NF PE RVU: NA 

2009 Fac PE RVU:7.44 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 8.26 

2007 NF PE RVU: NA 

2007 Fac PE RVU:11.99 

2009 Work RVU: 7.94 

2009 NF PE RVU: NA 

2009 Fac PE RVU:7.97 
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26080 Arthrotomy, with exploration, drainage, or removal of loose or foreign body; 

Interphalangeal joint, each 
Global: 090 Issue: Finger Arthrotomy 

Most Recent February 2008 
RUC Meeting: 

Tab 16 Specialty Developing ASSH, AAOS First September 2007 2007 Medicare 1,365 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

26356 Repair or advancement, flexor tendon, In zone 2 digital flexor tendon sheath (eg, Global: 090 Issue: Tendon Repair 
no man's land); primary, without free graft, each tendon 

Most Recent September 2007 Tab 16 Specialty Developing AAOS First September 2007 2007 Medicare 1,183 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

26480 Transfer or transplant of tendon, carpometacarpal area or dorsum of hand; 
without free graft, each tendon 

Global: 090 Issue: Tendon Transfer 

Most Recent April 2009 
RUC Meeting: 

Tab 26 Specialty Developing AAOS, ASSH First October 2008 2007 Medicare 3,002 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: 6.76 CPT Action? (if applicable): 

Screen: Site of SeJVice Anomaly Complete? No 

2007 Work RVU: 4.36 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.73 

2009 Work RVU: 4.36 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.50 

Screen: Site of SeJVice Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 10.22 

2007 NF PE RVU: NA 

2007 Fac PE RVU:17.22 

2009 Work RVU: 10.22 

2009 NF PE RVU: NA 

2009 Fac PE RVU:14.89 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 6.76 

2007 NF PE RVU: NA 

2007 Fac PE RVU:13.68 

2009 Work RVU: 6.76 

2009 NF PE RVU: NA 

2009 Fac PE RVU: 11.02 

27048 Excision, tumor, pelvis and hip area; deep, subfascial, Intramuscular Global: 090 Issue: Excision of Subfascial Soft Screen: Site of SeJVice Anomaly Complete? Yes 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 8.74 

Tissue Tumor Codes 

Tab 05 Specialty Developing ACS, AAOS First September 2007 2007 Medicare 954 
Recommendation: Identified: Utilization Data: 

CPT Action? (if applicable): June 2008 

2007 Work RVU: 6.44 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.76 

2009 Work RVU: 6.44 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.73 

27062 Excision; trochanteric bursa or calcification Global: 090 Issue: Trochanteric Bursa Excision Screen: Site of Service Anomaly Complete? Yes 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 5.66 

Wednesday, May 27, 2009 

Tab 32 Specialty Developing AAOS 
Recommendation: 

First September 2007 2007 Medicare 1,023 
Identified: Utilization Data: 

CPT Action? (if applicable): 
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2007 Work RVU: 5.66 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.05 

2009 Work RVU: 5.66 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.83 
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27244 Treatment of Intertrochanteric, peritrochanteric, or subtrochanteric femoral 

fracture; with plate/screw type Implant, with or without cerclage 
Global: 090 Issue: Treat Thigh Fracture 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 18.00 

- Tab 12 Specialty Developing AAOS 
Recommendation: 

First April 2008 
Identified: 

CPT Action? (if applicable): 

2007 Medicare 35,400 
Utilization Data: 

27245 Treatment of Intertrochanteric, peritrochanteric, or subtrochanteric femoral Global: 090 Issue: Treat Thigh Fracture 
fracture; with Intramedullary implant, with or without Interlocking screws and/or 
cerclage 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 18.00 

Tab 12 Specialty Developing AAOS 
Recommendation: 

First February 2008 2007 Medicare 64,062 
Identified: Utilization Data: 

CPT Action? (if applicable): 

27250 Closed treatment of hlp dislocation, traumatic; without anesthesia Global: 090 Issue: Closed Treatment of Hip 

Most Recent February 2008 
RUC Meeting,: 

RUC Recommendation: 3.82 

Tab 18 Specialty Developing ACEP 
Recommendation: 

Dislocation 

First September 2007 2007 Medicare 3,152 
Identified: Utilization Data: 

CPT Action? (if applicable): 

27324 Biopsy, soft tissue of thigh or knee area; deep (subfasclal or Intramuscular) Global: 090 Issue: Soft Tissue Biopsy 

Most Recent September 2007_ 
RUC Meeting: 

Tab 16 Specialty Developing ACS, AAOS 
Recommendation: 

First September 2007 2007 Medicare 997 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

27370 Injection procedure for knee arthrography Global: 000 Issue: Injection for Knee 
Arthrography 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAOS, ACR First February 2008 2007 Medicare 13,054 
Recommendation: Identified: Utilization Data: 

RUC Recommendation:, Refer to CPT CPT Action? (if applicable): October 2009 
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Screen: High IWPUT 

2007 Work RVU: 17.08 

2007 NF PE RVU: NA 

2007 Fac PE RVU:10.91 

Screen: High IWPUT I CMS 
Fastest Growing 

2007 Work RVU: 21.09 

2007 NF PE RVU: NA 

2007 Fac PE RVU:13.19 

Complete? Yes 

2009 Work RVU: 18 

2009 NF PE RVU: NA 

2009 Fac PE RVU:10.95 

Complete? Yes 

2009 Work RVU: 18 

2009 NF PE RVU: NA 

2009 Fac PE RVU:11.58 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 7.21 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.54 

2009 Work RVU: 3.82 

2009 NF PE RVU: NA 

2009 Fac PE RVU:1.72 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 4.95 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.1 

2009 Work RVU: 4.95 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.97 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? No 

2007 Work RVU: 0.96 

2007 NF PE RVU: 3.47 

2007 Fac PE RVU:0.32 

2009 Work RVU: 0.96 

2009 NF PE RVU: 3.14 

2009 Fac PE RVU:0.36 

( 
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27615 Radical resection of tumor (eg, malignant neoplasm), soft tissue of leg or ankle Global: 090 Issue: Radical Resecion of Soft Screen: Site of Service Anomaly Complete? Yes 
area; less than 5 em Tissue Tumor Codes 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 15.54 

Tab 6 Specialty Developing ACS, AAOS First September 2007 2007 Medicare 1 ,093 
Recommendation: Identified: Utilization Data: 

CPT Action? (if applicable): June 2008 

2007 Work RVU: 12.93 

2007 NF PE RVU: NA 

2007 Fac PE RVU:9.07 

2009 Work RVU: 12.93 

2009 NF PE RVU: NA 

2009 Fac PE RVU:7.93 

27619 Excision, tumor, leg or ankle area; deep (subfascial or intramuscular) Global: 090 Issue: Excision of Subfascial Soft Screen: Site of Service Anomaly Complete? Yes 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 6.80 

Tab 5 

Tissue Tumor Codes 

Specialty Developing ACS, AAOS First September 2007 2007 Medicare 1,072 
Recommendation: Identified: Utilization Data: 

CPT Action? (if applicable): June 2008 

2007 Work RVU: 8.47 

2007 NF PE RVU: 9.65 

2007 Fac PE RVU:5.79 

2009 Work RVU: 8.47 

2009 NF PE RVU: 9.76 

2009 Fac PE RVU:5.46 

27640 Partial excision (craterization, saucerization, or diaphysectomy) bone (eg, 
osteomyelitis or exostosis); tibia 

Global: 090 Issue: Leg Bone Resection Partial Screen: Site of Service Anomaly Complete? Yes 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 12.10 

Tab 19 Specialty Developing AOFAS, First September 2007 2007 Medicare 1,405 
Recommendation: AAOS Identified: Utilization Data: 

CPT Action? (If applicable): June 2008 

2007 Work RVU: 12.1 

2007 NF PE RVU: NA 

2007 Fac PE RVU:9.79 

2009 Work RVU: 12.1 

2009 NF PE RVU: NA 

2009 Fac PE RVU:8.38 

27641 Partial excision (craterization, saucerization, or diaphysectomy) bone (eg, 
osteomyelitis or exostosis); fibula 

Global: 090 Issue: Leg Bone Resection Partial Screen: Site of Service Anomaly Complete? Yes 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 9.72 

Tab 19 Specialty Developing AOFAS, First February 2008 2007 Medicare 703 
Recommendation: AAOS Identified: Utilization Data: 

CPT Action? (if applicable): June 2008 

27650 Repair, primary, open or percutaneous, ruptured Achilles tendon; Global: 090 Issue: Achilles Tendon Repair 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 9.00 

Wednesday, May 27, 2009 

Tab 20 Specialty Developing AAOS, First September 2007 2007 Medicare 1 ,687 
Recommendation: AOFAS, Identified: Utilization Data: 

APMA 

CPT Action? (if applicable): 
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2007 Work RVU: 9.73 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.96 

2009 Work RVU: 9.73 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.72 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 9.94 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.22 

2009 Work RVU: 9 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.90 
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27654 Repair, secondary, Achilles tendon, with or without graft Global: 090 Issue: Achilles Tendon Repair 

Most Recent April 2008 
RUC Meeting: 

Tab 33 Specialty Developing AOFAS, First September 2007 2007 Medicare 1,148 
Recommendation: APMA, Identified: Utilization Data: 

AAOS 

RUC Recommendation: 10.32 CPT Action? (if applicable): 

27685 lengthening or shortening of tendon, leg or ankle; single tendon (separate 
procedure) 

Global: 090 Issue: Tendon Repair 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing AAOS 
Recommendation: 

First September 2007 2007 Medicare 2,821 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

27687 Gastrocnemius recession (eg, Strayer procedure) Global: 090 Issue: Tendon Repair 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing AAOS 
Recommendation: 

First September 2007 2007 Medicare 2,577 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Aftlon? (if applicable): 

27690 Transfer or transplant of single tendon (with muscle redirection or rerouting); 
superficial (eg, anterior tibial extensors into mldfoot) 

Global: 090 Issue: Tendon Transfer 

Most Recent April 2008 
RUC Meeting: 

Tab 34 Specialty Developing AOFAS, First September 2007 2007 Medicare 1 ,737 
Recommendation: APMA, Identified: Utilization Data: 

AAOS . 

RUC Recommendation: 8.96 CPT Action? (if applicable): 

27691 Transfer or transplant of single tendon (with muscle redirection or rerouting); 
deep (eg, anterior tibial or posterior tibial through Interosseous space, flexor 
dlgitorum longus, flexor hallucls longus, or peroneal tendon to midfoot or 
hlndfoot) 

Global: 090 Issue: Tendon Transfer 

Most Recent April 2008 
RUC Meeting: 

Tab 34 Specialty Developing AOFAS, First September 2007 2007 Medicare 2,477 
Recommendation: APMA, Identified: Utilization Data: 

AAOS 

RUC Recommendation: 10.28 CPT Action? (if applicable): 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 10.32 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.86 

2009 Work RVU: 10.32 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.86 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 6.57 

2007 NF PE RVU: 7.68 

2007 Fac PE RVU:5.26 

2009 Work RVU: 6.57 

2009 NF PE RVU: 8.31 

2009 Fac PE RVU:4.81 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 6.3 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.12 

2009 Work RVU: 6.3 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.70 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 8.96 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.15 

2009 Work RVU: 8.96 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.22 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 10.28 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.51 

2009 Work RVU: 10.28 

2009 NF PE RVU: NA 

2009 Fac PE RVU:7.48 

--------------------------------------------------------------------------------------------------------------------------------------
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27818 Closed treatment oftrlmalleolar ankle fracture; with manipulation 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing AAOS 
Recommendation: 

Global: 090 Issue: Treatment of Fracture 

First September 2007 2007 Medicare 1 ,615 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

28111 Ostectomy, complete excision; first metatarsal head Global: 090 Issue: Ostectomy 

Most Recent September 2007 Tab 16 Specialty Developing APMA, First September 2007 2007 Medicare 1 ,040 
RUC Meeting: Recommendation: AAOS Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

28118 Ostectomy, calcaneus; Global: 090 Issue: Ostectomy 

Most Recent September 2007 Tab 16 Specialty Developing APMA, First September 2007 2007 Medicare 1,757 
RUC Meeting: Recommendation: AAOS Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (If applicable): 

-------------------------------- ---- ---------------------------·---·---------· 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 5.57 

2007 NF PE RVU: 6.14 

2007 Fac PE RVU:5 

2009 Work RVU: 5.57 

2009 NF PE RVU: 5.61 

2009 Fac PE RVU:4.60 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 5.06 

2007 NF PE RVU: 6.55 

2007 Fac PE RVU:3.58 

2009 Work RVU: 5.06 

2009 NF PE RVU: 6.83 

2009 Fac PE RVU:3.33 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 6.02 

2007 NF PE RVU: 6.68 

2007 Fac PE RVU:4.28 

2009 Work RVU: 6.02 

2009 NF PE RVU: 7.48 

2009 Fac PE RVU:4.15 

28120 Partial excision (craterlzatlon, saucerization, sequestrectomy, or diaphysectomy) Global: 090 Issue: Foot Bone Resection Partial Screen: Site of Service Anomaly Complete? Yes 
bone (eg, osteomyelitis or bossing); talus or calcaneus 

Most Recent February 2009 
RUC Meeting: 

Tab 19 Specialty Developing AOFAS, 
Recommendation: APMA, 

AAOS 

First September 2007 2007 Medicare 3,708 
Identified: Utilization Data: 

RUC Recommendation: 8.08 CPT Action? (if applicable): 

2007 Work RVU: 5.64 

2007 NF PE RVU: 7.5 

2007 Fac PE RVU:4.31 

2009 Work RVU: 5.64 

2009 NF PE RVU: 7.75 

2009 Fac PE RVU:4.06 

28122 Partial excision (craterizatlon, saucerization, sequestrectomy, or diaphysectomy) Global: 090 Issue: Foot Bone Resection Partial Screen: Site of Service Anomaly Complete? Yes 
bone (eg, osteomyelitis or bossing); tarsal or metatarsal bone, except talus or 
calcaneus 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 7.56 

Wednesday, May 27, 2009 

Tab 19 Specialty Developing AOFAS, First September 2007 2007 Medicare 10,204 
Recommendation: APMA, Identified: Utilization Data: 

AAOS 

CPT Action? (if applicable): 

Page 21 of 116 

2007 Work RVU: 7.56 

2007 NF PE RVU: 7.27 

2007 Fac PE RVU:5.17 

2009 Work RVU: 7.56 

2009 NF PE RVU: 7.95 

2009 Fac PE RVU:4.89 
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28124 Partial excision (craterlzatlon, saucerization, sequestrectomy, or diaphysectomy) Global: 090 Issu-e: Toe Removal 
bone (eg, osteomyelitis or bossing); phalanx of toe 

Most Recent September 2007 Tab 16 Specialty Developing APMA, First September 2007 2007 Medicare 13,992 
RUC Meeting: Recommendation: AAOS Identified: Utilization Data: 

RUC Recommendation: Remove 99238 CPT Action? (if applicable): 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 4.88 

2007 NF PE RVU: 5.46 

2007 Fac PE RVU:3.62 

2009 Work RVU: 4.88 

2009 NF PE RVU: 6.19 

2009 Fac PE RVU:3.47 

28296 Correction, hallux valgus (bunion), with or without sesamoldectomy; with 
metatarsal osteotomy (eg, Mitchell, Chevron, or concentric type procedures) 

Global: 090 Issue: Hallus Valgus Correction Screen: Site of Service Anomaly Complete? Yes 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 8.16 

Tab 23 Specialty Developing AAOS, First September 2007 2007 Medicare 17,881 
Recommendation: AOFAS, Identified: Utilization Data: 

APMA 

CPT Action? (if applicable): 

2007 Work RVU: 9.31 

2007 NF PE RVU: 8.54 

2007 Fac PE RVU:5.29 

2009 Work RVU: 8.16 

2009 NF PE RVU: 8.87 

2009 Fac PE RVU:5.08 

------------------- -------------------- ------. ---------------------- --------- -- ----------------------- - ---------· 

28298 Correction, hallux valgus (bunion), with or without sesamoidectomy; by phalanx Global: 090 Issue: Correction of Bunion 
osteotomy 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing APMA, 
Recommendation: AAOS 

First September 2007 2007 Medicare 2,105 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

28300 Osteotomy; calcaneus (eg, Dwyer or Chambers type procedure), with or without Global: 090 Issue: Osteotomy 
internal fixation 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing AAOS 
Recommendation: 

First September 2007 2007 Medicare 1 ,830 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

28310 Osteotomy, shortening, angular or rotational correction; proximal phalanx, first Global: 090 Issue: Osteotomy 
toe (separate procedure) 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing APMA, 
Recommendation: AAOS 

First September 2007 2007 Medicare 2,474 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 
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Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 8.01 

2007 NF PE RVU: 7.74 

2007 Fac PE RVU:4.91 

2009 Work RVU: 8.01 

2009 NF PE RVU: 8.67 

2009 Fac PE RVU:4.71 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 9.61 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.81 

2009 Work RVU: 9.61 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.38 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 5.48 

2007 NF PE RVU: 6.2 

2007 Fac PE RVU:3.53 

2009 Work RVU: 5.48 

2009 NF PE RVU: 6.96 

2009 Fac PE RVU:3.43 



.. 
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28725 Arthrodesis; subtalar 

Most Recent February 2009 
RUC Meeting: 

Tab 20 Specialty Developing AOFAS, 
Recommendation: APMA, 

AAOS 

Global: 090 Issue: Foot Arthrodesis 

First September 2007 2007 Medicare 2,709 
Identified: Utilization Data: 

RUC Recommendation: 11.97 CPT Action? (if ap~licable): 

28730 Arthrodesis, midtarsal or tarsometatarsal, multiple or transverse; 

Most Recent February 2009 
RUC Meeting: 

Tab 20 Specialty Developing AOFAS, 
Recommendation: APMA, 

AAOS 

Global: 090 Issue: Foot Arthrodesis 

First September 2007 2007 Medicare 1,610 
Identified: Utilization Data: 

RUC Recommendation: 12.21 CPT Action? (if applicable): 

287 40 Arthrodesis, midtarsal or tarsometatarsal, single joint Global: 090 Issue: Arthrodesis 

Most Recent September 2007 Tab 16 Specialty Developing AAOS First September 2007 2007 Medicare 1,792 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 11.97 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.93 

2009 Work RVU: 11.97 

2009 NF PE RVU: NA 

2009 Fac PE RVU:7.21 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 12.21 

2007 NF PE RVU: NA 

2007 Fac PE RVU:8.32 

2009 Work RVU: 12.21 

2009 NF PE RVU: NA 

2009 Fac PE RVU:8.02 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 9.09 

2007 NF PE RVU: 10.89 

2007 Fac PE RVU:6.37 

2009 Work RVU: 9.09 

2009 NF PE RVU: 10.74 

2009 Fac PE RVU:6.12 

28825 Amputation, toe; Interphalangeal joint Global: 090 Issue: Toe Amputation at IP Joint Screen: Site of Service Anomaly Complete? Yes 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 5.85 

29220 Strapping; low back 

Most Recent April 2008 
RUC Meeting: 

Tab 37 Specialty Developing AOFAS, First September 2007 2007 Medicare 8,700 
Recommendation: ACS, APMA, Identified: Utilization Data: 

AAOS, SVS 

CPT Action? (if applicable): 

Tab 57 Specialty Developing AAFP 
Recommendation: 

Global: 000 Issue: Strapping; low back 

First February 2008 2007 Medicare 10,116 
Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): October 2008 - Deleted 
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2007 Work RVU: 3.71 

2007 NF PE RVU: 7.04 

-
2007 Fac PE RVU:3.4 

2009 Work RVU: 5.85 

2009 NF PE RVU: 7.69 

2009 Fac PE RVU:3.95 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 0.64 

2007 NF PE RVU: 0.69 

2007 Fac PE RVU:0.38 

2009 Work RVU: 0.64 

2009 NF PE RVU: 0.67 

2009 Fac PE RVU:0.39 
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29805 Arthroscopy, shoulder, diagnostic, with or without synovial biopsy (separate 

procedure) 
Global: 090 Issue: Arthroscopy 

Most Recent April 2008 
RUC Meeting: 

Tab 51 Specialty Developing AAOS 
Recommendation: 

First NA 2007 Medicare 986 
Utilization Data: Identified: 

RUC Recommendation: No NF PE inputs CPT Action? (if applicable): 

29822 Arthroscopy, shoulder, surgical; debridement, limited Global: 090 Issue: Arthroscopy 

Most Recent February 2009 
RUC Meeting: 

Tab 26 Specialty Developing AAOS 
Recommendation: 

First October 2008 2007 Medicare 9,097 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

29827 Arthroscopy, shoulder, surgical; with rotator cuff repair Global: 090 Issue: Arthroscopy 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AAOS 
Recommendation: 

First October 2008 2007 Medicare 34,092 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

29830 Arthroscopy, elbow, diagnostic, with or without synovial biopsy (separate 
procedure) 

Global: 090 Issue: Arthroscopy 

Most Recent April 2008 
RUC Meeting: 

Tab 51 Specialty Developing AAOS 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: No NF PE inputs CPT Action? (if applicable): 

2007 Medicare 21 
Utilization Data: 

29840 Arthroscopy, wrist, diagnostic, with or without synovial biopsy (separate 
procedure) 

Global: 090 Issue: Arthroscopy 

Most Recent April 2008 
RUC Meeting: 

Tab 51 Specialty Developing AAOS 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: No NF PE inputs CPT Action? (if applicable): 
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2007 Medicare 76 
Utilization Data: 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 5.94 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.44 

2009 Work RVU: 5.94 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.04 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 7.49 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.43 

2009 Work RVU: 7.49 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.97 

Screen: CMS Fastest Growing Complete? Yes 

2007WorkRVU: 15.44 

2007 NF PE RVU: NA 

2007 Fac PE RVU:11.01 

2009 Work RVU: 15.44 

2009 NF PE RVU: NA 

2009 Fac PE RVU:-10.16 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 5.8 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.14 

2009 Work RVU: 5.8 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.79 

Screen: CMS Request- Practice 
Expense Revrew 

Complete? Yes 

2007 Work RVU: 5.59 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.16 

2009 Work RVU: 5.59 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.88 
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/ 

29870 Arthroscopy, knee, diagnostic, with or without synovial biopsy (separate 
procedure) 

Global: 090 Issue: Arthroscopy 

Most Recent April 2008 
RUC Meeting: 

Tab 51 Specialty Developing AAOS 
Recommendation: 

First NA 2007 Medicare 2,022 
Utilization Data: Identified: 

RUC Recommendation: Review October 2009 CPT Action? (if applicable): 

29888 Arthroscoplcally aided anterior cruclate ligament repair/augmentation or 
reconstruction 

Global: 090 Issue: ACL Repair 

Most Recent April 2008 
RUC Meeting: 

Tab 38 Specialty Developing AAOS 
Recommendation: 

First September 2007 2007 Medicare 1 ,430 
Identified: Utilization Data: 

RUC Recommendation: 14.14 CPT Action? (If applicable): 

29900 Arthroscopy, metacarpophalangeal joint, diagnostic, Includes synovial biopsy Global: 090 Issue: Arthroscopy 

Most Recent April 2008 
RUC Meeting: 

Tab 51 Specialty Developing AAOS 
Recommendation: 

First NA 2007 Medicare 3 
Utilization Data: Identified: 

RUC Recommendation: .No NF PE inputs CPT Action? (if applicable): 

30465 Repair of nasal vestibular stenosis (eg, spreader grafting, lateral nasal wall 
reconstruction) 

Global: 090 Issue: Repair Nasal Stenosis 

Most Recent September 2007 Tab 16 Specialty Developing AAO-HNS First September2007 2007Medicare 1,190 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

31571 Laryngoscopy, direct, with injection Into vocal cord(s), therapeutic; with 
operating microscope or telescope 

Global: 000 ·Issue: Laryngoscopy 

Most Recent September 2007 Tab 16 Specialty Developing AAO-HNS First September 2007 2007 Medicare 2,179 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (If applicable): 
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Screen: CMS Request - Practice 
Expense Review 

Complete? No 

2007 Work RVU: 5.11 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.72 

2009WorkRVU: 5.11 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.44 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 14.14 

2007 NF PE RVU: NA 

2007 Fac PE RVU:9.75 

2009 Work RVU: 14.14 

2009 NF PE RVU: NA 

2009 Fac PE RVU:9.23 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 5.74 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.6 

2009 Work RVU: 5.74 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.97 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 12.2 

2007 NF PE RVU: NA 

2007 Fac PE RVU: 11.58 

2009 Work RVU: 12.2 

2009 NF PE RVU: NA 

2009 Fac PE RVU:11.41 

---------- ----------------------------
Screen: Site of Service Anomaly 

(99238-0nly) 
Complete? Yes 

2007 Work RVU: 4.26 

2007 NF PE RVU: NA 

2007 Fac PE RVU:2.36 

2009 Work RVU: 4.26 

2009 NF PE RVU: NA 

2009 Fac PE RVU:2.08 
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31579 Laryngoscopy, flexible or rigid fiberoptlc, with stroboscopy 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AAO-HNS 
Recommendation: 

Global: 000 issue: Laryngoscopy 

First October 2008 2007 Medicare 36,423 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

-----------------------------------
31611 Construction of tracheoesophageal fistula and subsequent insertion of an 

alaryngeal speech prosthesis (eg, voice button, Blom.Singer prosthesis) 
Global: 090 Issue: Speech Prosthesis 

Most Recent February 2008 
RUC Meeting: 

TabS Specialty Developing AAO-HNS 
Recommendation: 

First September 2007 2007 Medicare 872 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

32663 Thoracoscopy, surgical; with lobectomy, total or segmental 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing STS 
Recommendation: 

Global: 090 issue: Thoracoscopy 

First October 2008 2007 Medicare 2,733 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

33213 Insertion or replacement of pacemaker pulse generator only; dual chamber Global: 090 Issue: Insertion of Pacemaker 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACC 
Recommendation: 

First October 2008 2007 Medicare 44,632 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 2.26 

2007 NF PE RVU: 3.5 

2007 Fac PE RVU:1.37 

2009 Work RVU: 2.26 

2009 NF PE RVU: 3.10 

2009 Fac PE RVU:1.27 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 5.92 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.92 

2009 Work RVU: 5.92 

2009 NF PE RVU: NA 

2009 Fac PE RVU:7.09 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 24.56 

2007 NF PE RVU: NA 

2007 Fac PE RVU:10.44 

2009 Work RVU: 24.56 

2009 NF PE RVU: NA 

2009 Fac PE RVU:10.23 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 6.36 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.87 

2009 Work RVU: 6.36 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.11 

33430 Replacement, mitral valve, with cardiopulmonary bypass Global: 090 Issue: .Cardiopulmonary Bypass Screen: High IWPUT Complete? Yes 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing STS, AATS First February 2008 2007 Medicare 8,815 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Remove from Screen CPT Action? (if applicable): 
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2007 Work RVU: 50.75 

2007 NF PE RVU: NA 

2007 Fac PE RVU:17.71 

2009 Work RVU: 50.75 

2009 NF PE RVU: NA 

2009 Fac PE RVU:19.31 

I ' 
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33863 Ascending aorta graft, with cardiopulmonary bypass, with or without valve 
suspension; with aortic root replacement using composite prosthesis and 
coronary reconstruction 

Global: 090 Issue: Aortic Graft 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing STS, AATS First February 2008 2007 Medicare 1,666 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Remove from Screen CPT Action? (if applicable): 

Screen: High IWPUT 

2007 Work RVU: 58.71 

2007 NF PE RVU: NA 

2007 Fac PE RVU:19.01 

Complete? Yes 

2009 Work RVU: 58.71 

2009 NF PE RVU: NA 

2009 Fac PE RVU:20.55 

35470 Translumlnal balloon angloplasty, percutaneous; tlbloperoneal trunk or 
branches, each vessel 

Global: 000 Issue: Transluminal Angioplasty Screen: CMS Fastest Growing Complete? No 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACC, ACR, First October 2008 2007 Medicare 25,187 
Recommendation: SIR Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

2007 Work RVU: 8.62 

2007 NF PE RVU: 81.78 

2007 Fac PE RVU:3.37 

2009 Work RVU: 8.62 

2009 NF PE RVU: 66.89 

2009 Fac PE RVU:3.53 

35471 Transluminal balloon angloplasty, percutaneous; renal or visceral artery Global: 000 Issue: Transluminal Angioplasty Screen: CMS Fastest Growing Complete? No 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACC, ACR, First 
Recommendation: SIR Identified: 

RUC Recommendation: Refer to CPT CPT Action? (If applicable): October 2009 

2007 Medicare 
Utilization Data: 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 10.05 

2009 NF PE RVU: 

2009 Fac PE RVU: 

35472 Translumlnal balloon angioplasty, percutaneous; aortic Global: 000 Issue: Transluminal Angioplasty Screen: CMS Fastest Growing Complete? No 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACC, ACR, First 
Recommendation: SIR Identified: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

2007 Medicare 
Utilization Data: 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 6.90 

2009 NF PE RVU: 

2009 Fac PE RVU: 

35473 Translumlnal balloon angloplasty, percutaneous; iliac Global: 000 Issue: Transluminal Angioplasty Screen: CMS Fastest Growing Complete? No 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACC, ACR, First 
Recommendation: SIR Identified: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 
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2007 Medicare 
Utilization Data: 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 6.03 

2009 NF PE RVU: 

2009 Fac PE RVU: 
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35474 Translumlnal balloon angloplasty, percutaneous; femoral-popliteal Global: 000 Issue: Transluminal Angioplasty Screen: CMS Fastest Growing Complete? No 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACC, ACR, First October 2008 2007 Medicare 65,721 
Recommendation: SIR Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

2007 Work RVU: 7.35 

2007 NF PE RVU: 80.7 

2007 Fac PE RVU:2.9 

2009 Work RVU: 7.35 

2009 NF PE RVU: 66.04 

2009 Fac PE RVU:3.05 

35475 Translumlnal balloon angloplasty, percutaneous; brachlocephalic trunk or 
branches, each vessel 

Global: 000 Issue: Transluminal Angioplasty Screen: CMS Fastest Growing Complete? No 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACC, ACR, First 
Recommendation: SIR Identified: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

2007 Medicare 
Utilization Data: 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 9.48 

2009 NF PE RVU: 

2009 Fac PE RVU: 

35476 Transluminal balloon angloplasty, percutaneous; venous Global: 000 Issue: Transluminal Angioplasty Screen: CMS Fastest Growing Complete? No 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACC, ACR, First 
Recommendation: SIR Identified: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

2007 Medicare 
Utilization Data: 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 6.03 

2009 NF PE RVU: 

2009 Fac PE RVU: 

35490 Translumlnal peripheral atherectomy, percutaneous; renal or other visceral artery Global: 000 Issue: Transluminal Arthrectomy Screen: High Volume Growth Complete? No 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing SIR, ACR, First April 2008 2007 Medicare 100 
Utilization Data: 

RUC Recommendation: Refer to CPT 

Recommendation: SVS Identified: 

CPT Action? (if applicable): Feb 09-Postponed to Oct 
2009 

2007 Work RVU: 11.06 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.11 

2009 Work RVU: 11.06 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.29 

35491 Translumlnal peripheral atherectomy, percutaneous; aortic Global: 000 Issue: Transluminal Arthrectomy Screen: High Volume Growth Complete? No 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing SIR, ACR, First April 2008 2007 Medicare 33 
Utilization Data: 

RUC Recommendation: Refer to CPT 

Wednesday, May 27, 2009 

Recommendation: SVS Identified: 

CPT Action? (if applicable): Feb 09-Postponed to Oct 
2009 
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2007 Work RVU: 7.6 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.46 

2009 Work RVU: 7.6 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.19 
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35492 Translumlnal peripheral atherectomy, percutaneous; iliac Global: 000 Issue: Transluminal Arthrectomy Screen: High Volume Growth Complete? No 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing SIR, ACR, First April2008 2007 Medicare 576 
Utilization Data: 

RUC Recommendation: Refer to CPT 

Recommendation: SVS Identified: 

CPT Action? (if applicable): Feb 09-Postponed to Oct 
2009 

2007 Work RVU: 6.64 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.3 

2009 Work RVU: 6.64 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.31 

35493 Transluminal peripheral atherectomy, percutaneous; femoral-popliteal Global: 000 Issue: Transluminal Arthrectomy Screen: High Volume Growth Complete? No 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing SIR, ACR, First February 2008 2007 Medicare 23,892 

RUC Recommendation: Refer to CPT 

Recommendation: SVS Identified: Utilization Data: 

CPT Action? (if applicable): Feb 09-Postponed to Oct 
2009 

2007 Work RVU: 8.09 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.89 

2009 Work RVU: 8.09 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.01 

35494 Transluminal peripheral atherectomy, percutaneous; brachiocephalic trunk or 
branches, each vessel 

Global: 000 Issue: Transluminal Arthrectomy Screen: High Volume Growth Complete? No 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing SIR, ACR, First April 2008 2007 Medicare 253 
Utilization Data: 

RUC Recommendation: Refer to CPT 

Recommendation: SVS Identified: 

CPT Action? (if applicable): Feb 09-Postponed to Oct 
2009 

2007 Work RVU: 10.42 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.64 

2009 Work RVU: 10.42 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.00 

------------
35495 Transluminal peripheral atherectomy, percutaneous; tlbioperoneal trunk and 

branches 
Global: 000 Issue: Transluminal Arthrectomy Screen: High Volume Growth Complete? No 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing SIR, ACR, First February 2008 2007 Medicare 12,067 

RUC Recommendation: Refer to CPT 

Recommendation: SVS Identified: Utilization Data: 

CPT Action? (if applicable): Feb 09-Postponed to Oct 
2009 

36145 Introduction of needle or intracatheter; arteriovenous shunt created for dialysis Global: XXX 
(cannula, fistula, or graft) 

Issue: Arteriovenous Shunt 
Imaging 

Most Recent April 2009 
RUC Meeting: 

Tab 9 

RUC Recommendation: Deleted from CPT 

Wednesday, May 27, 2009 

Specialty Developing 
Recommendation: 

First February 2008 2007 Medicare 254,702 
Identified: Utilization Data: 

CPT Action? (if applicable): Feb 09-Deleted 
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2007 Work RVU: 9.48 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.45 

2009 Work RVU: 9.48 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.51 

Screen: Codes Reported Together Complete? Yes· 

2007 Work RVU: 2.01 

2007 NF PE RVU: 11.87 

2007 Fac PE RVU:0.64 

2009 Work RVU: 2.01 

2009 NF PE RVU: 10.81 

2009 Fac PE RVU:0.69 



Status Report: CMS Requests and Five-Year Review ID WG Issues 
36147 Introduction of needle and/or catheter, arteriovenous shunt created for dialysis Global: XXX 

(graft/fistula); Initial acess, with complete radiological evaluation of dialysis 
access, Including fluoroscopy, Image documentation and report (Includes 
access of shunt, lnjectlon(s) of contrast, and all necessary Imaging from the 
arterial anastomosis and adjacent artery through entire venous outflow Including 
the inferior or superior vena cava) 

Issue: Arteriovenous Shunt 
Imaging 

Most Recent April 2009 
RUC Meeting: 

Tab 09 Specialty Developing SVS, SIR, First February 2008 2007 Medicare 
Recommendation: ACR Identified: Utilization Data: 

RUC Recommendation: 3.72 CPT Action? (If applicable): October 2008 

36148 Introduction of needle and/or catheter, arteriovenous shunt created for dialysis Global: XXX Issue: Arteriovenous Shunt 
Imaging (graft/fistula); additional access for therapeutic intervention 

Most Recent April 2009 
RUC Meeting: 

Tab 09 Specialty Developing SVS, SIR, 
Recommendation: ACR 

First February 2008 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: 1.00 CPT Action? (if applicable): October 2008 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

------- -- ----- - - ---- -- ---- --- -- - ----- ----
36248 Selective catheter placement, arterial system; additional second order, third Global: ZZZ Issue: Catheter Placement 

order, and beyond, abdominal, pelvic, or lower extremity artery branch, within a 
vascular family (List In addition to code for Initial second or third order vessel as 
appropriate) 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACR, SIR 
Recommendation: 

First October 2008 2007 Medicare 22,331 
lc:tentified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

36481 Percutaneous portal vein catheterization by any method 

Most Recent February 2009 
RUC Meeting: 

Tab 21 Specialty Developing ACR, SIR 
Recommendation: 

Global: 000 Issue: lnterventfonal Radiology 

First NA 
Identified: 

Procedures 

2007 Medicare 1 ,001 
Utilization Data: 

RUC Recommendation: New PE Inputs CPT Action? (If applicable): 
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Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.01 

2007 NF PE RVU: 3.81 

2007 Fac PE RVU:0.35 

2009 Work RVU: 1.01 

2009 NF PE RVU: 3.36 

2009 Fac PE RVU:0.39 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 6.98 

2007 NF PE RVU: NA 

2007 Fac PE RVU:2.46 

2009 Work RVU: 6.98 

2009 NF PE RVU: 3.83 

2009 Fac PE RVU:NA 
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36516 Therapeutic apheresls; with extracorporeal selective adsorption or selective 
filtration and plasma relnfuslon 

Global: 000 Issue: Therapeutic Apheresis 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACP, ASH 
Recommendation: 

First October 2008 2007 Medicare 1,018 
Identified: Utilization Data: 

RUC Recommendation: CPT Assistant Article CPT Action? (if applicable): CPT Asststant- Aug 2009 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.22 

2007 NF PE RVU: 75.37 

2007 Fac PE RVU:0.46 

2009 Work RVU: 1.22 

2009 NF PE RVU: 56.63 

2009 Fac PE RVU:0.41 

36820 Arteriovenous anastomosis, open; by forearm vein transposition Global: 090 Issue: Arteriovenous Procedures Screen: Site of Service Anomaly Complete? Yes 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 14.39 

Tab 27 Specialty Developing SVS, ACS 
Recommendation: 

First September 2007 2007 Medicare 2,709 
Identified: Utilization Data: 

CPT Action? (if applicable): 

2007 Work RVU: 14.39 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.11 

2009 Work RVU: 14.39 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.71 

36821 Arteriovenous anastomosis, open; direct, any site (eg, Cimino type) (separate 
procedure) 

Global: 090 Issue: Arteriovenous Procedures Screen: Site of Service Anomaly Complete? Yes 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 12.00 

Tab 39 Specialty Developing ACS, SVS 
Recommendation: 

First September 2007 2007 Medicare 34,649 
Identified: Utilization Data: 

CPT Action? (If applicable): 

2007 Work RVU: 9.15 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.49 

2009 Work RVU: 12 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.96 

36825 Creation of arteriovenous fistula by other than direct arteriovenous anastomosis Global: 090 Issue: Arteriovenous Procedures Screen: Site of Service Anomaly Complete? Yes 
(separate procedure); autogenous graft 

Most Recent February 2009 
RUC Meeting: 

Tab 22 Specialty Developing ACS, SVS 
Recommendation: 

First September 2007 2007 Medicare 5,401 
Identified: Utilization Data: 

RUC Recommendation: 15.00 CPT Action? (if applicable): 

36834 Plastic repair of arteriovenous aneurysm (separate procedure) Global: 090 Issue: Aneurysm Repair 

Most Recent September 2007 Tab 16 Specialty Developing AVA, ACS First September 2007 2007 Medicare 1 ,942 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): February 2009- Deleted 
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2007 Work RVU: 1 0 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.87 

2009 Work RVU: 10 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.56 

Screen: Site of Service Anomaly Complete? Yes 

2007WorkRVU: 11.11 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.68 

2009 Work RVU: 11.11 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.50 
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36870 Thrombectomy, percutaneous, arteriovenous fistula, autogenous or Global: 090 Issue: Thrombectomy 
nonautogenous graft (includes mechanical thrombus extraction and intra-graft 
thrombolysis) 

Most Recent September 2007 Tab 16 Specialty Developing SIR First September 2007 2007 Medicare 51 ,491 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

37183 Revision of trans venous intrahepatic portosystemlc shunt(s) (TIPS) (Includes 
venous access, hepatic and portal vein catheterization, portography with 
hemodynamic evaluation, Intrahepatic tract recanulization/dilatation, stent 
placement and all associated imaging guidance and documentation) 

Global: 000 Issue: lnterventional Radiology 
Procedures 

Most Recent February 2009 
RUC Meeting: 

Tab 21 Specialty Developing ACR, SIR 
Recommendation: 

First NA 2007 Medicare 584 
Utilization Data: Identified: 

RUC Recommendation: PE Recommendations CPT Action? (if applicable): 

37609 Ligation or biopsy, temporal artery Global: 010 issue: Ligation 

Most Recent September 2007 Tab 16 Specialty Developing SVS, ACS First September 2007 2007 Medicare 22,432 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

37760 Ligation of per1orator veins, subfasclal, radical (Linton type), with or without skin Global: 090 Issue: Perorator Vein Ligation 
graft, open 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 10.69 

Tab 10 Specialty Developing SVS, ACS 
Recommendation: 

First September 2007 2007 Medicare 1,777 
Identified: Utilization Data: 

CPT Action? (if applicable): February 2009 

37761 Ligation of per1orator veln(s), subfasclal, open, includes ultrasound guidance, 
when per1ormed; one leg 

Global: 090 Issue: Perforator Vein Ligation 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 9.00 

Wednesday, May 27, 2009 

Tab 10 Specialty Developing SVS, ACS 
Recommendation: 

First 
Identified: 

CPT Action? (if applicable): 
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2007 Medicare 
Utilization Data: 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 5.17 

2007 NF PE RVU: 49.54 

2007 Fac PE RVU:2.99 

2009 Work RVU: 5.17 

2009 NF PE RVU: 43.62 

2009 Fac PE RVU:2.94 

Screen: CMS Request - Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 7.99 

2007 NF PE RVU: NA 

2007 Fac PE RVU:2.89 

2009 Work RVU: 7.99 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.32 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 3.02 

2007 NF PE RVU: 4.43 

2007 Fac PE RVU:1.93 

2009 Work RVU: 3.02 

2009 NF PE RVU: 4.27 

2009 Fac PE RVU:1.89 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 10.69 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.14 

2009 Work RVU: 10.69 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.87 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 
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37765 Stab phlebectomy of varicose veins, one extremity; 10-20 stab Incisions Global: 090 Issue: Stab Phlebectomy 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing ACS 
Recommendation: 

First February 2008 2007 Medicare 10,055 
Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

37766 Stab phlebectomy of varicose veins, one extremity; more than 20 incisions Global: 090 Issue: Stab Phlebectomy 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing ACS 
Recommendation: 

First February 2008 2007 Medicare 6,417 
Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

37785 Ligation, division, and/or excision of varicose vein cluster(s), one leg Global: 090 Issue: Ligation 

Most Recent September 2007 Tab 16 Specialty Developing APMA, SVS, First September 2007 2007 Medicare 2,896 
RUC Meeting: Recommendation: ACS Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (If applicable): 

38542 Dissection, deep jugular node(s) 

Most Recent April 2008 
RUC Meeting: 

Tab 40 Specialty Developing ACS, AAO-
Recommendation: HNS 

Global: 090 Issue: Jugular Node Dissection 

First September 2007 2007 Medicare 1,058 
Identified: Utilization Data: 

RUC Recommendation: 7.85 CPT Action? (If applicable): 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? No 

2007 Work RVU: 7.63 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.36 

2009 Work RVU: 7.63 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.93 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? No 

2007 Work RVU: 9.58 

2007 NF PE RVU: NA 

2007 Fac PE RYU:5.01 

2009 Work RVU: 9.58 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.54 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 3.87 

2007 NF PE RVU: 5.12 

2007 Fac PE RVU:2.69 

2009 Work RVU: 3.87 

2009 NF PE RVU: 4.96 

2009 Fac PE RVU:2.63 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 6.08 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.3 

2009 Work RVU: 7.85 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.49 

38571 Laparoscopy, surgical; with bilateral total pelvic lymphadenectomy Global: 010 Issue: Laparoscopic Procedures Screen: CMS Fastest Growing Complete? No 

Most Recent October '2008 
RUC Meeting: 

Tab 26 Specialty Developing AUA 
Recommendation: 

First October 2008 2007 Medicare 3,848 
Identified: Utilization Data: 

RUC Recommendation: Review SS pian at Oct 2009 Five-Year CPT Action? (if applicable): 
Review Identification Workgroup 
Meeting · 
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2007 Work RVU: 14.7 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.97 

2009 Work RVU: 14.7 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.97 
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42145 Palatopharyngoplasty (eg, uvulopalatopharyngoplasty, uvulopharyngoplasty) Global: 090 Issue: Palatopharyngoplasty 

Most Recent April 2008 
RUC·Meeting: 

RUC Recommendation: 9.63 

Tab 41 Specialty Developing AAO-HNS 
Recommendation: 

First September 2007 2007 Medicare 2,226 
Identified: Utilization Data: 

CPT Action? (if applicable): 

42415 Excision of parotid tumor or parotid gland; lateral lobe, with dissection and 
preservation of facial nerve 

Global: 090 Issue: Parotid Tumor Excision 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 17.99 

Tab 23 Specialty Developing ACS, AAO- First September 2007 2007 Medicare 4,504 
Recommendation: HNS Identified: Utilization Data: 

CPT Action? (if applicable): 

42420 Excision of parotid tumor or parotid gland; total, with dissection and 
preservation of facial nerve 

Global: 090 Issue: Parotid Tumor Excision 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 20.87 

Tab 23 Specialty Developing ACS, AAO- First September 2007 2007 Medicare 1,565 
Recommendation: HNS Identified: Utilization Data: 

CPT Action? (if applicable): 

42440 Excision of submandibular (submaxillary) gland Global: 090 Issue: Submandibular Gland 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 7.05 

Excision 

Tab 31 Specialty Developing AAO-HNS, First September 2007 2007 Medicare 2,291 
Recommendation: ACS Identified: Utilization Data: 

CPT Action? (if applicable): 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 9.63 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.33 

2009 Work RVU: 9.63 

2009 NF PE RVU: NA 

2009 Fac PE RVU:7.55 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 17.99 

2007 NF PE RVU: NA 

2007 Fac PE RVU:10.11 

2009 Work RVU: 17.99 

2009 NF PE RVU: NA 

2009 Fac PE RVU:9.50 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 20.87 

2007 NF PE RVU: NA 

2007 Fac PE RVU:11.46 

2009 Work RVU: 20.87 

2009 NF PE RVU: NA 

2009 Fac PE RVU:10.63 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 7.05 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.48 

2009 Work RVU: 7.05 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.42 

43236 Upper gastrointestinal endoscopy including esophagus, stomach, and either the Global: 000 Issue: Gastrointestinal Endoscopy Screen: CMS Fastest Growing Complete? No 
duodenum and/or jejunum as appropriate; with directed submucosal injection(s), 
any substance 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACG, AGA, First October 2008 2007 Medicare 10,475 
Recommendation: ASGE Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): CPT Assistant -April 2009 
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2007 Work RVU: 2.92 

2007 NF PE RVU: 6.47 

2007 Fac PE RVU:1.33 

2009 Work RVU: 2.92 

2009 NF PE RVU: 6.50 

2009 Fac PE RVU: 1.58 
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43242 Upper gastro-Intestinal endoscopy Including esophagus, stomach, and either the Global: 000 Issue: Gastrointestinal Endoscopy Screen: CMS Fastest Growing Complete? No 
duodenum and/or jejunum as appropriate; with transendoscoplc ultrasound-
guided Intramural or transmural fine needle aspiratlon/biopsy(s) (Includes 
endoscopic ultrasound examination of the esophagus, stomach, and either the 
duodenum and/or jejunum as appropriate) 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACG, AGA, First October 2008 2007 Medicare 16,598 
Recommendation: ASGE Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): CPT Assistant- March 2009 

2007 Work RVU: 7.3 

2007 NF PE RVU: NA 

2007 Fac PE RVU:2.98 

2009 Work RVU: 7.3 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.55 

43259 Upper gastrointestinal endoscopy Including esophagus, stomach, and either the Global: 000 Issue: Gastrointestinal Endoscopy Screen: CMS Fastest Growing Complete? No 
duodenum and/or jejunum as appropriate; with endoscopic ultrasound 
examination, Including the esophagus, stomach, and either the duodenum 
and/or jejunum as appropriate 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACG, AGA, First October 2008 2007 Medicare 24,100 
Recommendation: ASGE Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): CPT Assistant· March 2009 

44205 Laparoscopy, surgical; colectomy, partial, with removal of terminal Ileum with 
Ileocolostomy 

Global: 090 Issue: Laproscopic Procedures 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACS, ASCRS First October 2008 2007 Medicare 8,458 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

44207 Laparoscopy, surgical; colectomy, partial, with anastomosis, with 
coloproctostomy (low pelvic anastomosis) 

Global: 090 Issue: Laproscopic Procedures 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACS, ASCRS First February 2008 
Recommendation: Identified: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

2007 Medicare 4,939 
Utilization Data: 

44970 Laparoscopy, surgical, appendectomy Global: 090 Issue: Laproscopic Procedures 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACS 
Recommendation: 

First October 2008 
Identified: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 
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2007 Medicare 13,519 
Utilization Data: 

2007WorkRVU: 5.19 

2007 NF PE RVU: NA 

2007 Fac PE RVU:2.17 

2009 Work RVU: 5.19 

2009 NF PE RVU: NA 

2009 Fac PE RVU:2.60 

----------·--- -------
Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 22.86 

2007 NF PE RVU: NA 

2007 Fac PE RVU:8.6 

2009 Work RVU: 22.86 

2009 NF PE RVU: NA 

2009 Fac PE RVU:8.36 

Screen: CMS Fastest Growing Complete? Yes 

2007WorkRVU: 31.79 

2007 NF PE RVU: NA 

2007 Fac PE RVU:11.17 

2009 Work RVU: 31.79 

2009 NF PE RVU: NA 

2009 Fac PE RVU:10.87 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 9.35 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.11 

2009 Work RVU: 9.35 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.27 
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45170 Excision of rectal tumor, transanal approach 

Most Recent February 2009 
RUC Meeting: 

Tab 11 Specialty Developing ACS, 
Recommendation: ASCRS, 

ASGS 

Global: 090 Issue: Rectal Tumor Excision 

First September 2007 2007 Medicare 6,536 
Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): October 2008 - Deleted 

4S171 Excision of rectal tumor, transanal approach; not Including muscularis propria Global: Issue: Rectal Tumor Excision 
(le, partial thickness) 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 8.00 

Tab 11 Specialty Developing ACS, First September 2007 2007 Medicare 
Recommendation: ASCRS, Identified: Utilization Data: 

ASGS 

CPT Action? (if applicable): 

45172 Including muscularis propria (le, full thickness) Global: Issue: Rectal Tumor Excision 
(For destruction of rectal tumor, transanal approach see 45190) 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 12.00 

Tab 11 Specialty Developing ACS, First September 2007 2007 Medicare 
Recommendation: ASCRS, Identified: Utilization Data: 

ASGS 

CPT Action? (if applicable): 

45381 Colonoscopy, flexible, proximal to splenic flexure; with directed submucosal 
lnjection(s), any substance 

Global: 000 Issue: Colonoscopy 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACG, AGA, First October 2008 2007 Medicare 39,370 
Recommendation: ASGE Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): CPT Assistant- March 2009 

46200 Fissurectomy, with or without sphincterotomy 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing ACS 
Recommendation: 

Global: 090 Issue: Fissurectomy 

First September 2007 2007 Medicare 1 ,806 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (If applicable): 
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Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 12.48 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.28 

2009 Work RVU: 12.48 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.47 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 4.19 

2007 NF PE RVU: 7.26 

2007 Fac PE RVU:1.79 

2009 Work RVU: 4.19 

2009 NF PE RVU: 7.45 

2009 Fac PE RVU:2.08 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 3.48 

2007 NF PE RVU: 4.46 

2007 Fac PE RVUi3.08 

2009 Work RVU: 3.48 

2009 NF PE RVU: 5.63 

2009 Fac PE RVU:3.51 

.----------
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47382 Ablation, one or more liver tumor(s), percutaneous, radlofrequency 

Most Recent October 2008 
RUC Meeting: 

Tab 13 Specialty Developing ACR, SIR 
Recommendation: 

Global: 010 Issue: lnterventional Radiology 

First NA 
Identified: 

Procedures 

2007 Medicare 1 ,520 
Utilization Data: 

RUC Recommendation: New PE Inputs CPT Action? (if applicable): 

47490 Percutaneous cholecystostomy 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

Global: 090 Issue: Cholecystostomy 

First October 2008 2007 Medicare 5,513 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT and recommend 000 day CPT Action? (if applicable): June 2009 
global 

47525 Change of percutaneous biliary drainage catheter 

Most Recent October 2008 
RUC Meeting: 

Tab 14 Specialty Developing ACR, SIR 
Recommendation: 

Global: 010 Issue: Change Biliary Drainage 
Catheter 

First February 2008 2007 Medicare 10,611 
Identified: Utilization Data: 

RUC Recommendation: 1.54 CPT Action? (If applicable): 

48102 Biopsy of pancreas, percutaneous needle 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing SIR 
Recommendation: 

Global: 000 Issue: Percutaneous Needle 
Biopsy 

First September 2007 2007 Medicare 3,293 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 15.19 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.83 

2009 Work RVU: 15.19 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.64 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 8.05 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.32 

Screen: High IWPUT 

2007 Work RVU: 5.55 

2007 NF PE RVU: 14.8 

2007 Fac PE RVU:2.67 

2009 Work RVU: 8.05 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.59 

Complete? Yes 

2009 Work RVU: 1.54 

2009 NF PE RVU: 11.98 

2009 Fac PE RVU:1.35 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 4.68 

2007 NF PE RVU: 8.21 

2007 Fac PE RVU:1.85 

2009 Work RVU: 4.68 

2009 NF PE RVU: 9.28 

2009 Fac PE RVU:2.06 

49420 Insertion of intraperitoneal cannula or catheter for drainage or dialysis; temporary Global: 000 Issue: Insertion of Intraperitoneal Screen: Site of Service Anomaly Complete? No 

Most Recent April 2008 
RUC Meeting: 

Tab 43 Specialty Developing ACS 
Recommendation: 

First April 2008 
Identified: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 
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Cannula or Catheter 

2007 Medicare 4,931 
Utilization Data: 

2007 Work RVU: 2.22 

2007 NF PE RVU: NA 

2007 Fac PE RVU: 1.11 

2009 Work RVU: 2.22 

2009 NF PE RVU: NA 

2009 Fac PE RVU:1.18 
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49421 Insertion of intraperitoneal cannula or catheter for drainage or dialysis; 

permanent 
Global: 000 Issue: Insertion of Intraperitoneal Screen: Site of Service Anomaly Complete? No 

Most Recent April 2008 
RUC Meeting: 

Tab 43 Specialty Developing ACS 
Recommendation: 

Cannula or Catheter 

First September 2007 2007 Medicare 6,908 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

49507 Repair Initial inguinal hernia, age 5 years or older; incarcerated or strangulated Global: 090 Issue: Hernia Repair 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 9.97 

Tab 24 Specialty Developing ACS 
Recommendation: 

First September 2007 2007 Medicare 11,912 
Identified: Utilization Data: 

CPT Action? (If applicable): 

49521 Repair recurrent inguinal hernia, any age; incarcerated or strangulated Global: 090 Issue: Hernia Repair 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 12.36 

Tab 24 Specialty Developing ACS 
Recommendation: 

First September 2007 2007 Medicare 2,961 
Identified: Utilization Data: 

CPT Action? (if applicable): 

49587 Repair umbilical hernia, age 5 years or older; incarcerated or strangulated Global: 090 Issue: Hernia Repair 

Most Recent February 2009 
RUC Meeting: . 

Tab 24 Specialty Developing ACS 
Recommendation: 

First September 2007 2007 Medicare 9,146 
Identified: Utilization Data: 

RUC Recommendation: 7.96 CPT Action? (if applicable): 

50200 Renal biopsy; percutaneous, by trocar or needle 

Most Recent October 2008 
RUC Meeting: 

Tab 13 Specialty Developing ACR, SIR 
Recommendation: 

Global: 000 Issue: lnterventional Radiology 

First NA 
Identified: 

Procedures 

2007 Medicare 25,734 
Utilization Data: 

RUC Recommendation: New PE Inputs CPT Action? (if applicable): 
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2007 Work RVU: 5.87 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.15 

2009 Work RVU: 5.87 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.20 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 9.97 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.46 

2009 Work RVU: 9.97 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.56 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 12.36 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.18 

2009 Work RVU: 12.36 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.19 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 7.96 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.77 

2009 Work RVU: 7.96 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.91 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 2.63 

2007 NF PE RVU: NA 

2007 Fac PE RVU: 1.24 

2009 Work RVU: 2.63 

2009 NF PE RVU: NA 

2009 Fac PE RVU:1.27 

------------- -- --- ------- -- -----
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50542 Laparoscopy, surgical; ablation of renal mass leslon(s) 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AUA 
Recommendation: 

Global: 090 Issue: Laproscopic Procedures 

First October 2008 
Identified: 

2007 Medicare 1,147 
Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

50548 Laparoscopy, surgical; nephrectomy with total ureterectomy 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AUA 
Recommendation: 

Global: 090 Issue: Laproscopic Procedures 

First October 2008 2007 Medicare 1,273 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (If applicable):_ 

50605 Ureterotomy for Insertion of Indwelling stent, all types 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AUA 
Recommendation: 

Global: 090 Issue: Ureterotomy 

First October 2008 2007 Medicare 2,435 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): CPT Assistant - July 2009 

51040 Cystostomy, cystotomy with drainage Global: 090 Issue: Cystostomy 

Most Recent September 2007 Tab 16 Specialty Developing AUA First September 2007 2007 Medicare 5,942 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

51102 Aspiration of bladder; with Insertion of suprapubic catheter 

Most Recent April 2008 
RUC Meeting: 

Tab 45 Specialty Developing AUA 
Recommendation: 

Global: 010 Issue: Urological Procedures 

First September 2007 2007 Medicare 14,289 
Identified: Utilization Data: 

RUC Recommendation: 2.70 CPT Action? (if applicable): 
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Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 21.18 

2007 NF PE RVU: NA 

2007 Fac PE RVU:8.93 

2009 Work RVU: 21.18 

2009 NF PE RVU: NA 

2009 Fac PE RVU:10.95 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 25.26 

2007 NF PE RVU: NA 

2007 Fac PE RVU:9.99 

2009 Work RVU: 25.26 

2009 NF PE RVU: NA 

2009 Fac PE RVU:12.05 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 16.66 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.06 

2009 Work RVU: 16.66 

2009 NF PE RVU: NA 

2009 Fac PE RVU:7.84 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 4.43 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.01 

2009 Work RVU: 4.43 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.55 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 2.7 

2009 NF PE RVU: 3.72 

2009 Fac PE RVU: 1.38 
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51726 Complex cystometrogram (eg, calibrated electronic equipment) Global: 000 Issue: Urodynamic Studies 

Most Recent April 2009 
RUC Meeting: 

Tab 16 Specialty Developing AUA, ACOG First February 2008 2007 Medicare 215,620 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: 1.71 CPT Action? (if applicable): February 2009 

51727 Complex cystometrogram (le, calibrated electronic equipment); with urethral 
pressure profile studies (le, urethral closure pressure profile), any technique 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 2.11 

Tab 16 Specialty Developing AUA, ACOG First 
Recommendation: Identified: 

CPT Action? (if applicable): 

51728 Complex cystometrogram (le, calibrated electronic equipment); with voiding 
pressure studies (le, bladder voiding pressure), any technique 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 2.11 

Tab 16 Specialty Developing AUA, ACOG First 
Recommendation: Identified: 

CPT Action? (if applicable): 

51729 Complex cystometrogram (le, calibrated electronic equipment); with voiding 
pressure studies (le, bladder voiding pressure), and urethral pressure profile 
studies (le, urethral closure pressure profile), any technique 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 2.51 

Tab 16 Specialty Developing AUA, ACOG First 
Recommendation: Identified: 

CPT Action? (if applicable): 

51772 Urethral pressure profile studies (UPP) (urethral closure pressure profile), any 
technique 

Global: 000 Issue: Urodynamic Studies 

2007 Medicare 
Utilization Data: 

Global: 000 Issue: Urodynal'nic Studies 

2007 Medicare 
Utilization Data: 

Global: 000 Issue: Urodynamic Studies 

2007 Medicare 
Utilization Data: 

Global: 000 Issue: Urodynamic Studies 

Most Recent April 2009 
RUC Meeting: 

Tab 16 Specialty Developing AUA 
Recommendation: 

First February 2008 2007 Medicare 90,434 
Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (If applicable): February 2009- Deleted 
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Screen: Codes Reported Together Complete? Yes 

2007WorkRVU: 1.71 

2007 NF PE RVU: 6.82 

2007 Fac PE RVU:0.59 

2009 Work RVU: 1.71 

2009 NF PE RVU: 6.47 

2009 Fac PE RVU:0.66 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: Codes Reported Together I Complete? Yes 
CMS Fastest Growing 

2007 Work RVU: 1.61 

2007 NF PE RVU: 4.89 

2007 Fac PE RVU:0.55 

2009 Work RVU: 1.61 

2009 NF PE RVU: 4.57 

2009 Fac PE RVU:0.58 
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51795 Voiding pressure studies (VP); bladder voiding pressure, any technique Global: ooo Issue: Urology Studies 

Most Recent February 2008 
RUC Meeting: 

/ 

Tab S Specialty Developing 
Recommendation: 

First February 2008 2007 Medicare 170,390 
Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): February 2009- Deleted 

51797 Voiding pressure studies (VP); Intra-abdominal voiding pressure (AP) (rectal, Global: ZZZ Issue: Urology Studies 
gastric, Intraperitoneal) (List separately in addition to code for primary procedure) 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing 
Recommendation: 

First February 2008 2007 Medicare 152,742 
Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): February 2009 - Revised 

52214 Cystourethroscopy, with fulguration (Including cryosurgery or laser surgery) of Global: 000 
trigone, bladder neck, prostatic fossa, urethra, or periurethral glands 

Most Recent October 2008 
RUC Meeting: 

Tab 15 Specialty Developing AUA 
Recommendation: 

First June 2008 
Identified: 

Issue: Cystourethroscopy 

2007 Medicare 27,914 
Utilization Data: 

RUC Recommendation: CPT Assistant; Review September 
2011 

CPT Action? (if applicable): CPT Assistant- Sept 2009 

52224 Cystourethroscopy, with fulguration (Including cryosurgery or laser surgery) or Global: 000 Issue: Cystourethroscopy 
treatment of MINOR (less than 0.5 em) leslon(s) with or without biopsy 

Most Recent October 2008 
RUC Meeting: 

Tab 15 Specialty Developing AUA 
Recommendation: 

First February 2008 2007 Medicare 50,310 
Identified: Utilization Data: 

RUC Recommendation: CPT Assistant; Review September 
2011 

CPT Action? (if applicable): CPT Assistant - Sept 2009 

52341 Cystourethroscopy; with treatment of ureteral stricture (eg, balloon dilation, 
laser, electrocautery, and incision) 

Global: 000 Issue: Urological Procedures 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 5.35 

Wednesday, May 27, 2009 

Tab 45 Specialty Developing AUA 
Recommendation: 

First April 2008 
Identified: 

CPT Action? (if applicable): 

Page41 of116 

2007 Medicare 1 ,953 
Utilization Data: 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 1.53 

2007 NF PE RVU: 6.63 

2007 Fac PE RVU:0.52 

2009 Work RVU: 1.53 

2009 NF PE RVU: 6.19 

2009 Fac PE RVU:0.58 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 1.6 

2007 NF PE RVU: 5 

2007 Fac PE RVU:0.55 

2009 Work RVU: 0.8 

2009 NF PE RVU: 2.89 

2009 Fac PE RVU:0.37 

Screen: High Volume Growth Complete? No 

2007 Work RVU: 3.7 

2007 NF PE RVU: 33.55 

2007 Fac PE RVU:1.47 

2009 Work RVU: 3.7 

2009 NF PE RVU: 12.58 

2009 Fac PE RVU:2.36 

Screen: High Volume Growth Complete? No -

2007 Work RVU: 3.14 

2007 NF PE RVU: 32.11 

2007 Fac PE RVU:1.28 

2009 Work RVU: 3.14 

2009 NF PE RVU: 20.22 

2009 Fac PE RVU:1.57 

Screen: Site of Service Anomaly Complete? Yes 

2007WorkRVU: 6.11 

2007 NF PE RVU: NA 

2007 Fac PE RVU:2.44 

2009 Work RVU: 5.35 

2009 NF PE RVU: NA 

2009 Fac PE RVU:2.75 
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52342 Cystourethroscopy; with treatment of ureteropelvic junction stricture (eg, balloon Global: 000 Issue: Urological Procedures 
dilation, laser, electrocautery, and Incision) 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 5.85 

Tab 45 Specialty Developing AUA 
Recommendation: 

First April 2008 
Identified: 

CPT Action? (if applicable): 

2007 Medicare 314 
Utilization Data: 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 6.61 

2007 NF PE RVU: NA 

2007 Fac PE RVU:2.59 

2009 Work RVU: 5.85 

2009 NF PE RVU: NA 

2009 Fac PE RVU:2.96 

---------- ----·-----·------ ---- - ------------------------ -- -· 

52343 Cystourethroscopy; with treatment of Intra-renal stricture (eg, balloon dilation, Global: 000 Issue: Urological Procedures 
laser, electrocautery, and incision) 

Most Recent April 2008 
RUC Meeting: 

Tab 45 Specialty Developing AUA 
Recommendation: 

First April 2008 
Identified: 

RUC Recommendation: 6.55 CPT Action? (If applicable): 

2007 Medicare 33 
Utilization Data: 

52344 Cystourethroscopy with ureteroscopy; with treatment of ureteral stricture (eg, 
balloon dilation, laser, electrocautery, and incision) 

Global: 000 Issue: Urological Procedures 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 7.05 

Tab 45 Specialty Developing AUA 
Recommendation: 

First September 2007 2007 Medicare 2,440 
Identified: Utilization Data: 

CPT Action? (if applicable): 

52345 Cystourethroscopy with ureteroscopy; with treatment of ureteropelvic junction Global: 000 Issue: Urological Procedures 
stricture (eg, balloon dilation, laser, electrocautery, and Incision) 

Most Recent April 2008 
RUC Meeting: 

Tab 45 Specialty Developing AUA 
Recommendation: 

First April 2008 
Identified: 

RUC Recommendation: 7.55 CPT Action? (if applicable): 

2007 Medicare 473 
Utilization Data: 

52346 Cystourethroscopy with ureteroscopy; with treatment of Intra-renal stricture (eg, Global: 000 Issue: Urological Procedures 
balloon dilation, laser, electrocautery, and incision) 

Most Recent April 2008 
RUC Meeting: 

Tab 45 Specialty Developing AUA 
Recommendation: 

First April 2008 
Identified: 

RUC Recommendation: 8.58 CPT Action? (~f applicable): 
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2007 Medicare 120 
Utilization Data: 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 7.31 

2007 NF PE RVU: NA 

2007 Fac PE RVU:2.84 

2009 Work RVU: 6.55 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.25 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 7.81 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.09 

2009 Work RVU: 7.05 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.58 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 8.31 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.27 

2009 Work RVU: 7.55 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.79 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 9.34 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.62 

2009 Work RVU: 8.58 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.22 
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52400 Cystourethroscopy with Incision, fulguration, or resection of congenital posterior Global: 090 Issue: Urological Procedures 

urethral valves, or congenital obstructive hypertrophic mucosal folds 

Most Recent April 2008 
RUC Meeting: 

Tab 45 Specialty Developing AUA 
Recommendation: 

First September 2007 2007 Medicare 710 
Identified: Utilization Data: 

RUC Recommendation: 8.66 CPT Action? (if applicable): 

52500 Transurethral resection of bladder neck (separate procedure) 

Most Recent April 2008 
RUC Meeting: 

Tab 45 Specialty Developing AUA 
Recommendation: 

Global: 090 Issue: Urological Procedures 

First September 2007 2007 Medicare 5,821 
Identified: Utilization Data: 

RUC Recommendation: 7.99 CPT Action? (If applicable): 

52640 Transurethral resection; of postoperative bladder neck contracture 

Most Recent April 2008 
RUC Meeting: 

Tab 45 Specialty Developing AUA 
Recommendation: 

Global: 090 Issue: Urological Procedures 

First September 2007,2007 Medicare 2,467 
Identified: Utilization Data: 

RUC Recommendation: 4.73 CPT Action? (if applicable): 

---------------·----

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 10.06 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.18 

2009 Work RVU: 8.66 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.69 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 9.39 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.52 

2009 Work RVU: 7.99 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.38 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 6.89 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.35 

2009 Work RVU: 4.73 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.51 

52648 Laser vaporization of prostate, including control of postoperative bleeding, Global: 090 Issue: Laser Surgery of Prostate Screen: High Volume Growth Complete? Yes 
complete (vasectomy, meatotomy, cystourethroscopy, urethral calibration and/or 
dilation, Internal urethrotomy and transurethral resection of prostate are included 
If performed) 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing AUA 
Recommendation: 

First February 2008 2007 Medicare 35,369 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

53445 Insertion of Inflatable urethral/bladder neck sphincter, Including placement of 
pump, reservoir, and cuff 

Global: 090 Issue: Urological Procedures 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 15.21 

Wednesday, May 27, 2009 

Tab C Specialty Developing AUA 
Recommendation: 

First September 2007 2007 Medicare 1,834 
Identified: Utilization Data: 

CPT Action? (If applicable): 
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2007 Work RVU: 12 

2007 NF PE RVU: 66.1 

2007 Fac PE RVU:5.44 

2009 Work RVU: 12 

2009 NF PE RVU: 50.13 

2009 Fac PE RVU:6.90 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 15.21 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.55 

2009 Work RVU: 15.21 

2009 NF PE RVU: NA 

2009 Fac PE RVU:9.01 
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54405 Insertion of multi-component, inflatable penile prosthesis, including placement Global: 090 Issue: Urological Procedures 
of pump, cylinders, and reservoir 

Most Recent April 2008 
RUC Meeting: 

Tab 45 Specialty Developing AUA 
Recommendation: 

First September 2007 2007 Medicare 4,362 
Identified: Utilization Data: 

RUC Recommendation: 14.39 CPT Action? (If applicable): 

54410 Removal and replacement of all component(s) of a multi-component, inflatable Global: 090 Issue: Urological Procedures 
penile prosthesis at the same operative session 

Most Recent February 2008 
RUC Meeting: 

Tab C Specialty Developing AUA 
Recommendation: 

First September 2007 2007 Medicare 1 ,294 
Identified: Utilization Data: 

RUC Recommendation: 15.00 CPT Action? (if applicable): 

54520 Orchiectomy, simple (Including subcapsular), with or without testicular 
prosthesis, scrotal or Inguinal approach 

Most Recent September 2007 Tab 16 Specialty Developing AUA 
RUC Meeting: Recommendation: 

Global: 090 Issue: Removal of Testical 

First September 2007 2007 Medicare 5,287 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 
J 

54530 Orchiectomy, radical, for tumor; inguinal approach 

Most Recent February 2008 
RUC Meeting: 

Tab C Specialty Developing AUA 
Recommendation: 

Global: 090 Issue: Urological Procedures 

First September 2007 2007 Medicare 1,436 
Identified: Utilization Data: 

RUC Recommendation: 8.35 CPT Action? (If applicable): 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 14.39 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.51 

2009 Work RVU: 14.39 

2009 NF PE RVU: NA 

2009 Fac PE RVU:7.93 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 16.48 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.35 

2009 Work RVU: 15 

2009 NF PE RVU: NA 

2009 Fac PE RVU:8.72 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 5.25 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.03 

2009 Work RVU: 5.25 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.59 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 9.31 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.72 

2009 Work RVU: 8.35 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.52 

55866 Laparoscopy, surgical prostatectomy, retropubic radical, including nerve sparing Global: 090 Issue: Lap Radical Prostatectomy Screen: New Technology I CMS Complete? No 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing AUA 
Recommendation: 

First September 2007 2007 Medicare 9,800 
Identified: Utilization Data: 

RUC Recommendation: Review October 2009 CPT Action? (if applicable): 
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Fastest Growing 

2007 Work RVU: 32.25 

2007 NF PE RVU: NA 

2007 Fac PE RVU:12.87 

2009 Work RVU: 32.25 

2009 NF PE RVU: NA 

2009 Fac PE RVU:15.76 
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55873 Cryosurgical ablation of the prostate (Includes ultrasonic guidance for Interstitial Global: 090 Issue: Cryoablation of Prostate 
cryosurgical probe placement) 

Most Recent February 2009 
RUC Meeting: 

Tab 25 Specialty Developing AUA 
Recommendation: 

First September 2007 2007 Medicare 5,647 
Identified: Utilization Data: 

RUC Recommendation: 13.45 CPT Action? (If applicable): 

56515 Destruction of leslon(s), vulva; extensive (eg, laser surgery, electrosurgery, 
cryosurgery, chemosurgery) 

Global: 010 Issue: Destruction of Lesions 

Most Recent September 2007 Tab 16 Specialty Developing ACOG First September 2007 2007 Medicare 1,758 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (If applicable): 

56620 Vulvectomy simple; partial 

Most Recent February 2008 
RUC Meeting: 

Tab D Specialty Developing ACOG 
Recommendation: 

Global: 090 Issue: Partial Removal of Vulva 

First September 2007 2007 Medicare 2,186 
Identified: Utilization Data: 

RUC Recommendation: 7.35 CPT Action? (If applicable): 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 20.25 

2007 NF PE RVU: NA 

2007 Fac PE RVU:9.59 

2009 Work RVU: 20.25 

2009 NF PE RVU: NA 

2009 Fac PE RVU:11.20 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 3.03 

2007 NF PE RVU: 2.5 

2007 Fac PE RVU:1.79 

2009 Work RVU: 3.03 

2009 NF PE RVU: 2.46 

2009 Fac PE RVU: 1.80 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 8.44 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.7 

2009 Work RVU: 7.35 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.74 

57155 Insertion of uterine tandems and/or vaginal ovoids for clinical brachytherapy Global: 090 Issue: Insertion of Uteri Tandems Screen: Site of Service Anomaly Complete? No 

Most Recent September 2007 Tab 16 Specialty Developing ACOG, First September 2007 2007 Medicare 4,430 
RUC Meeting: Recommendation: ASTRO Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

57287 Removal or revision of sling for stress Incontinence (eg, fascia or synthetic) Global: 090 Issue: Urological Procedures 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 10.97 

Wednesday, May 27, 2009 

Tab C Specialty Developing AUA 
Recommendation: 

First September 2007 2007 Medicare 1,668 
Identified: Utilization Data: 

CPT Action? (If applicable): 
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2007 Work RVU: 6.79 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.3 

2009 Work RVU: 6.79 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.84 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 11.49 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.73 

2009 Work RVU: 10.97 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.66 



Status Report: CMS Requests and Five-Year Review ID WG Issues 
57288 Sling operation for stress Incontinence (eg, fascia or synthetic) Global: 090 Issue: Sling Operation for Stress Screen: New Technology Complete? Yes 

Incontinence 

Most Recent February 2008 
RUC Meeting: 

Tab 0 Specialty Developing ACOG, AUA First September 2007 2007 Medicare 44,894 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: 12.00 CPT Action? (If applicable): 

58555 Hysteroscopy, diagnostic (separate procedure)) Global: 000 Issue: Hysteroscopy 

Most Recent February 2009 
RUC Meeting: 

Tab 26 Specialty Developing ACOG 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

2007 Medicare 1 ,892 
Utilization Data: 

58558 Hysteroscopy, surgical; with sampling (biopsy) of endometrium and/or 
polypectomy, with or without D & C 

Global: 000 Issue: Hysteroscopy 

Most Recent February 2009 
RUC Meeting: 

Tab 26 Specialty Developing ACOG 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (If applicable): 

2007 Medicare 36,047 
Utilization Data: 

58562 Hysteroscopy, surgical; with removal of impacted foreign body Global: 000 Issue: Hysteroscopy 

Most Recent February 2009 
RUC Meeting: 

Tab 26 Specialty Developing ACOG 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

2007 Medicare 70 
Utilization Data: 

58563 Hysteroscopy, surgical; with endometrial ablation (eg, endometrial resection, 
electrosurglcal ablation, thermoablatlon) 

Global: 000 Issue: Hysteroscopy 

Most Recent February 2009 
. RUC Meeting: 

Tab 26 Specialty Developing ACOG 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 
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2007 Medicare 4,851 
Utilization Data: 

2007 Work RVU: 14.01 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.21 

2009 Work RVU: 12 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.41 

Screen: CMS Request - Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 3.33 

2007 NF PE RVU: 2.32 

2007 Fac PE RVU:1.47 

2009 Work RVU: 3.33 

2009 NF PE RVU: 2.63 

2009 Fac PE RVU:1.35 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 4.74 

2007 NF PE RVU: 2.52 

2007 Fac PE RVU:2.05 

2009 Work RVU: 4.74 

2009 NF PE RVU: 3.29 

2009 Fac PE RVU: 1.85 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 5.2 

2007 NF PE RVU: 2.63 

2007 Fac PE RVU:2.21 

2009 Work RVU: 5.2 

2009 NF PE RVU: 3.27 

2009 Fac PE RVU:1.98 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 6.16 

2007 NF PE RVU: 51.38 

2007 Fac PE RVU:2.58 

2009 Work RVU: 6.16 

2009 NF PE RVU: 41.54 

2009 Fac PE RVU:2.31 



Status Report: CMS Requests and Five-Year Review ID WG Issues 
--------------

58660 Laparoscopy, surgical; with lysis of adhesions (salpingolysls, ovariolysls) 
(separate procedure) 

Global: 090 Issue: Laproscopic Procedures -Screen: Site of Service Anomaly Complete? Yes 

Most Recent September 2007 Tab 16 Specialty Developing AUA, ACOG First September 2007 2007 Medicare 1,979 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

58661 Laparoscopy, surgical; with removal of adnexal structures (partial or total 
oophorectomy and/or salpingectomy) 

Global: 010 Issue: Laproscopic Procedures 

Most Recent September 2007 Tab 16 Specialty Developing ACOG First September 2007 2007 Medicare 8,094 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

59400 Routine obstetric care Including antepartum care, vaginal delivery (with or 
without episiotomy, and/or forceps) and postpartum care 

Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing ACOG, AAFP First February 2008 2007 Medicare 3,714 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 

59409 Vaginal delivery only (with or without episiotomy and/or forceps); Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing ACOG, AAFP First February 2008 2007 Medicare 1,441 
Utilization Data: Recommendation: Identified: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 

59410 Vaginal delivery only (with or without episiotomy and/or forceps); Including 
postpartum care 

Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing ACOG, AAFP First February 2008 2007 Medicare 1,180 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 
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(99238-0nly) 

2007 Work RVU: 11.54 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.07 

2009 Work RVU: 11.54 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.84 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 11.3 2009 Work RVU: 11.3 

2007 NF PE RVU: NA 2009 NF PE RVU: NA 

2007 Fac PE RVU:4.84 2009 Fac PE RVU:4.44 

Screen: High IWPUT Complete? No 

2007 Work RVU: 26.8 2009 Work RVU: 26.8 

2007 NF PE RVU: NA 2009 NF PE RVU: NA 

2007 Fac PE RVU: 15.06 2009 Fac PE RVU:14.71 

Screen: High IWPUT Complete? No 

2007 Work RVU: 13.48 2009 Work RVU: 13.48 

2007 NF PE RVU: NA 2009 NF PE RVU: NA 

2007 Fac PE RVU:4.91 2009 Fac PE RVU:4.29 

Screen: High IWPUT Complete? No 

2007 Work RVU: 15.29 2009 Work RVU: 15.29 

2007 NF PE RVU: NA 2009 NF PE RVU: NA 

2007 Fac PE RVU:5.96 2009 Fac PE RVU:5.49 
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59412 External cephalic version, with or without tocolysls Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing ACOG, AAFP First April 2008 
Recommendation: Identified: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 

2007 Medicare 25 
Utilization Data: 

59414 Delivery of placenta (separate procedure) Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing ACOG, AAFP First April 2008 
Recommendation: Identified: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 

2007 Medicare 33 
Utilization Data: 

59425 Antepartum care only; 4-6 visits Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing ACOG, AAFP First April 2008 
Recommendation: Identified: 

RUC Recommendation: Defer to October 2009 CPT Action? (If applicabl~): 

2007 Medicare 743 
Utilization Data: 

59426 Antepartum care only; 7 or more visits Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing ACOG, AAFP First April 2008 
Recommendation: Identified: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 

2007 Medicare 775 
Utilization Data: 

59430 Postpartum care only (separate procedure) Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing ACOG, AAFP First April 2008 
Recommendation: Identified: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 
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2007 Medicare 1,206 
Utilization Data: 

Screen: High IWPUT 

2007 Work RVU: 1.71 

2007 NF PE RVU: NA 

2007 Fac PE RVU:0.77 

Screen: High IWPUT 

2007 Work RVU: 1.61 

2007 NF PE RVU: NA 

2007 Fac PE RVU:0.59 

Screen: High IWPUT 

2007 Work RVU: 6.22 

2007 NF PE RVU: 4.21 

2007 Fac PE RVU:1.81 

Screen: High IWPUT 

2007 Work RVU: 11.04 

2007 NF PE RVU: 7.6 

2007 Fac PE RVU:3.17 

Screen: High IWPUT 

2007 Work RVU: 2.13 

2007 NF PE RVU: 1.19 

2007 Fac PE RVU:0.88 

Complete? No 

2009 Work RVU: 1.71 

2009 NF PE RVU: NA 

2009 Fac PE RVU:0.70 

Complete? No 

2009 Work RVU: 1.61 

2009 NF PE RVU: NA 

2009 Fac PE RVU:0.51 

Complete? No 

2009 Work RVU: 6.22 

2009 NF PE RVU: 4.29 

2009 Fac PE RVU:1.82 

Complete? No 

2009 Work RVU: 11.04 

2009 NF PE RVU: 7.81 

2009 Fac PE RVU:3.21 

Complete? No 

2009WorkRVU: 2.13 

2009 NF PE RVU: 1.14 

2009 Fac PE RVU:0.79 



Status Report: CMS Requests and Five-Year Review ID WG Issues 

59510 Routine obstetric care Including antepartum care, cesarean delivery, and 
postpartum care 

Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing AGOG, AAFP First February 2008 2007 Medicare 2,923 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 

59515 Cesarean delivery only; Including postpartum care Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing AGOG, AAFP First April 2008 
Recommendation: Identified: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicabl~): 

2007 Medicare 1 ,049 
Utilization Data: 

59610 Routine obstetric care including antepartum care, vaginal delivery (with or 
without episiotomy, and/or forceps) and postpartum care, after previous 
cesarean delivery 

Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing AGOG, AAFP First April 2008 
Recommendation: Identified: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 

2007 Medicare 55 
Utilization Data: 

59612 Vaginal delivery only, after previous cesarean delivery (with or without 
episiotomy and/or forceps); 

Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing AGOG, AAFP First April 2008 
Recommendation: Identified: 

RUC Recommendation: Defer to October 2009 CPT Action? (If applicable): 

2007 Medicare 44 
Utilization Data: 

59614 Vaginal delivery only, after previous cesarean delivery (with or without 
episiotomy and/or forceps); including postpartum care 

Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing AGOG, AAFP First April 2008 
Recommendation: Identified: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 
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2007 Medicare 31 
Utilization Data: 

Screen: High IWPUT 

2007 Work RVU: 30.34 

2007 NF PE RVU: NA 

2007 Fac PE RVU:16.92 

Screen: High IWPUT 

2007 Work RVU: 18.26 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.43 

Screen: High IWPUT 

2007 Work RVU: 28.21 

2007 NF PE RVU: NA 

2007 Fac PE RVU:15.52 

Screen: High IWPUT 

2007 Work RVU: 15.04 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.6 

Screen: High IWPUT 

2007 Work RVU: 16.59 

2007 NF PE RVU: NA 

2007 Fac PE RVU:6.49 

Complete? No 

2009 Work RVU: 30.34 

2009 NF PE RVU: NA 

2009 Fac PE RVU:16.65 

Complete? No 

2009 Work RVU: 18.26 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.84 

Complete? No 

2009 Work RVU: 28.21 

2009 NF PE RVU: NA 

2009 Fac PE RVU:15.45 

Complete? No 

2009 Work RVU: 15.04 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4.88 

Complete? No 

2009 Work RVU: 16.59 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.82 
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59618 Routine obstetric care Including antepartum care, cesarean delivery, and 
postpartum care, following attempted vaginal delivery after previous cesarean 
delivery 

Global: MMM Issue: Obstetrical Care· 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing ACOG, AAFP First April 2008 2007 Medicare 14 
Utilization Data: Recommendation: Identified: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 

59620 Cesarean delivery only, following attempted vaginal delivery after previous 
cesarean delivery; 

Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing AGOG, AAFP First April 2008 2007 Medicare 6 
Utilization Data: Recommendation: Identified: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 

59622 Cesarean delivery only, following attempted vaginal delivery after previous 
cesarean delivery; Including postpartum care 

Global: MMM Issue: Obstetrical Care 

Most Recent February 2009 
RUC Meeting: 

Tab 27 Specialty Developing AGOG, AAFP First April 2008 2007 Medicare 5 
Utilization Data: Recommendation: Identified: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 

/ 

Screen: High IWPUT Complete? No 

2007 Work RVU: 31.78 2009 Work RVU: 31.78 

2007 NF PE RVU: NA 2009 NF PE RVU: NA 

2007 Fac PE RVU:17.74 2009 Fac PE RVU:17.33 

Screen: High IWPUT Complete? No 

2007 Work RVU: 17.5 2009 Work RVU: 17.5 

2007 NF PE RVU: NA 2009 NF PE RVU: NA 

2007 Fac PE RVU:6.27 2009 Fac PE RVU:5.61 

Screen: H1gh IWPUT Complete? No 

2007 Work RVU: 19.7 2009 Work RVU: 19.7 

2007 NF PE RVU: NA 2009 NF PE RVU: NA 

2007 Fac PE RVU:8.14 2009 Fac PE RVU:7.50 

60220 Total thyroid lobectomy, unilateral; with or without lsthmusectomy Global: 090 Issue: Total Thyroid Lobectomy Screen: Site of Service Anomaly Complete? Yes 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: '12.29 

Tab 46 Specialty Developing ACS, AAO- First September 2007 2007 Medicare 8,878 
Recommendation: HNS Identified: Utilization Data: 

CPT Action? (if applicable): 

2007 Work RVU: 12.29 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.96 

2009 Work RVU: 12.29 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.97 

60225 Total thyroid lobectomy, unilateral; with contralateral subtotal lobectomy, 
including lsthmusectomy 

Global: 090 Issue: Total Thyroid Lobectomy Screen: Site of Service Anomaly Complete? Yes 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 14.67 

Wednesday, May 27, 2009 

Tab 46 Specialty Developing ACS, AAO- First September 2007 2007 Medicare 1 ,021 
Recommendatlon: HNS Identified: Utilization Data: 

CPT Action? (if applicable): 

J 
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2007 Work RVU: 14.67 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.22 

2009 Work RVU: 14.67 

2009 NF PE RVU: NA 

2009 Fac PE RVU:7.24 
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61793 Stereotactic radiosurgery (particle, beam, gamma ray or linear accelerator), one Global: 090 
or more sessions 

Issue: Stereotactic Radiosurgery Screen: CMS Fastest Growing, Site Complete? Yes 
of Service Anomaly (99238-

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AANS 
Recommendation: 

First September 2007 2007 Medicare 12,298 
Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (If applicable): February 2008 - Deleted 
from CPT 

0nly) 

2007 Work RVU: 17.75 

2007 NF PE RVU: NA 

2007 Fac PE RVU:10.08 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

------- -------· 
61795 Stereotactic computer-assisted volumetric (navigational) procedure, intracranial, Global: ZZZ Issue: Stereotactic Radiosurgery Screen: CMS Fastest Growing Complete? No 

extracranlal, or spinal (List separately in addition to code for primary procedure) 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing NASS, AAO- First October 2008 2007 Medicare 18,122 
Recommendation: HNS, AANS Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

2007 Work RVU: 4.03 

2007 NF PE RVU: NA 

2007 Fac PE RVU:1.87 

2009 Work RVU: 4.03 

2009 NF PE RVU: NA 

2009 Fac PE RVU: 1.65' 

61796 Stereotactic radiosurgery (particle beam, gamma ray, or linear accelerator); 1 
simple cranial lesion 

Global: 090 Issue: Stereotactic Radiosurgery Screen: CMS Request- 2009 Final Complete? Yes 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 15.50 

Tab 38 Specialty Developing 
Recommendation: 

First NA 
Identified: 

CPT Action? (if applicable): 

2007 Medicare 
Utilization Data: 

Rule 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 10.79 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.85 

61797 Stereotactic radiosurgery (particle beam, gamma ray, or linear accelerator); each Global: ZZZ Issue: Stereotactic Radiosurgery Screen: CMS Request- 2009 Final Complete? Yes 
additional cranial lesion, simple (List separately In addition to code for primary Rule 
procedure) 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 3.48 

Tab 38 Specialty Developing 
Recommendation: 

First NA 
Identified: 

CPT Action? (if applicable}: 

2007 Medicare 
Utilization Data: 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 3.48 

2009 NF PE RVU: 1.34 

2009 Fac PE RVU:1.34 

61798 Stereotactic radiosurgery (particle beam, gamma ray, or linear accelerator); 1 
complex cranial lesion 

Global: 090 Issue: Stereotactic Radiosurgery Screen: CMS Request- 2009 Final Complete? Yes 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 19.75 

Wednesday, May 27, 2009 

Tab 38 Specialty Developing 
Recommendation: 

First NA 
Identified: 

CPT Action? (If applicable): 
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2007 Medicare 
Utilization Data: 

Rule 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 10.79 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.85 
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61799 Stereotactic radiosurgery (particle beam, gamma ray, or linear accelerator); each Global: ZZZ Issue: Stereotactic Radiosurgery Screen: CMS Request- 2009 Final Complete? Yes 

additional cranial lesion, complex (List separately In addition to code for primary Rule 
procedure) 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 4.81 

Tab 38 Specialty Developing 
Recommendation: 

First NA 
Identified: 

CPT Action? (if applicable): 

2007 Medicare 
Utilization Data: 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 4.81 

2009 NF PE RVU: 1.85 

2009 Fac PE RVU:1.85 

61800 Application of stereotactic headframe for stereotactic radiosurgery (List 
separately in addition to code for primary procedure) 

Global: ZZZ Issue: Stereotactic Radiosurgery Screen: CMS Fastest Growing, Site Complete? Yes 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 2.25 

Tab 16 Specialty Developing 
Recommendation: 

First 
Identified: 

CPT Action? (If applicable): 

2007 Medicare 
Utilization Data: 

of Service Anomaly (99238-
0nly) 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 2.25 

2009 NF PE RVU: NA 

2009 Fac PE RVU: 1.11 

-------- -----
61885 Insertion or replacement of cranial neurostimulator pulse generator or receiver, Global: 090 Issue: Neurosurgical Procedures Screen: Site of Service Anomaly Complete? No 

direct or inductive coupling; with connection to a single electrode array 

Most Recent February 2009 
RUC Meeting: 

Tab 28 Specialty Developing AANS/CNS First September 2007 2007 Medicare 4,278 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

-------------------
62263 Percutaneous lysis of epidural adhesions using solution injection (eg, hypertonic Global: 010 Issue: Epidual Lysis 

saline, enzyme) or mechanical means (eg, catheter) including radiologic 
localization (Includes contrast when administered), multiple adheslolysis 
sessions; 2 or more days 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 6.41 

Wednesday, May 27, 2009 

Tab G Specialty Developing AAPM, First September 2007 2007 Medicare 1,562 
Recommendation: AANS/CNS, Identified: Utilization Data: 

ASA,NASS 

CPT Action? (if applicable): 
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2007 Work RVU: 7.37 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.85 

2009 Work RVU: 7.37 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.87 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 6.41 

2007 NF PE RVU: 11.78 

2007 Fac PE RVU:3.11 

2009 Work RVU: 6.41 

2009 NF PE RVU: 9.74-

2009 Fac PE RVU:2.96 
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·--------------------·- --- -------------

62281 Injection/Infusion of neurolytic substance (eg, alcohol, phenol, iced saline 
solutions), with or without other therapeutic substance; epidural, cervical or 
thoracic 

Global: 010 Issue: Injection of Neurolytic Agent Screen: Site of Service Anomaly Complete? Yes 

Most Recent September 2007 Tab 16 Specialty Developing ASA First September 2007 2007 Medicare 1,010 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Remove 99238 CPT Action? (if applicable): 

(99238-0nly) 

2007 Work RVU: 2.66 

2007 NF PE RVU: 5.16 

2007 Fac PE RVU:0.89 

2009 Work RVU: 2.66 

2009 NF PE RVU: 4.41 

2009 Fac PE RVU: 1.00 

62287 Aspiration or decompression procedure, percutaneous, of nucleus pulposus of Global: 090 
Intervertebral disc, any method, single or multiple levels, lumbar (eg, manual or 

Issue: Percutaneous Diskectomy Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

automated percutaneous discectomy, percutaneous laser dlscectomy) 

Most Recent September 2007 Tab 16 Specialty Developing ASA First September 2007 2007 Medicare 1,944 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (If applicable): 

62350 Implantation, revision or repositioning of tunneled intrathecal or epidural 
catheter, for long-term medication administration via an external pump or 
implan~ble reservoir/Infusion pump; without laminectomy 

Global: 090 Issue: lntrathecaVEpidural 
Catheters/Pumps 

Most Recent February 2008 
RUC Meeting: 

Tab H Specialty Developing AAPM, First September 2007 2007 Medicare 6,572 

RUC Recommendation: 6.00 

Recommendation: AANS/CNS, Identified: Utilization Data: 
ASA, ISIS, 
NASS 

CPT Action? (if applicable): 

62355 Removal of previously Implanted Intrathecal or epidural catheter Global: 090 Issue: lntrathecaVEpidural 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 4.30 

Wednesday, May 27, 2009 

Tab H Specialty Developing 
Recommendation: 

AAPM, 
AANS/CNS, 
ASA, ISIS, 
NASS 

Catheters/Pumps 

First September 2007 2007 Medicare 1 ,439 
Identified: Utilization Data: 

CPT Action? (If applicable): 

Page 53 of 116 

2007 Work RVU: 8.88 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.18 

2009 Work RVU: 8.88 

2009 NF PE RVU: NA 

2009 Fac PE RVU:4. 70 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 8.04 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4 

2009 Work RVU: 6 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.09 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 6.6 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.27 

2009 Work RVU: 4.3 

2009 NF PE RVU: NA 

2009 Fac PE RVU:2.56 
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62360 Implantation or replacement of device for intrathecal or epidural drug infusion; Global: 090 Issue: lntrathecaUEpidural 

subcutaneous reservoir Catheters/Pumps 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 4.28 

Tab 48 Specialty Developing AAPMR. 
Recommendation: ASA, NASS, 

AAPM, 
AANS/CNS 

First April 2008 
Identified: 

CPT Action? (if applicable): 

2007 Medicare 603 
Utilization Data: 

62361 Implantation or replacement of device for Intrathecal or epidural drug infusion; Global: 090 Issue: lntrathecaUEpidural 
Catheters/Pumps nonprogrammable pump 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 5.60 

Tab H Specialty Developing AAPM, First April 2008 
Recommendation: AANS/CNS, Identified: 

ASA, ISIS, 
NASS 

CPT Action? (if applicable): 

2007 Medicare 375 
Utilization Data: 

62362 Implantation or replacement of device for intrathecal or epidural drug infusion; 
programmable pump, including preparation of pump, with or without 
programming 

Global: 090 . Issue: lntrathecaUEpidural 
Catheters/Pumps 

Mo.st Recent February 2008 
RUC Meeting: 

RUC Recommendation: 6.05 

Tab H Specialty Developing AAPM, First September 2007 2007 Medicare 6,719 
Recommendation: AANS/CNS, Identified: Utilization Data: 

ASA, ISIS, 
NASS 

CPT Action? (if applicable): 

62365 Removal of subcutaneous reservoir or pump, previously implanted for 
intrathecal or epidural infusion 

Global: 090 Issue: lntrathecaUEpidural 
Catheters/Pumps 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 4.60 

Wednesday, May 27, 2009 

Tab 48 

··----------- .. ---------

Specialty Developing AAPMR, 
Recommendation: ASA, NASS, 

AAPM, 
AANS/CNS 

First September 2007 2007 Medicare 1,431 
Identified: Utilization Data: 

CPT Action? (if applicable): 
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Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 3.68 

2007 NF PE RVU: NA 

2007 Fac PE RVU:2.87 

2009 Work RVU: 4.28 

2009 NF PE RVU: NA 

2009 Fac PE RVU:2.55 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 6.59 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.94 

2009 Work RVU: 5.6 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.60 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 8.58 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.46 

2009 Work RVU: 6.05 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.43 

---··------ ----------
Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 6.57 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.65 

2009 Work RVU: 4.6 

2009 NF PE RVU: NA 

2009 Fac PE RVU:2.94 
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-------- --------------------- ·-------------- -·------------

63056 Transpedlcular approach with decompression of spinal cord, equlna and/or Global: 090 Issue: Decompression of Spinal Screen: CMS Fastest Growing Complete? No 
nerve root(s) (eg, herniated Intervertebral disc), single segment; lumbar Cord 
(Including transfacet, or lateral extraforamlnal approach) (eg, far lateral herniated 
Intervertebral disc) 

Most Recent February 2009 
RUC Meeting: 

Tab 26 Specialty Developing NASS, AANS First October 2008 ' 2007 Medicare 5,817 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

2007WorkRVU: 21.73 

2007 NF PE RVU: NA 

2007 Fac PE RVU:12.31 

2009 Work RVU: 21.73 

2009 NF PE RVU: NA 

2009 Fac PE RVU:11.94 

-----------~----- -- -- --- --

63075 Discectomy, anterior, with decompression of spinal cord and/or nerve root(s), 
Including osteophytectomy; cervical, single interspace 

Global: 090 Issue: Discectomy 

Most Recent February 2008 
RUC Meeting: 

Tab S · Specialty Developing 
Recommendation: 

First February 2008 2007 Medicare 23,998 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT· CPT Action? (if applicable): October 2009 

Screen: Codes Reported Together Complete? No 

2007 Work RVU: 19.47 

2007 NF PE RVU: NA 

2007 Fac PE RVU: 11.87 

2009 Work RVU: 19.47 

2009 NF PE RVU: NA 

2009 Fac PE RVU: 11.51 

63620 Stereotactic radiosurgery (particle beam, gamma ray, or linear accelerator); 1 
spinal lesion 

Global: 090 Issue: Stereotactic Radiosurgery Screen: CMS Request- 2009 Final Complete? Yes 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 15.50 

Tab 38 Specialty Developing 
Recommendation: 

First NA 
Identified: 

CPT Action? (if applicable): 

2007 Medicare 
Utilization Data: 

Rule 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 10.79 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.85 

63621 Stereotactic radiosurgery (particle beam, gamma ray, or linear accelerator); each Global: ZZZ Issue: Stereotactic Radiosurgery Screen: CMS Request- 2009 Final Complete? Yes 
additional spinal lesion (List separately In addition to code for primary procedure) Rule 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 4.00 

Tab 38 Specialty Developing 
Recommendation: 

·First NA 
Identified: 

CPT Action? (if applicable): 

2007 Medicare 
Utilization Data: 

63650 Percutaneous implantation of neurostimulator electrode array, epidural Global: 090 Issue: Neurostimulators 

Most Recent February 2008 
Ri.JC Meeting: 

RUC Recommendation: 7.15 

W~dnesday, May 27, 2009 

Tab I Specialty Developing AAPM. First September 2007 2007 Medicare 24,967 
Recommendation: AANS/CNS, Identified: Utilization Data: 

ASA,ISIS, 
NASS 

CPT Action? (if applicable): 
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2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 4 

2009 NF PE RVU: 1.54 

2009 Fac PE RVU:1.54 

Screen: Site of Service Anomaly I Complete? Yes 
CMS Fastest Growing 

2007 Work RVU: 7.57 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.11 

2009 Work RVU: 7.15 

2009 NF PE RVU: NA 

2009 Fac PE RVU:2.83 
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63655 Laminectomy for Implantation of neurostlmulator electrodes, plate/paddle, 
epidural 

Global: 090 Issue: Neurostimulator (Spinal) 

Most Recent April 2009 
RUC Meeting: 

Tab 17 Specialty Developing NASS, AANS First October 2008 2007 Medicare 2,613 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: 11.43 CPT Action? (if applicable): 

63660 Revision or removal of spinal neurostlmulator electrode percutaneous array(s) or Global: 090 Issue: Neurostimulator (Spinal) 
plate/paddle(s) 

Most Recent April 2009 
RUC Meeting: 

Tab 17 Specialty Developing AAPM, First September 2007 2007 Medicare 5,784 
Recommendation: AANS/CNS, Identified: Utilization Data: 

ASA,ISIS, 
NASS 

RUC Recommendation: Deleted from CPT CPT Action? (If applicable): October 2008 -Deleted 

63661 Removal of spinal neurostlmulator electrode percutaneous array(s), including 
fluoroscopy, when performed 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 5.02 

Tab 17 Specialty Developing ISIS, NASS, First 
Recommendation: AANSICNS, Identified: 

ASA,AAPM 

CPT Action? (if applicable): 

63662 Removal of spinal neurostimulator electrode plate/paddle(s) placed via 
laminotomy or laminectomy, including fluoroscopy, when performed 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 10.84 

Tab 17 Specialty Developing ISIS, NASS, First 
Recommendation: AANSICNS, Identified: 

ASA,AAPM 

CPT Action? (if applicable): 

63663 Revision Including replacement, when performed, of spinal neurostimulator 
electrode_percutaneous array(s), Including fluoroscopy, when performed 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 7.68 

Tab 17 Specialty Developing ISIS, NASS, First 
Recommendation: AANSICNS, Identified: 

ASA,AAPM 

CPT Action? (if applicable): 

Global: 010 Issue: Neurostimulator (Spinal) 

2007 Medicare 
Utilization Data: 

Global: 090 Issue: Neurostimulator (Spinal) 

2007 Medicare 
Utilization Data: 

Global: 010 Issue: Neurostimulator (Spinal) 

2007 Medicare 
Utilization Data: 
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Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 11.43 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.15 

I 

2009 Work RVU: 11.43 

2009 NF PE RVU: NA 

2009 Fac PE RVU:7.58 

Screen: Site of Service Anomaly I Complete? Yes 
CMS Fastest Growing 

2007 Work RVU: 6.87 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.54 

2009 Work RVU: 6.87 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.52 

Screen: Site of Service Anomaly I Complete? Yes 
CMS Fastest Growing 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: Site of Service Anomaly I Complete? Yes 
CMS Fastest Growing 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: Site of Service Anomaly I Complete? Yes 
CMS Fastest Growing 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 
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63664 Revision Including replacement, when performed, of spinal neurostlmulator 

electrode plate/paddle(s) placed via laminotomy or laminectomy, Including 
fluoroscopy, when performed 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 11.34 

Tab 17 Specialty Developing ISIS, NASS, First 
Recommendation: AANS/CNS, Identified: 

ASA,AAPM 

CPT Action? (if applicable): 

Global: 090 Issue: Neurostimulator (Spinal) 

2007 Medicare 
Utilization Data: 

63685 Insertion or replacement of spinal neurostimulator pulse generator or receiver, Global: 090 Issue: Neurostimulators 
direct or Inductive coupling 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 6.00 

Tab I Specialty Developing AAPM, 
Recommendation: AANS/CNS, 

ASA, ISIS, 
NASS 

First September 2007 2007 Medicare 7,699 
Identified: Utilization Data: 

CPT Action? (if applicable): 

63688 Revision or removal of implanted spinal neurostimulator pulse generator or 
receiver 

Global: 090 Issue: Neurostimulators 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 5.25 

Tab I Specialty Developing AAPM, 
Recommendation: AANS/CNS, 

ASA, ISIS, 
NASS 

First September 2007 2007 Medicare 3,410 
Identified: Utilization Data: 

CPT Action? (if applicable): 

64415 Injection, anesthetic agent; brachial plexus, single Global: 000 Issue: Injection of Anesthetic 

Most Recent April 2009 
RUC Meeting: 

Agent - Nerve 

Tab 18 Specialty Developing AAPM, ASA First October 2008 2007 Medicare 76,092 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 
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Screen: Site of Service Anomaly I Complete? Yes 
CMS Fastest Growing 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: Site of Service Anomaly I Complete? Yes 
CMS Fastest Growing 

2007 Work RVU: 7.87 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.03 

2009 Work RVU: 6 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.22 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 6.1 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.56 

2009 Work RVU: 5.25 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.05 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.48 

2007 NF PE RVU: 2.47 

2007 Fac PE RVU:0.43 

2009 Work RVU: 1.48 

2009 NF PE RVU: 1. 75 

2009 Fac PE RVU:0.35 
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64416 Injection, anesthetic agent; brachial plexus, continuous Infusion by catheter Global: 010 
(Including catheter placement) Including dally management for anesthetic agent 
administration 

Issue: Anesthetic Agent Nerve 
Injection 

Most Recent April 2008 
RUC Meeting: 

Tab 19 Specialty Developing ASA 
Recommendation: 

First September 2007 2007 Medicare 5,005 
Identified: Utilization Data: 

RUC Recommendation: 1.81 CPT Action? (if applicable): February 2008 

64445 Injection, anesthetic agent; sciatic nerve, single Global: 000 Issue: Injection of Anesthetic 

Most Recent April 2009 
RUC Meeting: 

Agent - Nerve 

Tab 18 Specialty Developing AAPM, ASA First October 2008 2007 Medicare 65,529 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Defer to October 2009 CPT Action? (If applicable): 

64446 Injection, anesthetic agent; sciatic nerve, continuous Infusion by catheter Global: 010 
(Including catheter placement), including dally management for anesthetic agent 
administration 

Issue: Anesthetic Agent Nerve 
Injection 

Most Recent April 2008 
RUC Meeting: 

Tab 19 Specialty Developing ASA 
Recommendation: 

First February 2008 2007 Medicare 4,399 
Identified: Utilization Data: 

RUC Recommendation: 1.81 CPT Action? (If applicable): February 2008 

64447 Injection, anesthetic agent; femoral nerve, single Global: 000 Issue: Injection of Anesthetic 
Agent - Nerve 

Most Recent April 2009 
RUC Meeting: 

Tab 18 Specialty Developing AAPM. ASA First October 2008 2007 Medicare 77,645 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Defer to October 2009 CPT Action? (if applicable): 

64448 Injection, anesthetic agent; femoral nerve, continuous infusion by catheter Global: 010 
(including catheter placement) Including dally management for anesthetic agent 
administration 

Issue: Anesthetic Agent Nerve 
Injection 

Most Recent April 2008 
RUC Meeting: 

Tab 19 Specialty Developing ASA 
Recommendation: 

First February 2008 2007 Medicare 40,717 
Identified: Utilization Data: 

RUC Recommendation: 1.63 CPT Action? (if applicable): February 2008 
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Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 3.85 

2007 NF PE RVU: NA 

2007 Fac PE RVU:0.74 

2009 Work RVU: 1.81 

2009 NF PE RVU: NA 

2009 Fac PE RVU:0.36 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.48 

2007 NF PE RVU: 2.42 

2007 Fac PE RVU:0.51 

2009 Work RVU: 1.48 

2009 NF PE RVU: 1.87 

2009 Fac PE RVU:0.51 

Screen: Site of Service Anomaly I Complete? Yes 
High Volume Growth 

2007 Work RVU: 3.61 

2007 NF PE RVU: NA 

2007 Fac PE RVU:0.9 

2009 Work RVU: 1.81 

2009 NF PE RVU: NA 

2009 Fac PE RVU:0.43 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.5 

2007 NF PE RVU: NA 

2007 Fac PE RVU:0.38 

2009 Work RVU: 1.5 

2009 NF PE RVU: NA 

2009 Fac PE RVU:0.24 

Screen: Site of Service Anomaly I Complete? Yes 
High Volume Growth I 
CMS Fastest Growing 

2007 Work RVU: 3.36 

2007 NF PE RVU: NA 

2007 Fac PE RVU:0.73 

2009 Work RVU: 1.63 

2009 NF PE RVU: NA 

2009 Fac PE RVU:0.35 
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64449 Injection, anesthetic agent; lumbar plexus, posterior approach, continuous Global: 010 

Infusion by catheter (Including catheter placement) Including daily management 
for anesthetic agent administration 

Issue: Anesthetic Agent Nerve 
Injection 

Most Recent April 2008 
RUC Meeting: 

Tab 19 Specialty Developing ASA 
Recommendation: 

First September 2007 2007 Medicare 3,774 
Identified: Utilization Data: 

RUC Recommendation: 1.81 CPT Action? (if applicable): February 2008 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 3.24 

2007 NF PE RVU: NA 

2007 Fac PE·RVU:0.84 

2009 Work RVU: 1.81 

2009 NF PE RVU: NA 

2009 Fac PE RVU:0.44 

64470 Injection, anesthetic agent and/or steroid, paravertebral facet joint or facet joint Global: 000 Issue: Injection Anesthetic Agent Screen: High Volume Growth Complete? Yes 
nerve; cervical or thoracic, single level 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ASA, NASS, First April 2008 
Recommendation: AAPM Identified: 

2007 Medicare 133,092 
Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): February 2009- Deleted 

2007 Work RVU: 1.85 

2007 NF PE RVU: 6.37 

2007 Fac PE RVU:0.71 

2009 Work RVU: 1.85 

2009 NF PE RVU: 4.68 

2009 Fac PE RVU:0.73 

64472 Injection, anesthetic agent and/or steroid, paravertebral facet joint or facet joint Global: ZZZ Issue: Injection Anesthetic Agent Screen: High Volume Growth Complete? Yes 
nerve; cervical or thoracic, each additional level (List separately In addition to 
code for primary procedure) 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ASA, NASS, First February 2008 2007 Medicare 215,038 
Recommendation: AAPM Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): February 2009 - Deleted 

2007 Work RVU: 1.29 

2007 NF PE RVU: 2.05 

2007 Fac PE RVU:0.34 

2009 Work RVU: 1.29 

2009 NF PE RVU: 1.51 

2009 Fac PE RVU:0.35 

64475 Injection, anesthetic agent and/or steroid, paravertebral facet joint or facet joint Global: 000 Issue: Injection Anesthetic Agent Screen: High Volume Growth Complete? Yes 
nerve; lumbar or sacral, single level 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ASA, NASS, First April 2008 
Recommendation: AAPM Identified: 

2007 Medicare 485,428 
Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (If applicable): February 2009 - Deleted 

2007 Work RVU: 1.41 

2007 NF PE RVU: 6.07 

2007 Fac PE RVU:0.62 

2009 Work RVU: 1.41 

2009 NF PE RVU: 4.44 

2009 Fac PE RVU:0.61 

64476 Injection, anesthetic agent and/or steroid, paravertebral facet joint or facet joint Global: ZZZ Issue: Injection Anesthetic Agent Screen: High Volume Growth Complete? Yes 
nerve; lumbar or sacral, each additional level (List separately In addition to code 
for primary procedure) 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ASA, NASS, First April 2008 
Recommendation: AAPM Identified: 

2007 Medicare 742,516 
Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): February 2009- Deleted 
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2007 Work RVU: 0.98 

2007 NF PE RVU: 1.86 

2007 Fac PE RVU:0.24 

2009 Work RVU: 0.98 

2009 NF PE RVU: 1.37 

2009 Fac PE RVU:0.24 



Status Report: CMS Requests and Five-Year Review ID WG Issues 
---------------------------------------

64483 Injection, anesthetic agent and/or steroid, transforamlnal epidural; lumbar or 
sacral, single level 

Global: 000 Issue: Injection of Anesthetic 
Agent 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AAPM, ISIS, First October 2008 2007 Medicare 578,896 
Recommendation: ASA, NASS, Identified: Utilization Data: 

AAPMR 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): June 2009 

64484 Injection, anesthetic agent and/or steroid, transforaminal epidural; lumbar or 
sacral, each additional level (List separately in addition to code for primary 
procedure) 

Global: ZZZ Issue: Injection of Anesthetic 
Agent 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AAPM, ISIS, First October 2008 2007 Medicare 296,104 
Recommendation: ASA, NASS, Identified: Utilization Data: 

AAPMR 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): June 2009 

64490 lnjection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) Global: 000 Issue: Facet Joint Injections 
joint (or nerves innervating that joint) with image guidance (fluoroscopy or CT), 
cervical or thoracic; single level 

Most Recent April 2009 
RUC Meeting: 

Tab 18 Specialty Developing ASA, NASS, First 

RUC Recommendation: 1.82 

Recommendation: ASNR, Identified: 
AAPMR, 
AANS/CNS, 
AAPM, ISIS 

CPT Action? (if applicable): 

2007 Medicare 
Utilization Data: 

64491 lnjection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) Global: ZZZ Issue: Facet Joint Injections 
joint (or nerves innervating that joint) with image guidance (fluoroscopy or CT), 
cervical or thoracic; second level 

Most Recent April 2009 
RUC Meeting: 

Tab 18 Specialty Developing ASA, NASS, First 

RUC Recommendation: 1.16 

Wednesday, May 27, 2009 

Recommendation: ASNR, Identified: 
AAPMR, 
AANS/CNS, 
AAPM, ISIS 

CPT Action? (If applicable): 
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2007 Medicare 
Utilization Data: 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.9 

2007 NF PE RVU: 6.86 

2007 Fac PE RVU:0.81 

2009 Work RVU: 1.9 

2009 NF PE RVU: 4.83 

2009 Fac PE RVU:0.79 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.33 

2007 NF PE RVU: 2.86 

2007 Fac PE RVU:0.36 

2009 Work RVU: 1.33 

2009 NF PE RVU: 2.06 

2009 Fac PE RVU:0.36 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 
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64492 lnjectlon(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) Global: ll.Z Issue: Facet Joint Injections 
joint (or nerves Innervating that joint) with Image guidance (fluoroscopy or CT), 
cervical or thoracic; third and any addltlonallevel(s) 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 1.16 

Tab 18 Specl~llty Developing ASA, NASS, First 
Recommendation: ASNR, Identified: 

AAPMR, 
AANS/CNS, 
AAPM, ISIS 

CPT Action? (if applicable): 

2007 Medicare 
Utilization Data: 

64493 lnjectlon(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) Global: 000 Issue: Facet Joint Injections 
joint (or nerves Innervating that joint) with Image guidance (fluoroscopy or CT), 
lumbar or sacral; single level 

Most Recent April 2009 
RUC Meeting: 

Tab 18 Specialty Developing ASA, NASS, First 

RUC Recommendation: 1.52 

Recommendation: ASNR, Identified: 
AAPMR, 
AANS/CNS, 
AAPM, ISIS 

CPT Action? (if applicable): 

2007 Medicare 
Utilization Data: 

64494 lnjectlon(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) Global: ZZZ Issue: Facet Joint Injections 
joint (or nerves Innervating that joint) with Image guidance (fluoroscopy or CT), 
lumbar or sacral; second level 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 1.00 

Tab 18 Specialty Developing 
Recommenda.tlon: 

ASA, NASS, 
ASNR, 
AAPMR, 
AANS/CNS, 
AAPM, ISIS 

First 
Identified: 

CPT Action? (if applicable): 

2007 Medicare 
Utilization Data: 

64495 lnjectlon(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) Global: ll.Z Issue: Facet Joint Injections 
joint (or nerves Innervating that joint) with Image guidance (fluoroscopy or CT), 
lumbar or sacral; third and any addltlonallevel(s) 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 1.00 

Wednesday, May 27, 2009 

Tab 18 Specialty Developing ASA, NASS, First 
Recommendation: ASNR, Identified: 

AAPMR, 
AANS/CNS, 
AAPM, ISIS 

CPT Action? (if applicable): 
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2001 Medicare 
Utilization Data: 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 
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64510 Injection, anesthetic agent; stellate ganglion (cervical sympathetic) 

Most Recent April 2009 
RUC Meeting: 

Tab 27 Specialty Developing ASA, ISIS, 
Recommendation: AAPM, 

APM&R 

Global: 000 Issue: Fluroscopy 

First April 2009 
Identified: 

2007 Medicare 8,450 
Utilization Data: 

RUC Recommendation: New PE inputs CPT Action? (If applicable): 

64520 Injection, anesthetic agent; lumbar or thoracic (paravertebral sympathetic) Global: 000 Issue: Fluroscopy 

Most Recent April 2009 
RUC Meeting: 

Tab 27 Specialty Developing ASA, ISIS, 
Recommendation: AAPM, 

APM&R 

First April 2009 
Identified: 

2007 Medicare 18,201 
Utilization Data: 

RUC Recommendation: PE Review- no change CPT Action? (if applicable): 

64555 Percutaneous implantation of neurostimulator electrodes; peripheral nerve 
(excludes sacral nerve) 

Global: 010 Issue: Neurostimulators 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing ACOG 
Recommendation: 

First February 2008 2007 Medicare 31,723 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT, Re-review September 
2011 

CPT Action? (If applicable): CPT Assistant- Sept 2009 

64561 Percutaneous implantation of neurostlmulator electrodes; sacral nerve 
(transforamlnal placement) 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ISIS, AUA 
Recommendation: 

Global: 010 Issue: Neurostimulators 

First October 2008 2007 Medicare 3,727 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

Screen: CMS Request- Review PE Complete? Yes 

2007 Work RVU: 1.22 

2007 NF PE RVU: 3.06 

2007 Fac PE RVU:0.49 

2009 Work RVU: 1.22 

2009 NF PE RVU: 2.30 

2009 Fac PE RVU:0.46 

Screen: CMS Request- Review PE Complete? Yes 

2007 Work RVU: 1.35 

2007 NF PE RVU: 4.5 

2007 Fac PE RVU:0.54 

2009 Work RVU: 1.35 

2009 NF PE RVU: 3.27 

2009 Fac PE RVU:0.55 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? No 

2007 Work RVU: 2.29 

2007 NF PE RVU: 2.96 

2007 Fac PE RVU: 1.23 

2009 Work RVU: 2.29 

2009 NF PE RVU: 3.01 

2009 Fac PE RVU: 1.53 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 7.07 

2007 NF PE RVU: 27.51 

2007 Fac PE RVU:3.05 

2009 Work RVU: 7.07 

2009 NF PE RVU: 22.04 

2009 Fac PE RVU:3.64 

64573 Incision for implantation of neurostlmulator electrodes; cranial nerve Global: 090 Issue: Neurosurgical Procedures Screen: Site of Service Anomaly Complete? No 

Most Recent February 2009 
RUC Meeting: 

Tab 28 Specialty Developing AANS/CNS First September 2007 2007 Medicare 952 

RUC Recommendation: Refer to CPT 

Wednesday, May 27, 2009 

Recommendation: Identified: Utilization Data: 

CPT Action? (if applicable): October 2009 
I 
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2007WorkRVU: 8.15 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.31 

2009 Work RVU: 8.15 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.31 
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64581 Incision for Implantation of neurostlmulator electrodes; sacral nerve 

(transforamlnal placement) 
Global: 090 Issue: Urological Procedures 

Most Recent April 2008 
RUC Meeting: 

Tab 45 Specialty Developing AUA 
Recommendation: 

First September 2007 2007 Medicare 4,423 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

64622 Destruction by neurolytic agent, paravertebral facet joint nerve; lumbar or sacral, Global: 010 Issue: Fluroscopy 
single level · 

Most Recent April 2009 
RUC Meeting: 

Tab 27 Specialty Developing ASA, ISIS, 
Recommendation: AAPM, 

APM&R 

First Apnl 2008 
Identified: 

RUC Recommendation: PE Review- no change CPT Action? (If applicable): June 2008 

64623 Destruction by neurolytic agent, paravertebral facet joint nerve; lumbar or sacral, Global: ll.Z. 
each additional level (List separately In addition to code for primary procedure) 

2007 Medicare 104,081 
Utilization Data: 

Issue: Destruction by Neurolytic 
Agent 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ASA, NASS, First February 2008 2007 Medicare 235,618 
Recommendation: AAPM Identified: Utilization Data: 

RUC Recommendation: 0.99 CPT Action? (if applicable): June 2008 

64626 Destruction by neurolytic agent, paravertebral facet joint nerve; cervical or 
thoracic, single level 

Global: 010 Issue: Fluroscopy 

Most Recent April 2009 
RUC Meeting: 

Tab 27 Specialty Developing ASA, ISIS, 
Recommendation: AAPM, 

APM&R 

First April 2008 
Identified: 

RUC Recommendation: PE Reivew- no change CPT Action? (if applicable): June 2008 

2007 Medicare 20,603 
Utilization Data: 

64627 Destruction by neurolytic agent, paravertebral facet joint nerve; cervical or 
thoracic, each additional level (List separately In addition to code for primary 
procedure) 

Global: Z2Z Issue: Destruction by Neurolytic 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 1.16 

Wednesday, May 27, 2009 

Tab 57 Specialty Developing ASA, NASS, First April 2008 
Recommendation: AAPM Identified: 

CPT Action? (if applicable): June 2008 
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Agent 

2007 Medicare 41,772 
Utilization Data: 

Screen: Site of Service Anomaly Complete? No 

2007 Work RVU: 14.15 

2007 NF PE RVU: NA 

2007 Fac PE RVU:5.73 

2009 Work RVU: 14.15 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.59 

Screen: CMS Request- Review Complete? Yes 
PE, High Volume Growth I 
CMS Fastest Growing 

2007 Work RVU: 3.02 

2007 NF PE RVU: 6.82 

2007 Fac PE RVU:1.34 

2009 Work RVU: 3.02 

2009 NF PE RVU: 5.02 

2009 Fac PE RVU:1.33 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 0.99 

2007 NF PE RVU: 2.62 

2007 Fac PE RVU:0.22 

2009 Work RVU: 0.99 

2009 NF PE RVU: 2.00 

2009 Fac PE RVU:0.23 

Screen: CMS Request- Review Complete? Yes 
PE, High Volume Growth I 
CMS Fastest Growing 

2007 Work RVU: 3.82 

2007 NF PE RVU: 6.99 

2007 Fac PE RVU:1.93 

2009 Work RVU: 3.82 

2009 NF PE RVU: 5.54 

2009 Fac PE RVU:1.95 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? Yes 

2007WorkRVU: 1.16 

2007 NF PE RVU: 3.98 

2007 Fac PE RVU:0.26 

2009WorkRVU: 1.16 

2009 NF PE RVU: 2.93 

2009 Fac PE RVU:0.27 
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64640 Destruction by neurolytic agent; other peripheral nerve or branch 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing APMA 
Recommendation: 

Global: 010 Issue: Destruction by Neurolytic 
Agent 

First September 2007 2007 Medicare 93,903 
Identified: Utilization Data: 

RUC Recommendation: Remove 99238 CPT Action? (if applicable): 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 2.78 

2007 NF PE RVU: 3.75 

2007 Fac PE RVU:1.75 

2009 Work RVU: 2.78 

2009 NF PE RVU: 2.83 

2009 Fac PE RVU:1.52 

64708 Neuroplasty, major peripheral nerve, arm or leg; other than specified Global: 090 Issue: Neuroplasty- Leg or Arm Screen: Site of Service Anomaly Complete? Yes 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 6.22 

Tab 49 Specialty Developing AOFAS, First September 2007 2007 Medicare 3,193 
Recommendation: ASSH, Identified: Utilization Data: 

AAOS,ASPS 

CPT Action? (if applicable): 

2007 Work RVU: 6.22 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.73 

2009 Work RVU: 6.22 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.00 

64712 Neuroplasty, major peripheral nerve, arm or leg; sciatic nerve Global: 090 Issue: Neuroplasty- Leg or Arm Screen: Site of Service Anomaly Complete? No 

Most Recent April 2008 
RUC Meeting: 

Tab 49 Specialty Developing AOFAS, First September 2007 2007 Medicare 1 ,260 
Recommendation: ASSH, Identified: Utilization Data: 

AAOS,ASPS 

RUC Recommendation: Refer to CPT CPT Action? (If applicable): October 2009 

2007 Work RVU: 7.98 

2007 NF PE RVU: NA 

2007 Fac PE RVU:4.86 

2009 Work RVU: 7.98 

2009 NF PE RVU: NA 

2009 Fac PE RVU:5.01 

·-------------------- --------------------------------------- -- -----------------
64831 Suture of digital nerve, hand or foot; one nerve Global: 090 Issue: Neurorrhaphy- Finger 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 9.00 

Tab K SpecialtyDeveloping AAOS, First September2007 2007Medicare 1,127 
Recommendation: ASPS, ASSH Identified: Utilization Data: 

CPT Action? (If applicable): 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 10.23 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7 

2009 Work RVU: 9 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.86 

65105 Enucleation of eye; with Implant, muscles attached to Implant Global: 090 Issue: Ophthalmologic Procedures Screen: Site of Service Anomaly Complete? Yes 

Most Recent September 2007 Tab 16 Specialty Developing AAO First September 2007 2007 Medicare 978 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 
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(99238-0nly) 

2007 Work RVU: 9.7 

2007 NF PE RVU: NA 

2007 Fac PE RVU: 10.13 

2009 Work RVU: 9.7 

2009 NF PE RVU: NA 

2009 Fac PE RVU:9.41 
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65285 Repair of laceration; cornea and/or sclera, perforating, with reposition or 

resection of uveal tissue 
Global: 090 Issue: Ophthalmological 

Procedures 

Most Recent February 2008 
RUC Meeting: 

RUC Recommendation: 14.43 

Tab L Specialty Developing AAO 
Recommendation: 

~ 

First September 2007 2007 Medicare 1,167 
Identified: Utilization Data: 

CPT Action? (if applicable): 

65780 Ocular surface reconstruction; amniotic membrane transplantation Global: 090 Issue: Ophthalmological 

Most Recent October 2008 
RUC Meeting: 

Procedures 

Tab 26 Specialty Developing AAO, ASCRS First October 2008 2007 Medicare 2,651 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: CPT Assistant Article CPT Action? (if applicable): CPT ASSistant- June 2009 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 14.43 

2007 NF PE RVU: NA 

2007 Fac PE RVU:9.12 

2009 Work RVU: 14.43 

2009 NF PE RVU: NA 

2009 Fac PE RVU:8.96 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 10.43 

2007 NF PE RVU: NA 

2007 Fac PE RVU:10.04 

2009 Work RVU: 10.43 

2009 NF PE RVU: NA 

2009 Fac PE RVU:9.49 

66761 lridotomy/lrldectomy by laser surgery (eg, for glaucoma) (one or more sessions) Global: 090 Issue: lridotomy and Iridectomy Screen: High IWPUT Complete? No 

Most Recent April 2009 
RUC Meeting: 

Tab 57 Specialty Developing ASCRS, AAO First February 2008 2007 Medicare 85,496 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Change global to 010-day or refer to 
CPT. 

CPT Action? (if applicable): 

66982 Extracapsular cataract removal with Insertion of intraocular lens prosthesis (one Global: 090 Issue: Cataract Surgery 
stage procedure), manual or mechanical technique (eg, irrigation and aspiration 
or phacoemulsificatlon), complex, requiring devices or techniques not generally 
used In routine cataract surgery (eg, Iris expansion device, suture support for 
Intraocular lens, or primary posterior capsulorrhexls) or performed on patients In 
the amblyogenlc developmental stage 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing 
Recommendation: 

AAO, 
ASCRS 
(cataract), 
AOA 
(optometric) 

First September 2007 2007 Medicare 108,581 
Identified: Utilization Data: 

RUC Recommendation: CPT Assistant; Reduce to 2x99213 & CPT Action? (If applicable): CPT Assistant -Sept 2009 
3x99212; Re-review September 2011 
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2007 Work RVU: 4.87 

2007 NF PE RVU: 5.49 

2007 Fac PE RVU:4.32 

2009 Work RVU: 4.87 

2009 NF PE RVU: 5.26 

2009 Fac PE RVU:4.33 

Screen: High IWPUT I CMS Complete? No 
Fastest Growing, Site of 
Service Anomaly (99238-
0nly) 

2007 Work RVU: 14.83 

2007 NF PE RVU: NA 

2007 Fac PE RVU:9.75 

2009 Work RVU: 14.83 

2009 NF PE RVU: NA 

2009 Fac PE RVU:9.26 
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66984 Extracapsular cataract removal with Insertion of Intraocular lens prosthesis (one Global: 090 Issue: Cataract Surgery 
stage procedure), manual or mechanical technique (eg, Irrigation and aspiration 
or phacoemulslflcatlon) 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing AAO, 
Recommendation: ASCRS 

(cataract), 
AOA 
(optometric) 

First February 2008 2007 Medicare 1,712,344 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen. Review again in CPT Action? (If applicable): 
September 2011 

Screen: High IWPUT 

2007 Work RVU: 10.36 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.24 

Complete? No 

2009 Work RVU: 10.36 

2009 NF PE RVU: NA 

2009 Fac PE RVU:6.96 

67028 lntravltreallnjectlon of a pharmacologic agent (separate procedure) Global: 000 Issue: Treatment of Retinal Lesion Screen: High Volume Growth I Complete? No 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAO 
Recommendation: 

First February 2008 2007 Medicare 816.559 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

67038 Vltrectomy, mechanglcal, pars plana approach; with eplretinal membrane 
stripping 

Global: Issue: Ophthalmological 
Procedures 

Most Recent September 2007 Tab 16 Specialty Developing AAO First September 2007 2007 Medicare 56,298 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (If applicable): February 2007 - Deleted 
from CPT 

67039 Vitrectomy, mechanical, pars plana approach; with focal endolaser 
P-hotocoagulation 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing AAO 
Recommendation: 

Global: 090 Issue: Vitrectomy 

First September 2007 2007 Medicare 4,521 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (If applicable): 

-----------------
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CMS Fastest Growing 

2007 Work RVU: 2.52 

2007 NF PE RVU: 2.59 

2007 Fac PE RVU:1.42 

2009 Work RVU: 2.52 

2009 NF PE RVU: 2.35 

2009 Fac PE RVU:1.36 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 23.3 

2007 NF PE RVU: NA 

2007 Fac PE RVU:15.16 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 16.39 

2007 NF PE RVU: NA 

2007 Fac PE RVU: 11.94 

2009 Work RVU: 16.39 

2009 NF PE RVU: NA 

2009 Fac PE RVU:11.48 
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67040 Vltrectomy, mechanical, pars 'plana approach; with endolaser panretlnal 
photocoagulation 

Global: 090 Issue: Vitrectomy 

Most Recent September 2007 
RUC Meeting: 

Tab 16 Specialty Developing AAO 
Recommendation: 

First September 2007 2007 Medicare 19,174 
Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

67107 Repair of retinal detachment; scleral buckling (such as lamellar scleral Global: 090 Issue: Retinal Detachment 
dissection, Imbrication or encircling procedure), with or without implant, with or 
without cryotherapy, photocoagulation, and drainage of subretinal fluid 

Most Recent September 2007 Tab 16 Specialty Developing AAO First September 2007 2007 Medicare 2,657 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

67108 Repair of retinal detachment; with vitrectomy, any method, with or without air or Global: 090 Issue: Retinal Detachment 
gas tamponade, focal endolaser photocoagulation, cryotherapy, drainage of 
subretinal fluid, scleral buckling, and/or removal of lens by same technique 

Most Recent September 2007 Tab 16 Specialty Developing AAO First September 2007 2007 Medicare 19,993 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Reduce 99238 to 0.5 CPT Action? (if applicable): 

67110 Repair of retinal detachment; by Injection of air or other gas (eg, pneumatic 
retlnopexy) 

Global: 090 Issue: Retinal Detachment 

Most Recent September 2007 Tab 16 Specialty Developing AAO First September 2007 2007 Medicare 3,484 
RUC Meeting: Recommendation: Identified: Utilization Data: 

RUC Recommendation: Remove 99238 CPT Action? (if applicable): 

67210 Destruction of localized lesion of retina (eg, macular edema, tumors), one or 
more sessions; photocoagulation 

Global: 090 Issue: Treatment of Retinal 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAO 
Recommendation: 

First February 2008 
Identified: 

RUC Recommendation: Review SS plan at Oct 2009 Five-Year CPT Action? (If applicable): 

Wednesday, May 27, 2009 

Review Identification Workgroup 
Meeting. 
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Lesion or Choroid 

2007 Medicare 140,062 
Utilization Data: 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 19.23 

2007 NF PE RVU: NA 

2007 Fac PE RVU:13.41 

2009 Work RVU: 19.23 

2009 NF PE RVU: NA 

2009 Fac PE RVU:12.90 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 16.35 

2007 NF PE RVU: NA 

2007 Fac PE RVU:11.19 

2009 Work RVU: 16.35 

2009 NF PE RVU: NA 

2009 Fac PE RVU:10.99 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 22.49 

2007 NF PE RVU: NA 

2007 Fac PE RVU:14.22 

2009 Work RVU: 22.49 

2009 NF PE RVU: NA 

2009 Fac PE RVU:13.87 

Screen: Site of Service Anomaly 
(99238-0nly) 

Complete? Yes 

2007 Work RVU: 10.02 

2007 NF PE RVU: 9.99 

2007 Fac PE RVU:7.37 

Screen: High IWPUT 

2007 Work RVU: 9.35 

2007 NF PE RVU: 6.48 

2007 Fac PE RVU:5.84 

2009 Work RVU: 10.02 

2009 NF PE RVU: 9.48 

2009 Fac PE RVU:7.31 

Complete? No 

2009 Work RVU: 9.35 

2009 NF PE RVU: 6.31 

2009 Fac PE RVU:5.78 
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67220 Destruction of localized lesion of choroid (eg, choroidal neovascularlzation); 

photocoagulation (eg, laser), one or more sessions 
Global: 090 Issue: Treatment of Retinal 

Lesion or Choroid 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAO 
Recommendation: 

First February 2008 2007 Medicare 13,843 
Identified: Utilization Data: 

RUC Recommendation: Review SS plan at Oct 2009 Five-Year CPT Action? (if applicable): 
Review Identification Workgroup 
Meeting. 

Screen: High IWPUT 

2007WorkRVU: 14.19 

2007 NF PE RVU: 10.23 

2007 Fac PE RVU:8.9 

67225 Destruction of localized lesion of choroid (eg, choroidal neovascularlzatlon); Global: ZZZ 
photodynamic therapy, second eye, at single session (List separately in addition 

Issue: Photodynamic Therapy of Screen: New Technology 
the Eye 

to code for primary eye treatment) 

Most Recent February 2008 
RUC Meeting: 

Tab P Specialty Developing AAO 
Recommendation: 

First September 2007 2007 Medicare 1,342 
Identified: Utilization Data: 

RUC Recommendation: 0.47 CPT Action? (if applicable): 

67228 Treatment of extensive or progressive retinopathy, one or more sessions; (eg, 
diabetic retinopathy), photocoagulation 

Global: 090 Issue: Treatment of Retinal 
Lesion or Choroid 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAO 
Recommendation: 

First February 2008 2007 Medicare 93,654 
Identified: Utilization Data: 

RUC Recommendation: Review SS plan at Oct 2009 Five-Year CPT Action? (if applicable): 
Review Identification Workgroup 
Meeting. 

2007 Work RVU: 0.47 

2007 NF PE RVU: 0.25 

2007 Fac PE RVU:0.2 

Screen: High iWPUT 

2007 Work RVU: 13.67 

2007 NF PE RVU: 11.2 

2007 Fac PE RVU:8.43 

Complete? No 

2009 Work RVU: 14.19 

2009 NF PE RVU: 9.87 

2009 Fac PE RVU:8.73 

Complete? Yes 

2009 Work RVU: 0.47 

2009 NF PE RVU: 0.23 

2009 Fac PE RVU:0.19 

Complete? No 

2009 Work RVU: 13.67 

2009 NF PE RVU: 13.35 

2009 Fac PE RVU:10.10 

68040 Expression of conjunctival follicles (eg, for trachoma) Global: 000 Issue: Treatment of Eyelid Lesions Screen: High Volume Growth Complete? No 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing 
Recommendation: 

First February 2008 2007 Medicare 4,681 
Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

68810 Probing of nasolacrimal duct, with or without irrigation; 

Most Recent February 2008 
RUC Meeting: 

Tab L Specialty Developing AAO 
Recommendation: 

Global: 010 Issue: Ophthalmological 
Procedures 

First September 2007 2007 Medicare 33,064 
Identified: Utilization Data: 

RUC Recommendation: 2.09 CPT Action? (if applicable): 
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2007 Work RVU: 0.85 

2007 NF PE RVU: 0.69 

2007 Fac PE RVU:0.42 

2009 Work RVU: 0.85 

2009 NF PE RVU: 0.65 

2009 Fac PE RVU:0.39 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 2.63 

2007 NF PE RVU: 3.62 

2007 Fac PE RVU:2.7 

2009 Work RVU: 2.09 

2009 NF PE RVU: 3.29 

2009 Fac PE RVU:2.20 
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69100 Biopsy external ear 

Most Recent April 2009 
RUC Meeting: 

Tab 28 Specialty Developing AAD 
Recommendation: 

Global: 000 Issue: Biopsy of Ear 

First October 2008 2007 Medicare 82,587 
Identified: Utilization Data: 

RUC Recommendation: 0.81 CPT Action? (If applicable): 

69801 Labyrinthotomy, with or without cryosurgery Including other nonexclslonal Global: 090 Issue: Labyrinthotomy 
destructive procedures or perfusion of vestlbuloactlve drugs (single or multiple 
perf.uslons); transcanal 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAO-HNS 
Recommendation: 

First September 2007 2007 Medicare 4,271 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (If applicable): 

69930 Cochlear device Implantation, with or without mastoidectomy 

Most Recent February 2008 
RUC Meeting: 

Tab M Specialty Developing AAO-HNS 
Recommendation: 

Global: 090 Issue: Cochlear Device 
Implantation 

First September 2007 2007 Medicare 1,608 
Identified: Utilization Data: 

RUC Recommendation: 17.60 CPT Action? (If applicable): 

70496 Computed tomographic angiography, head, with contrast materlal(s), Including Global: XXX Issue: CT Angiography 
noncontrast Images, if performed, and Image postprocessing 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ACR, ASNR First February 2008 2007 Medicare 86,896 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

70498 Computed tomographic angiography, neck, with contrast materlal(s), including Global: XXX Issue: CT Angiography 
noncontrast Images, If performed, and Image postprocessing 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ACR, ASNR 
Recommendation: 

First February 2008 
Identified: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

---------------
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2007 Medicare 122,620 
Utilization Data: 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 0.81 

2007 NF PE RVU: 1.75 

2007 Fac PE RVU:0.4 

2009 Work RVU: 0.81 

2009 NF PE RVU: 1.80 

2009 Fac PE RVU:0.41 

Screen: CMS Fastest Growing, Site Complete? No 
of Service Anomaly (99238-
0nly) 

2007 Work RVU: 8.61 

2007 NF PE RVU: NA 

2007 Fac PE RVU:9.31 

2009 Work RVU: 8.61 

2009 NF PE RVU: NA 

2009 Fac PE RVU:9.62 

Screen: Site of Service Anomaly Complete? Yes 

2007 Work RVU: 17.6 

2007 NF PE RVU: NA 

2007 Fac PE RVU:14.06 

2009 Work RVU: 17.6 

2009 NF PE RVU: NA 

2009 Fac PE RVU: 12.90 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? No 

2007 Work RVU: 1.75 

2007 NF PE RVU: 11.87 

2007 Fac PE RVU:0.56 

2009 Work RVU: 1.75 

2009 NF PE RVU: 14.83 

2009 Fac PE RVU:0.66 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? No 

2007 Work RVU: 1. 75 

2007 NF PE RVU: 11.89 

2007 Fac PE RVU:0.56 

2009 Work RVU: 1.75 

2009 NF PE RVU: 14.9 

2009 Fac PE RVU:0.67 
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71250 Computed tomography, thorax; without contrast material 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

Global: XXX Issue: CT Thorax 

First October 2008 2007 Medicare 1,352,505 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

71275 Computed tomographic angiography, chest (noncoronary), with contrast 
materlal(s), Including noncontrast Images, If performed, and Image 
postprocessing 

Global: XXX Issue: CT Angiography 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

First October 2008 2007 Medicare 508,068 
Identified: Utilization Data: 

RUC Recommendation: CPT Assistant; Review September 
2011 

CPT Action? (If applicable): CPT Assistant - June 2009 

72125 Computed tomography, cervical spine; without contrast material 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR, ASNR 
Recommendation: 

Global: XXX Issue: CT Spine 

First October 2008 
Identified: 

2007 Medicare 432,179 
Utilization Data: 

RUC Recommendation: The RUC recommends that the entire CPT Action? (if applicable): 
family of CT spine services (72125-
72133) be surveyed. 

72126 Computed tomography, cervical spine; with contrast material 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

Global: XXX Issue: CT Spine 

First February 2009 2007 Medicare 20,456 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that the entire CPT Action? (if applicable): 
family of CT spine services (72125-
72133) be surveyed. 
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Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.16 

2007 NF PE RVU: 5.87 

2007 Fac PE RVU:0.37 

2009WorkRVU: 1.16 

2009 NF PE RVU: 5.95 

2009 Fac PE RVU:0.43 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.92 

2007 NF PE RVU: 11.92 

2007 Fac PE RVU:0.61 

2009 Work RVU: 1.92 

2009 NF PE RVU: 11.27 

2009 Fac PE RVU:0.72 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.16 

2007 NF PE RVU: 5.87 

2007 Fac PE RVU:0.37 

2009WorkRVU: 1.16 

2009 NF PE RVU: 5.97 

2009 Fac PE RVU:0.43 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.22 

2007 NF PE RVU: 7.1 

2007 Fac PE RVU:0.39 

2009 Work RVU: 1.22 

2009 NF PE RVU: 7.37 

2009 Fac PE RVU:0.45 
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72127 Computed tomography, cervical spine; without contrast material, followed by 

contrast materlal(s) and further sections 
Global: XXX Issue: CT Spine 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

First February 2009 2007 Medicare 1,865 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that the entire CPT Action? (if applicable): 
family of CT spine services (72125-
72133) be surveyed. 

72128 Computed tomography, thoracic spine; without contrast material Global: XXX Issue: CT Spine 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR, ASNR First October 2008 2007 Medicare 74,945 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that the entire CPT Action? (if applicable): 
family of CT spine services (72125-
72133) be surveyed. 

72129 Computed tomography, thoracic spine; with contrast material Global: XXX Issue: CT Spine 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

First February 2009 2007 Medicare 8,694 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that the entire CPT Action? (if applicable): 
family of CT spine services (72125-
72133) be surveyed. 

72130 Computed tomography, thoracic spine; without contrast material, followed by 
contrast materlal(s) and further sections 

Global: X?<X Issue: CT Spine 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

First February 2009 2007 Medicare 1,157 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that the entire CPT Action? (if applicable): 
family of CT spine services (72125-
72133) be surveyed. 
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Screen: CMS Fastest Growing Complete? No 

2001 Work Rvu: 1.27 

2007 NF PE RVU: 8.89 

2007 Fac PE RVU:0.41 

2009 Work RVU: 1.27 

2009 NF PE RVU: 9.28 

2009 Fac PE RVU:0.46 

Screen: CMS Fastest Growing Complete? No 

2007WorkRVU: 1.16 

2007 NF PE RVU: 5.87 

2007 Fac PE RVU:0.37 

2009 Work RVU: 1.16 

2009 NF PE RVU: 5.95 

2009 Fac PE RVU:0.43 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.22 

2007 NF PE RVU: 7.1 

2007 Fac PE RVU:0.39 

2009 Work RVU: 1.22 

2009 NF PE RVU: 7.37 

2009 Fac PE RVU:0.46 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.27 

2007 NF PE RVU: 8.88 

2007 Fac PE RVU:0.41 

2009 Work RVU: 1.27 

2009 NF PE RVU: 9.3 

2009 Fac PE RVU:0.47 
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72131 Computed tomography, lumbar spine; without contrast material Global: XXX Issue: CT Spine 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR, ASNR First February 2009 2007 Medicare 287,416 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that the entire CPT Action? (If applicable): 
family of CT spine services (72125-
72133) be surveyed. 

72132 Computed tomography, lumbar spine; with contrast material 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

Global: XXX Issue: CT Spine 

First February 2009 2007 Medicare 56,556 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that the entire CPT Action? (if applicable): 
family of CT spine services (72125-
72133) be surveyed. 

72133 Computed tomography, lumbar spine; without contrast material, followed by 
contrast material(s) and further sections 

Global: XXX Issue: CT Spine 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

First February 2009 2007 Medicare 3,968 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that the entire CPT Action? (if applicable): 
family of CT spine services (72125-
72133) be surveyed._ 

72191 Computed tomographic angiography, pelvis, with contrast material(s), including Global: XXX Issue: CT Angiography 
noncontrast Images, If performed, and image postprocessing 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ACR 
Recommendation: 

First February 2008 2007 Medicare 97,992 
Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

72192 Computed tomography, pelvis; without contrast material 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACR 
Recommendation: 

Global: XXX Issue: CT Pelvis 

First October 2008 2007 Medicare 1,741,896 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): June 2009 
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Screen: CMS Fastest Growing Complete? No 

2007WorkRVU: 1.16 

2007 NF PE RVU: 5.87 

2007 Fac PE RVU:0.37 

2009WorkRVU: 1.16 

2009 NF PE RVU: 5.94 

2009 Fac PE RVU:0.43 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.22 

2007 NF PE RVU: 7.1 

2007 Fac PE RVU:0.39 

2009 Work RVU: 1.22 

2009 NF PE RVU: 7.36 

.2009 Fac PE RVU:0.46 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.27 

2007 NF PE RVU: 8.93 

2007 Fac PE RVU:0.41 

2009 Work RVU: 1.27 

2009 NF PE RVU: 9.29 

2009 Fac PE RVU:0.47 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? No 

2007 Work RVU: 1.81 

2007 NF PE RVU: 11.57 

2007 Fac PE RVU:0.58 

2009 Work RVU: 1.81 

2009 NF PE RVU: 10.91 

2009 Fac PE RVU:0.68 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.09 

2007 NF PE RVU: 5.77 

2007 Fac PE RVU:0.35 

2009 Work RVU: 1.09 

2009 NF PE RVU: 5.66 

2009 Fac PE RVU:0.41 
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72194 Computed tomography, pelvis; without contrast material, followed by contrast Global: XXX Issue: CT Pelvis 

materlal(s) and further sections 

Most Recent February 2008 
RUC Meeting: 

TabS Specialty Developing 
Recommendation: 

First February 2008 2007 Medicare 493,901 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (If applicable): June 2009 

73200 Computed tomography, upper extremity; without contrast material 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

• Global: XXX Issue: CT Upper Extremity 

First October 2008 2007 Medicare 62,367 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

73201 Computed tomography, upper extremity; with contrast material(s) 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

Global: XXX Issue: CT Upper Extremity 

First February 2009 2007 Medicare 6,869 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

73202 Computed tomography, upper extremity; without contrast material, followed by Global: XXX Issue: CT Upper Extremity 
contrast materlal(s) and further sections 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

First February 2009 2007 Medicare 1,633 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

73218 Magnetic resonance (eg, proton) Imaging, upper extremity, other than joint; 
without contrast materlal(s) 

Global: XXX Issue: MRI 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR, ACRh 
Recommendation: 

First October 2008 
Identified: 

2007 Medicare 32,025 
Utilization Data: 

RUC Recommendation: CPT Assistant; Review September 
2011 

CPT Action? (if applicable): CPT Ass!- SS draft Apr 21, 
2009. Need addl input 
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Screen: Codes Reported Together I Complete? No 
CMS Fastest Growing 

2007 Work RVU: 1.22 

2007 NF PE RVU: 8.67 

2007 Fac PE RVU:0.39 

2009 Work RVU: 1.22 

2009 NF PE RVU: 9.32 

2009 Fac PE RVU:0.45 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.09 

2007 NF PE RVU: 5.15 

2007 Fac PE RVU:0.35 

2009 Work RVU: 1.09 

2009 NF PE RVU: 5.69 

2009 Fac PE RVU:0.4 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.16 

2007 NF PE RVU: 6.21 

2007 Fac PE RVU:0.37 

2009 Work RVU: 1.16 

2009 NF PE RVU: 7.03 

2009 Fac PE RVU:0.43 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.22 

2007 NF PE RVU: 7.99 

2007 Fac PE RVU:0.39 

2009 Work RVU: 1.22 

2009 NF PE RVU: 9.38 

2009 Fac PE RVU:0.45 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.35 

2007 NF PE RVU: 11.81 

2007 Fac PE RVU:0.43 

2009 Work RVU: 1.35 

2009 NF PE RVU: 13.31 

2009 Fac PE RVU:0.48 
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73221 Magnetic resonance (eg, proton) Imaging, any joint of upper extremity; without Global: XXX Issue: MRI 

contrast materlal(s) 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

First October 2008 2007 Medicare 474,405 
Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

73510 Radiologic examination, hlp, unilateral; complete, minimum of two views Global: XXX Issue: Radiologic Examination 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR, AAOS, First October 2008 2007 Medicare 2,613,137 
Recommendation: APMA, Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

AOFAS 

CPT Action? (If applicable): 

73580 Radiologic examination, knee, arthrography, radiological supervision and 
Interpretation 

Global: XXX Issue: Contrast X-Ray of Knee 
Joint 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAOS 
Recommendation: 

First February 2008 2007 Medicare 13,617 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

73610 Radiologic examination, ankle; complete, minimum of three views Global: XXX Issue: Radiologic Examination 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR, AAOS, First October 2008 2007 Medicare 1,152,259 
Recommendation: APMA, Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

A OF AS 

CPT Action? (if applicable): 

73630 Radiologic examination, foot; complete, minimum of three views Global: XXX Issue: Radiologic Examination 

Most Recent F~bruary 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR, AAOS, First October 2008 
Recommendation: APMA, Identified: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

Wednesday, May 27, 2009 

AOFAS 

CPT Action? (if applicable): 
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2007 Medicare 2,077,247 
Utilization Data: 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.35 

2007 NF PE RVU: 11.55 

2007 Fac PE RVU:0.43 

Screen: Top 9 Harvard 

2007 Work RVU: 0.21 

2007 NF PE RVU: 0.6 

2007 Fac PE RVU:0.07 

2009 Work RVU: 1.35 

2009 NF PE RVU: 12.47 

2009 Fac PE RVU:0.49 

Complete? No 

2009 Work RVU: 0.21 

2009 NF PE RVU: 0.66 

2009 Fac PE RVU:O.Oil 

-------------
Screen: High Volume Growth I 

CMS Fastest Growing 
Complete? No 

2007 Work RVU: 0.54 

2007 NF PE RVU: 2.5 

2007 Fac PE RVU:0.17 

Screen: Top 9 Harvard 

2007 Work RVU: 0.17 

2007 NF PE RVU: 0.55 

2007 Fac PE RVU:0.06 

Screen: Top 9 Harvard 

2007 Work RVU: 0.17 

2007 NF PE RVU: 0.54 

2007 Fac PE RVU:0.06 

2009 Work RVU: 0.54 

2009 NF PE RVU: 2.39 

2009 Fac PE RVU:0.2 

Complete? No 

2009 Work RVU: 0.17 

2009 NF PE RVU: 0.58 

2009 Fac PE RVU:0.06 

Complete? No 

2009 Work RVU: 0.17 

2009 NF PE RVU: 0.57 

2009 Fac PE RVU:0.06 
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73700 Computed tomography, lower extremity; without contrast material 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

Global: XXX Issue: CT Lower Extremity 

First October 2008 2007 Medicare 160,175 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (If applicable): 

73701 Computed tomography, lower extremity; with contrast materlal(s) 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

Global: XXX Issue: CT Lower Extremity 

First February 2009 2007 Medicare 44,181 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

73702 Computed tomography, lower extremity; without contrast material, followed by Global: XXX Issue: CT Lower Extremity 
contrast material(s) and further sections 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

First February 2009 2007 Medicare 4,219 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

73706 Computed tomographic angiography, lower extremity, with contrast material(s), Global: XXX Issue: CT Lower Extremity 
including noncontrast Images, if performed, and Image postprocessing 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

First February 2008 2007 Medicare 22,311 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (If applicable): 

7 4170 Computed tomography, abdomen; without contrast material, followed by 
contrast material(s) and further sections 

Global: XXX Issue: Computed Tomography 

Most Recent February 2008 
RUC Meeting: 

TabS 

RUC Recommendation: Refer to CPT 

Wednesday, May 27, 2009 

Specialty Developing 
Recommendation: 

First February 2008 2007 Medicare 1,156,894 
Identified: Utilization Data: 

CPT Action? (if applicable): June 2009 
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Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.09 

2007 NF PE RVU: 5.15 

2007 Fac PE RVU:0.35 

2009 Work RVU: 1.09 

2009 NF PE RVU: 5.7 

2009 Fac PE RVU:0.4 

Screen: High Volume Growth Complete? No 

2007 Work RVU: 1.16 

2007 NF PE RVU: 6.23 

2007 Fac PE RVU:0.37 

2009 Work RVU: 1.16 

2009 NF PE RVU: 7.08 

2009 Fac PE RVU:0.44 

Screen: High Volume Growth Complete? No 

2007 Work RVU: 1.22 

2007 NF PE RVU: 8.01 

2007 Fac PE RVU:0.39 

2009 Work RVU: 1.22 

2009 NF PE RVU: 9.4 

2009 Fac PE RVU:0.46 

Screen: High Volume Growth Complete? No 

2007 Work RVU: 1.9 

2007 NF PE RVU: 10.99 

2007 Fac PE RVU:0.62 

2009 Work RVU: 1.9 

2009 NF PE RVU: 11.32 

2009 Fac PE RVU:0.74 

Screen: Codes Reported Together Complete? No 

2007 Work RVU: 1.4 

2007 NF PE RVU: 9.15 

2007 Fac PE RVU:0.45 

2009 Work RVU: 1.4 

2009 NF PE RVU: 10.78 

2009 Fac PE RVU:0.52 
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74175 Computed tomographic angiography, abdomen, with contrast materlal(s), 

Including noncontrast Images, if performed, and Image postprocessing 
Global: XXX Issue: CT Angiography 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACR 
Recommendation: 

First October 2008 2007 Medicare 169,135 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): June 2009 

75635 Computed tomographic angiography, abdominal aorta and bilateral iliofemoral Global: XXX Issue: CT Angiography 
lower extremity runoff, with contrast materlal(s), Including non contrast Images, If 
performed, and Image postprocessing 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ACR 
Recommendation: 

First February 2008 2007 Medicare 79,956 
Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

75790 Angiography, arteriovenous shunt (eg, dialysis patient), radiological supervision Global: XXX 
and Interpretation 

Issue: Arteriovenous Shunt 
imaging 

Most Recent April 2009 
RUC Meeting: 

Tab 9 Specialty Developing 
Recommendation: 

First February 2008 2007 Medicare 227,164 
Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (If applicable): February 2009 - Deleted 

75791 Angiography, arteriovenous shunt (dialysis fistula/graft), complete evaluation of Global: XXX 
dialysis access, including fluoroscopy, image documentation and report 
(includes injections of contrast and all necessary imaging from the arterial 
anastomosis and adjacent artery through entire venous outflow including the 
inferior or superior vena cava), radiological supervision and Interpretation 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 1.71 

Tab 9 Specialty Developing SVS, SIR, 
Recommendation: ACR 

First 
Identified: 

CPT Action? (if applicable): 

Issue: Arteriovenous Shunt 
Imaging 

2007 Medicare 
Utilization Data: 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.9 

2007 NF PE RVU: 11.78 

2007 Fac PE RVU:0.61 

2009 Work RVU: 1.9 

2009 NF PE RVU: 11.58 

2009 Fac PE RVU:0.72 

Screen: High Volume Growth Complete? No 

2007 Work RVU: 2.4 

2007 NF PE RVU: 14.78 

2007 Fac PE RVU:0.78 

2009 Work RVU: 2.4 

2009 NF PE RVU: 12.83 

2009 Fac PE RVU:0.95 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 1.84 

2007 NF PE RVU: 1.62 

2007 Fac PE RVU:0.58 

2009 Work RVU: 1.84 

2009 NF PE RVU: 2.2 

2009 Fac PE RVU:0.63 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

---------------------------- ----------
75885 Percutaneous trans hepatic portography with hemodynamic evaluation, 

radiological supervision and interpretation 

Most Recent February 2009 
RUC Meeting: 

Tab 21 Specialty Developing ACR, SIR 
Recommendation: 

Global: XXX Issue: lnterventionai Radiology 

First NA 
Identified: 

Procedures 

2007 Medicare 302 
Utilization Data: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 
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Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 1.44 

2007 NF PE RVU: 10.08 

2007 Fac PE RVU:0.46 

2009 Work RVU: 1.44 

2009 NF PE RVU: 5.15 

2009 Fac PE RVU:0.56 
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75887 Percutaneous transhepatlc portography without hemodynamic evaluation, 
radiological supervision and Interpretation 

Global: XXX Issue: lnterventional Radiology 
Procedures 

Most Recent February 2009 
RUC Meeting: 

Tab 21 Specialty Developing ACR, SIR 
Recommendation: 

First NA 2007 Medicare 298 
-- Utilization Data: Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

Screen: CMS Request - Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 1.44 

2007 NF PE RVU: 10.13 

2007 Fac PE RVU:0.47 

2009 Work RVU: 1.44 

2009 NF PE RVU: 5.21 

2009 Fac PE RVU:0.56 

75992 Transluminal atherectomy, peripheral artery, radiological supervision and 
interpretation 

Global: XXX Issue: Transluminal Arthrectomy Screen: High Volume Growth Complete? No 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing SIR, ACR, First February 2008 2007 Medicare 26,578 

RUC Recommendation: Refer to CPT 

Recommendation: SVS Identified: Utilization Data: 

CPT Action? (if applicable): Feb 2009-Postponed to Oct 
2009 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:0.2 

2009 Work RVU: 0 

2009 NF PE RVU: 0 

2009 Fac PE RVU:0.22 

75993 Translumlnal atherectomy, each additional peripheral artery, radiological 
supervision and interpretation (List separately in addition to code for primary 
procedure) 

Global: Z:ZZ Issue: Transluminal Arthrectomy Screen: High Volume Growth Complete? No 

Most Recent April 2008 _ 
RUC Meeting: 

Tab 57 Specialty Developing SIR, ACR, First February 2008 2007 Medicare 9,508 

RUC Recommendation: Refer to CPT 

Recommendation: SVS Identified: Utilization Data: 

CPT Action? (if applicable): Feb 2009-Postponed to Oct 
2009 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:0.14 

2009 Work RVU: 0 

2009 NF PE RVU: 0 

2009 Fac PE RVU:0.14 

75994 Translumlnal atherectomy, renal, radiological supervision and Interpretation Global: XXX Issue: Transluminal Arthrectomy Screen: High Volume Growth Complete? No 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing SIR, ACR, First April 2008 2007 Medicare 449 
Utilization Data: 

RUC Recommendation: Refer to CPT 

Recommendation: SVS Identified: 

CPT Action? (if applicable): Feb 2009-Postponed to Oct 
2009 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:0.5 

2009 Work RVU: 0 

2009 NF PE RVU: 0 

2009 Fac PE RVU:0.36 

75995 Translumlnal atherectomy, visceral, radiological supervision and Interpretation Global: XXX Issue: Transluminal Arthrectomy Screen: High Volume Growth Complete? No 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing SIR, ACR, First April 2008 2007 Medicare 26 
Utilization Data: 

RUC Recommendation: Refer to CPT 

Wednesday, May 27, 2009 

Recommendation: SVS Identified: 

CPT Action? (if applicable): Feb 2009-Postponed to Oct 
2009 
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2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:0.48 

2009 Work RVU: 0. 

2009 NF PE RVU: 0 

2009 Fac PE RVU:0.48 
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75996 Transluminal atherectomy, each additional visceral artery, radiological 

supervision and interpretation (List separately in addition to code for primary 
procedure) 

Global: ZZZ Issue: Transiuminal Arthrectomy Screen: High Volume Growth Complete? No 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing SIR, ACR, 
Recommendation: SVS 

First April 2008 
Identified: 

2007 Medicare 11 
Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): Feb 2009-Postponed to Oct 
2009 

76100 Radiologic examination, single plane body section (eg, tomography), other than Global: XXX Issue: Fluroscopy 
with urography 

Most Recent April 2009 
RUC Meeting: 

Tab 27 Specialty Developing ACR, ISIS 
Recommendation: 

First April 2009 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

2007 Medicare 6,546 
Utilization Data: 

76101 Radiologic examination, complex motion (ie, hypercycloidal) body section (eg, Global: XXX Issue: Fluroscopy 
mastoid polytomography), other than with urography; unilateral 

Most Recent April 2009 
RUC Meeting: 

Tab 27 Specialty Developing ACR, ISIS 
Recommendation: 

First April2009 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

2007 Medicare 501 
Utilization Data: 

76102 Radiologic examination, complex motion (ie, hypercycloidal) body section (eg, Global: XXX Issue: Fluroscopy 
mastoid polytomography), other than with urography; bilateral 

Most Recent April 2009 
RUC Meeting: 

Tab 27 Specialty Developing ACR, ISIS 
Recommendation: 

First April 2009 
Identified: 

2007 Medicare 615 
Utilization Data: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

76513 Ophthalmic ultrasound, diagnostic; anterior segment ultrasound, immersion 
(water bath) B-scan or high resolution biomicroscopy 

Global: XXX Issue: Ophthalmic Ultrasound 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing AAO, 
Recommendation: ASCRS 

(cataract) 

First February 2008 2007 Medicare 20,082 
Identified: Utilization Data: 

RUC Recommendation: 0.66, CPT Assistant Article CPT Action? (if applicable): June 2008, requested CPT 
Asst to reemphasize issue 
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2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:0.13 

2009 Work RVU: 0 

2009 NF PE RVU: 0 

2009 Fac PE RVU:0.13 

Screen: CMS Request- Review PE Complete? Yes 

2007 Work RVU: 0.58 

2007 NF PE RVU: 1.74 

2007 Fac PE RVU:0.19 

2009 Work RVU: 0.58 

2009 NF PE RVU: 2.8 

2009 Fac PE RVU:0.21 

Screen: CMS Request- Rev1ew PE Complete? Yes 

2007 Work RVU: 0.58 

2007 NF PE RVU: 2.31 

2007 Fac PE RVU:0.19 

2009 Work RVU: 0.58 

2009 NF PE RVU: 4.21 

2009 Fac PE RVU:0.2 

Screen: CMS Request- Review PE Complete? Yes 

2007 Work RVU: 0.58 

2007 NF PE RVU: 3.16 

2007 Fac PE RVU:0.19 

2009 Work RVU: 0.58 

2009 NF PE RVU: 5.93 

2009 Fac PE RVU:0.19 

Screen: High Volume Growth Complete? No 

2007 Work RVU: 0.66 

2007 NF PE RVU: 1.47 

2007 Fac PE RVU:0.28 

2009 Work RVU: 0.66 

2009 NF PE RVU: 1.3 

2009 Fac PE RVU:0.24 
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76536 Ultrasound, soft tissues of head and neck (eg, thyroid, parathyroid, parotid), real Global: XXX Issue: Soft Tissue Ultrasound 
time with Image documentation 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 0.56 

Tab 29 Specialty Developing ACR, ASNR, First October 2008 
Recommendation: TES, AACE Identified: 

CPT Action? (if applicable): 

2007 Medicare 476,884 
Utilization Data: 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 0.56 

2007 NF PE RVU: 1.66 

2007 Fac PE RVU:0.17 

2009 Work RVU: 0.56 

2009 NF PE RVU: 2.19 

2009 Fac PE RVU:0.19 

76880 Ultrasound, extremity, nonvascular, real time with Image documentation Global: XXX Issue: Lower Extremity Ultrasound Screen: CMS Fastest Growing Complete? No 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing APMA 
Recommendation: 

First October 2008 2007 Medicare 192,255 
Identified: Utilization Data: 

RUC Recommendation: Review October 2009 for physician 
work and practice expense 

CPT Action? (if applicable): 

2007 Work RVU: 0.59 

2007 NF PE RVU: 1.79 

2007 Fac PE RVU:0.18 

2009 Work RVU: 0.59 

2009 NF PE RVU: 2.56 

2009 Fac PE RVU:0.19 

76970 Ultrasound study follow-up (specify) Global: XXX Issue: Ultrasound Study Follow-up Screen: High Volume Growth Complete? Yes 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACS, ACR, First February 2008 2007 Medicare 11,924 
Recommendation: AACE Identified: Utilization Data:' 

RUC Recommendation: Remove from screen- RUC articulated CPT Action? (If applicable): 
concerns to CMS regarding claims 
reporting 

77301 Intensity modulated radiotherapy plan, Including dose-volume histograms for 
target and critical structure partial tolerance specifications 

Global: XXX Issue: Radiotherapy 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ASTRO 
Recommendation: 

First October 2008 
Identified: 

2007 Medicare 84,814 
Utilization Data: 

RUC Recommendation: CPT Assistant; Review September 
2011 

CPT Action? (if applicable): CPT Assistant- Aug 2009 

77371 Radiation treatment delivery, stereotactic radiosurgery (SRS), complete course of Global: XXX 
treatment of craniallesion(s) consisting of 1 session; multi-source Cobalt 60 
based 

Most Recent April 2009 
RUC Meeting: 

Tab 30 Specialty Developing 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (If applicable): 
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Issue: Radiation Treatment 
Delivery, Stereotactic 
Radiosurgery 

2007 Medicare 50 
Utilization Data: 

2007 Work RVU: 0.4 

2007 NF PE RVU: 1.28 

2007 Fac PE RVU:0.13 

2009 Work RVU: 0.4 

2009 NF PE RVU: 1.69 

2009 Fac PE RVU:0.12 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 7.99 

2007 NF PE RVU: 34.66 

2007 Fac PE RVU:2.59 

2009 Work RVU: 7.99 

2009 NF PE RVU: 47.21 

2009 Fac PE RVU:2.72 

Screen: CMS Request - Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 0.00 

2009 NF PE RVU: 

2009 Fac PE RVU: 
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77418 Intensity modulated treatment delivery, single or multiple fields/arcs, via narrow Global: XXX Issue: IMRT 

spatially and temporally modulated beams, binary, dynamic MLC, per treatment 
session 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ASTRO 
Recommendation: 

First October 2008 2007 Medicare 1,086,301 
Identified: Utilization Data: 

RUC Recommendation: CPT Assistant; Review September 
2011 

CPT Action? (if applicable): CPT Assistant -Aug 2009 

77 427 Radiation treatment management, five treatments 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ASTRO 
Recommendation: 

Global: XXX Issue: Radiation Treatment 
Management 

First September 2007 2007 Medicare 1 ,309,276 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): June 2009 

77781 Remote afterloading high Intensity brachytherapy; 1-4 source positions or 
catheters 

Global: XXX Issue: Brachytherapy 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ASTRO ' 
Recommendation: 

First October 2008 2007 Medicare 29,221 
Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): February 2008- Deleted 

77782 Remote afterloadlng high Intensity brachytherapy; 5-8 source positions or 
catheters 

Global: XXX Issue: Brachytherapy 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing ASTRO 
Recommendation: 

First February 2008 2007 Medicare 8,046 
Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): February 2008- Deleted 

77785 Remote afterloadlng high dose rate radlonuclide brachytherapy; 1 channel 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 1.42 

Tab 21 Specialty Developing ASTRO 
Recommendation: 

First 
Identified: 

CPT Action? (If applicable): 

Global: XXX Issue: High Dose Rate 
Brachytherapy 

2007 Medicare 
Utilization Data: 
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Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 0 

2007 NF PE RVU: 16.8 

2007 Fac PE RVU:NA 

2009 Work RVU: 0 

2009 NF PE RVU: 14.20 

2009 Fac PE RVU:NA 

Screen: Site of Service Anomaly Complete? No 

2007 Work RVU: 3.7 

2007 NF PE RVU: 1.15 

2007 Fac PE RVU:1.15 

2009 Work RVU: 3.7 

2009 NF PE RVU: 1.35 

2009 Fac PE RVU: 1.35 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 1.21 

2007 NF PE RVU: 16.23 

2007 Fac PE RVU:0.5 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? Yes 

2007 Work RVU: 2.04 

2007 NF PE RVU: 18.17 

2007 Fac PE RVU:0.77 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 1.42 

2009 NF PE RVU: 3.05 

2009 Fac PE RVU:0.49 
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77786 Remote afterloadlng high dose rate radlonucllde brachytherapy; 2·12 channels Global: XXX Issue: High Dose Rate 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 3.25 

Tab 21 Specialty Developing ASTRO 
Recommendation: 

First 
Identified: 

CPT Action? (If applicable): 

Brachytherapy 

2007 Medicare 
Utilization Data: 

77787 Remote afterloadlng high dose rate radlonucllde brachytherapy; over 12 channels Global: XXX Issue: High Dose Rate 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 4.89 

Tab 21 Specialty Developing ASTRO 
Recommendation: 

First 
Identified: 

CPT Action? (If applicable): 

78451 Myocardial perfusion Imaging; tomographic (SPECT) (Including attenuation Global: 
correction, qualitative or quantitative wall motion, ejection fraction by first pass 
or gated technique, additional quantification, when performed); single study, at 
rest or stress (exercise or pharmacologic) 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 1.40 

Tab 16 Specialty Developing SNM, ACR, First NA 
Recommendation: ASNC, ACC Identified: 

CPT Action? (If applicable): 

78452 Myocardial perfusion Imaging; tomographic (SPECT) (Including attenuation Global: 
correction, qualitative or quantitative wall motion, ejection fraction by first pass 
or gated technique, additional quantification, when performed); multiple studies, 
at rest and/or stress (exercise or pharmacologic) and/or redistribution and/or rest 
reinjection 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 1.75 

Wednesday, May 27, 2009 

Tab 16 Specialty Developing SNM, ACR, First NA 
Recommendation: ASNC, ACC Identified: 

CPT Action? (If applicable): 
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Brachytherapy 

2007 Medicare 
Utilization Data: 

Issue: Myocardial Perfusion 
Imaging 

2007 Medicare 
Utilization Data: 

Issue: Myocardial Perfusion 
Imaging 

2007 Medicare 
Utilization Data: 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 3.25 

2009 NF PE RVU: 10.72 

2009 Fac PE RVU:1.04 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 4.89 

2009 NF PE RVU: 15.7 

2009 Fac PE RVU:1.71 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 
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78453 Myocardial perfusion Imaging, planar (Including qualitative or quantitative wall Global: 
motion, ejection fraction by first pass or gated technique, additional 
quantification, when performed); single study, at rest or stress (exercise or 
pharmacologic) 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 1.00 

Tab 16 Specialty Developing SNM, ACR, First NA 
Recommendation: ASNC, ACC Identified: 

CPT Action? (if applicable): 

78454 Myocardial perfusion Imaging, planar (including qualitative or quantitative wall Global: 
motion, ejection fraction by first pass or gated technique, additional 
quantification, when performed); multiple studies, at rest and/or stress (exercise 
or pharmacologic) and/or redistribution and/or rest reinjection 

Most Recent February 2009 
RUC Meeting: 

RUC Recommendation: 1.34 

Tab 16 Specialty Developing SNM, ACR, First NA 
Recommendation: ASNC, ACC Identified: 

CPT Action? (if applicable): 

Issue: Myocardial Perfusion 
Imaging 

2007 Medicare 
Utilization Data: 

Issue: Myocardial Perfusion 
Imaging 

2007 Medicare 
Utilization Data: 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

------ -- ·-- --· ----- -- ------ ---- -- ---- ------- ----- ·------------------ - ----- ---- -- -- -- -----------------
78460 Myocardial perfusion Imaging; (planar) single study, at rest or stress (exercise 

and/or pharmacologic), with or without quantification 

Most Recent February 2009 
RUC Meeting: 

Tab 16 Specialty Developing SNM, ACR, First 
Recommendation: ASNC, ACC Identified: 

Global: XXX Issue: Myocardial Perfusion 
Imaging 

2007 Medicare 
Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): October 2008- Deleted 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 0.86 

2009 NF PE RVU: 

2009 Fac PE RVU: 

----------- ---------------------------------------------------------------------------------------------- ---------- - - --------------- ---
78461 Myocardial perfusion Imaging; multiple studies (planar), at rest and/or stress Global: XXX 

(exercise and/or pharmacologic), and redistribution and/or rest Injection, with or 
without quantification 

Most Recent February 2009 
RUC Meeting: 

Tab 16 Specialty Developing SNM, ACR, First 
Recommendation: ASNC, ACC Identified: 

Issue: Myocardial Perfusion 
Imaging 

2007 Medicare 
Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): October 2008 -Deleted 
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Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 1.23 

2009 NF PE RVU: 

2009 Fac PE RVU: 
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78464 Myocardial perfusion Imaging; tomographic (SPECT), single study (Including 
attenuation correction when performed), at rest or stress (exercise and/or 
pharmacologic), with or without quantification 

Most Recent February 2009 
RUC Meeting: 

Tab 16 Specialty Developing SNM, ACR, First 
Recommendation: ASNC, ACC Identified: 

Global: XXX Issue: Myocardial Perfusion 
Imaging 

2007 Medicare 
Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): October 2008 - Deleted 

78465 Myocardial perfusion Imaging; tomographic (SPECT), multiple studies (Including Global: XXX 
attenuation correction when performed), at rest and/or stress (exercise and/or 

Issue: Myocardial Perfusion 
Imaging 

pharmacologic) and redistribution and/or rest Injection, with or without 
quantification 

Most Recent February 2009 
RUC Meeting: 

Tab 16 Specialty Developing SNM, ACR, First February 2008 2007 Medicare 3,165,546 
Recommendation: ASNC, ACC Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): October 2008 -Deleted 

78478 Myocardial perfusion study with wall motion, qualitative or quantitative study 
(List separately In addition to code for primary procedure) 

Global: XXX Issue: Myocardial Perfusion 
Imaging 

Most Recent February 2009 
RUC Meeting: 

Tab 16 Specialty Developing SNM, ACR, First February 2008 2007 Medicare 3,133,387 
Recommendation: ASNC, ACC Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): October 2008 - Deleted 

78480 Myocardial perfusion study with ejection fraction (List separately in addition to 
code for primary procedure) 

Global: XXX Issue: Myocardial Perfusion 
Imaging 

Most Recent February 2009 
RUC Meeting: 

Tab 16 Specialty Developing SNM, ACR, First February 2008 2007 Medicare 3,117,295 
Recommendation: ASNC, ACC Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): October 2008 - Deleted 

88300 Level I • Surgical pathology, gross examination only 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing CAP 
Recommendation: 

Global: XXX Issue: Pathology Services 

First February 2009 2007 Medicare 216,584 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 
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Screen: Codes Reported Together c:;omplete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 1.09 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 1.46 

2007 NF PE RVU: 11.51 

2007 Fac PE RVU:0.57 

2009 Work RVU: 1.46 

2009 NF PE RVU: 10.64 

2009 Fac PE RVU:0.68 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 0.5 

2007 NF PE RVU: 1.31 

2007 Fac PE RVU:0.23 

2009 Work RVU: 0.5 

2009 NF PE RVU: 0.79 

2009 Fac PE RVU:0.24 

Screen: Codes Reported Together Complete? Yes 

2007 Work RVU: 0.3 

2007 NF PE RVU: 1.31 

2007 Fac PE RVU:0.2 

Screen: Top 9 Harvard 

2007 Work RVU: 0.08 

2007 NF PE RVU: 0.46 

2007 Fac PE RVU:0.03 

2009 Work RVU: 0.3 

2009 NF PE RVU: 0.79 

2009 Fac PE RVU:0.17 

Complete? No 

2009 Work RVU: 0.08 

2009 NF PE RVU: 0.51 

2009 Fac PE RVU:0.03 
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88302 Level II -Surgical pathology, gross and microscopic examination Appendix, 
Incidental Fallopian tube, sterilization Fingers/toes, amputation, traumatic 
Foreskin, newborn Hernia sac, any location Hydrocele sac Nerve Skin, plastic 
repair Sympathetic ganglion Testis, castration Vaginal mucosa, Incidental Vas 
deferens, sterilization 

Global: XXX Issue: Pathology Services 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing CAP 
Recommendation: 

First February 2009 2007 Medicare 122,768 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

88304 Level Ill - Surgical pathology, gross and microscopic examination Abortion, Global: XXX Issue: Pathology Services 
induced Abscess Aneurysm- arterial/ventricular Anus, tag Appendix, other than 
incidental Artery, atheromatous plaque Bartholin's gland cyst Bone fragment(s), 
other than pathologic fracture Bursa/synovial cyst Carpal tunnel tissue Cartilage, 
shavings Cholesteatoma Colon, colostomy stoma Conjunctiva -
biopsy/pterygium Cornea Diverticulum- esophagus/small intestine Dupuytren's 
contracture tissue Femoral head; other than fracture Flssurelflstula Foreskin, 
other than newborn Gallbladder Ganglion cyst Hematoma Hemorrhoids Hydatid 
of Morgagnllntervertebral disc Joint, loose body Meniscus Mucocele, salivary 
Neuroma - Morton's/traumatlc Pilonidal cyst/sinus Polyps, Inflammatory-
nasaUslnusoldal Skin -cyst/tag/debridement Soft tissue, debridement Soft 
tissue, lipoma Spermatocele Tendon/tendon sheath Testicular appendage 
Thrombus or embolus Tonsil and/or adenoids Varicocele Vas deferens, other 
than sterilization Vein, varicosity 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing CAP 
Recommendation: 

First October 2008 2007 Medicare 1,200,314 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 
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Screen: Top 9 Harvard 

2007WorkRVU: 0.13 

2007 NF PE RVU: 1.04 

2007 Fac PE RVU:0.06 

Screen: Top 9 Harvard 

2007 Work RVU: 0.22 

2007 NF PE RVU: 1.29 

2007 Fac PE RVU:0.08 

Complete? No 

2009 Work RVU: 0.13 

2009 NF PE RVU: 1.14 

2009 Fac PE RVU:0.04 

Complete? No 

2009 Work RVU: 0.22 

2009 NF PE RVU: 1.38 

2009 Fac PE RVU:0.07 
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88305 Level IV- Surgical pathology, gross and microscopic examination Abortion - Global: XXX Issue: Pathology Services 
spontaneous/missed Artery, biopsy Bone marrow, biopsy Bone exostosis 
Brain/meninges, other than for tumor resection Breast, biopsy, not requiring 
microscopic evaluation of surgical margins Breast, reduction mammoplasty 
Bronchus, biopsy Cell block, any source Cervix, biopsy Colon, biopsy 
Duodenum, biopsy Endocervlx, curettlngs/blopsy Endometrium, 
curettlngs/blopsy Esophagus, biopsy Extremity, amputation, traumatic Fallopian 
tube, biopsy Fallopian tube, ectopic pregnancy Femoral head, fracture 
Fingers/toes, amputation, non-traumatic Gingiva/oral mucosa, biopsy Heart valve 
Joint, resection Kidney, biopsy Larynx, biopsy Lelomyoma(s), uterine 
myomectomy - without uterus Lip, biopsy/wedge resection Lung, transbronchial 
biopsy Lymph node, biopsy Muscle, biopsy Nasal mucosa, biopsy 
Nasopharynx/oropharynx, biopsy Nerve, biopsy Odontogenic/dental cyst 
Omentum, biopsy Ovary with or without tube, non-neoplastic Ovary, 
biopsy/wedge resection Parathyroid gland Peritoneum, biopsy Pituitary tumor 
Placenta, other than third trimester Pleura/pericardium - biopsy/tissue Polyp, 
cervical/endometrial Polyp, colorectal Polyp, stomach/small Intestine Prostate, 
needle biopsy Prostate, TUR Salivary gland, biopsy Sinus, paranasal biopsy Skin, 
other than cyst/tag/debridement/plastic repair Small Intestine, biopsy Soft tissue, 
other than tumor/mass/lipoma/debridement Spleen Stomach, biopsy Synovium 
Testis, other than tumor/biopsy/castration Thyroglossal duct/brachial cleft cyst 
Tongue, biopsy Tonsil, biopsy Trachea, biopsy Ureter, biopsy Urethra, biopsy 
Urinary bladder, biopsy Uterus, with or without tubes and ovaries, for prolapse 
Vagina, biopsy Vulva/labia, biopsy 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing CAP 
Recommendation: 

First October 2008 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

Wednesday, May 27, 2009 

Identified: 

CPT Action? (If applicable): 
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2007 Medicare 17,171,735 
Utilization Data: 

Screen: Top 9 Harvard 

2007 Work RVU: 0.75 

2007 NF PE RVU: 1.67 

2007 Fac PE RVU:0.3 

Complete? No 

2009 Work RVU: 0.75 

2009 NF PE RVU: 1.81 

2009 Fac PE RVU:0.25 
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88307 Level V -Surgical pathology, gross and microscopic examination Adrenal, Global: XXX Issue: Pathology Services 

resection Bone - blopsy/curettlngs Bone fragment(s), pathologic fracture Brain, 
-biopsy Brain/meninges, tumor resection Breast, excision of lesion, requiring 
microscopic evaluation of surgical margins Breast, mastectomy - partial/simple 
Cervix, conization Colon, segmental resection, other than for tumor Extremity, 
amputation, non-traumatic Eye, enucleation Kidney, partial/total nephrectomy 
Larynx, partial/total resection Liver, biopsy- needle/wedge Liver, partial 
resection Lung, wedge biopsy Lymph nodes, regional resection Mediastinum, 
mass Myocardium, biopsy Odontogenic tumor Ovary with or without tube, 
neoplastic Pancreas, biopsy Placenta, third trimester Prostate, except radical 
·resection Salivary gland Sentinel lymph node Small Intestine, resection, other 
than for tumor Soft tissue mass (except lipoma) - biopsy/simple excision 
Stomach- subtotal/total resection, other than for tumor Testis, biopsy Thymus, 
tumor Thyroid, total/lobe Ureter, resection Urinary bladder, TUR Uterus, with or 
without tubes and ovaries, other than neoplastic/prolapse 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing CAP 
Recommendation: 

First February 2009 2001 Medicare 875,959 
Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

Identified: 

CPT Action? (if applicable): 

88309 Level VI· Surgical pathology, gross and microscopic examination Bone Global: XXX Issue: Pathology Services 
resection Breast, mastectomy· with regional lymph nodes Colon, segmental 
resection-for tumor Colon, total resection Esophagus, partial/total resection 
Extremity, disarticulation Fetus, with dissection Larynx, partial/total resection -
with regional lymph nodes Lung ·total/lobe/segment resection Pancreas, 
total/subtotal resection Prostate, radical resection Small Intestine, resection for 
tumor Soft tissue tumor, extensive resection Stomach -subtotal/total resection 
for tumor Testis, tumor Tongue/tonsil -resection for tumor Urinary bladder, 
partial/total resection Uterus, with or without tubes and ovaries, neoplastic 
Vulva, total/subtotal resection 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing CAP 
Recommendation: 

First February 2009 2007 Medicare 185,106 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

88312 Special stains (List separately In addition to code for primary service); Group I 
for microorganisms (eg, Gridley, acid fast, methenamine silver), each 

Global: XXX Issue: Pathology Services 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing CAP 
Recommendation: 

First October 2008 2007 Medicare 1,310,001 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

Identified: Utilization Data: 

CPT Action? (if applicable): 

Screen: Top 9 Harvard 

2007 Work RVU: 1.59 

2007 NF PE RVU: 2.85 

2007 Fac PE RVU:0.63 

Screen: Top 9 Harvard 

2007 Work RVU: 2.8 

2007 NF PE RVU: 3.92 

2007 Fac PE RVU:0.94 

Screen: Top 9 Harvard 

2007 Work RVU: 0.54 

2007 NF PE RVU: 1.55 

2007 Fac PE RVU:0.21 

Complete? No 

2009 Work RVU: 1.59 

2009 NF PE RVU: 3.51 

2009 Fac PE RVU:0.54 

Complete? Yes 

2009 Work RVU: 2.8 

2009 NF PE RVU: 4.83 

2009 Fac PE RVU:0.89 

Complete? No 

2009 Work RVU: 0.54 

2009 NF PE RVU: 1.97 

2009 Fac PE RVU:0.17 

--------------------------------------
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88313 Special stains (List separately In addition to code for primary service); Group II, Global: XXX Issue: Pathology Services 
all other (eg, Iron, trichrome), except Immunocytochemistry and 
lmmunoperoxldase stains, each 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing CAP 
Recommendation: 

First October 2008 2007 Medicare 1,167,035 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (If applicable): 

88314 Special stains (List separately in addition to code for primary service); 
histochemical staining with frozen section(s) 

Global: XXX Issue: Pathology Services 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing CAP 
Recommendation: 

First February 2009 2007 Medicare 23,152 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

90465 Immunization administration younger than 8 years of age (includes Global: XXX Issue: Immunization 
percutaneous, intradermal, subcutaneous, or intramuscular injections) when the Administration 
physician counsels the patient/family; first injection (single or combination 
vaccine/toxoid), per day 

Most Recent February 2008 
RUC Meeting: 

Tab R Specialty Developing AAP 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

2007 Medicare 1,033 
Utilization Data: 

90467 Immunization administration younger than age 8 years (Includes intranasal or 
oral routes of administration) when the physician counsels the patient/family; 
first administration (single or combination vaccine/toxoid), per day 

Global: XXX Issue: Immunization 

Most Recent February 2008 
RUC Meeting: 

Tab R Specialty Developing AAP 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 
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Administration 

2007 Medicare 3 
Utilization Data: 

Screen: Top 9 Harvard 

2007 Work RVU: 0.24 

2007 NF PE RVU: 1.33 

2007 Fac PE RVU:0.09 

Screen: Top 9 Harvard 

2007 Work RVU: 0.45 

2007 NF PE RVU: 1.86 

2007 Fac PE RVU:0.18 

Complete? No 

2009 Work RVU: 0.24 

2009 NF PE RVU: 1.65 

2009 Fac PE RVU:0.07 

Complete? No 

2009 Work RVU: 0.45 

2009 NF PE RVU: 1. 78 

2009 Fac PE RVU:0.15 

Screen: CMS Request - Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0.17 

2007 NF PE RVU: 0.35 

2007 Fac PE RVU:NA 

2009 Work RVU: 0.17 

2009 NF PE RVU: 0.40 

2009 Fac PE RVU:NA 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0.17 

2007 NF PE RVU: 0.17 

2007 Fac PE RVU:0.09 

2009 Work RVU: 0.17 

2009 NF PE RVU: 0.20 

2009 Fac PE RVU:0.08 
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90471 Immunization administration (Includes percutaneous, Intradermal, Global: XXX Issue: Immunization 

subcutaneous, or Intramuscular Injections); one vaccine (single or combination Administration 
vaccine/toxoid) 

Most Recent February 2008 
RUC Meeting: 

Tab R Specialty Developing AAP 
Recommendation: 

First February 2008 2007 Medicare 1,076,082 
Identified: Utilization Data: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

90472 Immunization administration (Includes percutaneous, Intradermal, Global: ZZZ Issue: Immunization 
subcutaneous, or intramuscular injections); each additional vaccine (single or Administration 
combination vaccine/toxoid) (List separately In addition to code for primary 
procedure) 

Most Recent February 2008 
RUC Meeting: 

Tab R Specialty Developing AAP 
Recommendation: 

First February 2008 2007 Medicare 57,120 
Identified: Utilization Data: 

RUC Recommendation: New PE inputs CPT Action? (If applicable): 

90473 Immunization administration by Intranasal or oral route; one vaccine (single or Global: XXX Issue: Immunization 
combination vaccine/toxoid) Administration 

Most Recent February 2008 
RUC Meeting: 

Tab R Specialty Developing AAP 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

2007 Medicare 129 
Utilization Data: 

90474 Immunization administration by Intranasal or oral route; each additional vaccine Global: ZZZ Issue: Immunization 
(single or combination vaccine/toxoid) (List separately in addition to code for Administration 
primary procedure) 

Most Recent February 2008 
RUC Meeting: 

Tab R Specialty Developing AAP 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

90935 Hemodialysis procedure with single physician evaluation 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing RPA 
Recommendation: 

Global: 000 

First October 2008 
Identified: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

-------------- ·- -- - --------------- ---
' 
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2007 Medicare 46 
Utilization Data: 

Issue: Hemodialysis-Dialysis 
Services 

2007 Medicare 1,613,258 
Utilization Data: 

Screen: CMS Request - Practice 
Expense Review I CMS 
Fastest Growing 

Complete? Yes 

2007 Work RVU: 0.17 

2007 NF PE RVU: 0.35 

2007 Fac PE RVU:NA 

2009 Work RVU: 0.17 

2009 NF PE RVU: 0.40 

2009 Fac PE RVU:NA 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0.15 

2007 NF PE RVU: 0.13 

2007 Fac PE RVU:0.11 

2009 Work RVU: 0.15 

2009 NF PE RVU: 0.13 

2009 Fac PE RVU:0.06 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0.17 

2007 NF PE RVU: 0.18 

2007 Fac PE RVU:0.06 

2009 Work RVU: 0.17 

2009 NF PE RVU: 0.20 

2009 Fac PE RVU:0.05 

Screen: CMS Request - Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0.15 2009 Work RVU: 0.15 

2007 NF PE RVU: 0.09 2009 NF PE RVU: 0.09 

2007 Fac PE RVU:0.05 2009 Fac PE RVU:0.05 

-----------------
Screen: Top 9 Harvard Complete? No 

2007 Work RVU: 1.22 2009 Work RVU: 1.22 

2007 NF PE RVU: NA 2009 NF PE RVU: NA 

2007 Fac PE RVU:0.64 2009 Fac PE RVU:0.58 
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90937 Hemodialysis procedure requiring repeated evaluation(s) with or without 
substantial revision of dialysis prescription 

Global: 000 Issue: Hemodialysis-Dialysis 
Services 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 105,666 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

90945 Dialysis procedure other than hemodialysis (eg, peritoneal dialysis, 
hemofiltration, or other continuous renal replacement therapies), with single 
physician evaluation 

Global: 000 Issue: Hemodialysis-Dialysis 
Services 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 144,151 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

90947 Dialysis procedure other than hemodialysis (eg, peritoneal dialysis, Global: 000 Issue: Hemodialysis-Dialysis 
hemofiltratlon, or other continuous renal replacement therapies) requiring Services 
repeated physician evaluations, with or without substantial revision of dialysis 
prescription 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 17,394 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

Screen: Top 9 Harvard 

2007 Work RVU: 2.11 

2007 NF PE RVU: NA 

2007 Fac PE RVU:0.93 

Screen: Top 9 Harvard 

2007 Work RVU: 1.28 

2007 NF PE RVU: NA 

2007 Fac PE RVU:0.66 

Screen: Top 9 Harvard 

2007 Work RVU: 2.16 

2007 NF PE RVU: NA 

2007 Fac PE RVU:0.94 

Complete? No 

2009 Work RVU: 2.11 

2009 NF PE RVU: NA 

2009 Fac PE RVU:0.84 

Complete? No 

2009 Work RVU: 1.28 

2009 NF PE RVU: NA 

2009 Fac PE RVU:0.59 

Complete? No 

2009 Work RVU: 2.16 

2009 NF PE RVU: NA 

2009 Fac PE RVU:0.86 

90951 End-stage renal disease (ESRD) related services monthly, for patients under two Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 
years of age to Include monitoring for the adequacy of nutrition, 'assessment of 
growth and development, and counseling of parents; with 4 or more face-to-face 
physician visits per month 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised clinical 
staff time 

CPT Action? (if applicable): 
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2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 18.46 

2009 NF PE RVU: 7.60 

2009 Fac PE RVU:7.60 
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90952 with 2-3 face-to-face physician visits per month Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised clinical 
staff time 

CPT Action? (if applicable): 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 0 

2009 NF PE RVU: 0.00 

2009 Fac PE RVU:O.OO 

90953 with 1 face-to-face physician visit per month Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised clinical 
staff time 

CPT Action? (if applicable): 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 0 

2009 NF PE RVU: 0.00 

2009 Fac PE RVU:O.OO 

90954 End-stage renal disease (ESRD) related services monthly, for patients two to 
eleven years of age to include monitoring for the adequacy of nutrition, 
assessment of growth and development, and counseling of parents; with 4 or 
more face-to-face physician visits per month 

Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised clinical 
staff time 

CPT Action? (if applicable): 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

i007 Fac PE RVU:O 

2009 Work RVU: 15.98 

2009 NF PE RVU: 5.31 

2009 Fac PE RVU:5.31 

90955 with 2-3 face-to-face physician visits per month Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised clinical 
staff time 

CPT Action? (if applicable): 

-------------------- ------------·------

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 8.79 

2009 NF PE RVU: 3.29 

2009 Fac PE RVU:3.29 

90956 with 1 face-to-face physician visit per month Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised clinical 
staff time 

CPT Action? (If applicable): 
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2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 5.95 

2009 NF PE RVU: 2.24 

2009 Fac PE RVU:2.24 
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90957 End-stage renal disease (ESRD) related services monthly, for patients twelve to Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 
nineteen years of age to Include monitoring for the adequacy of nutrition, 
assessment of growth and development, and counseling of parents; with 4 or 
more face-to-face physician visits per month 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised clinical 
staff lime 

CPT Action? (if applicable): 

2007 Work RVU: 0 · 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 12.52 

2009 NF PE RVU: 4.62 

2009 Fac PE RVU:4.62 

90958 with 2-3 face-to-face physician visits per month Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised clinical 
staff lime 

CPT Action? (if applicable): 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 8.34 

2009 NF PE RVU: 3.23 

2009 Fac PE RVU:3.23 

90959 with 1 face-to-face physician visit per month Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised clinical 
staff time 

CPT Action? (If applicable): 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 5.5 

2009 NF PE RVU: 2.10 

2009 Fac PE RVU:2.10 

90960 End-stage renal disease (ESRD) related services monthly, for patients twenty 
years of age and over; with 4 or more face-to-face physician visits per month 

Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised physician CPT Action? (if applicable): 
and clinical staff time 

_2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 5.18 

2009 NF PE RVU: 2.46 

2009 Fac PE RVU:2.46 

90961 with 2-3 face-to-face physician visits per month Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised physician CPT Action? (if applicable): 
and clinical staff time 
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2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 4.26 

2009 NF PE RVU: 1.90 

2009 Fac PE RVU:1.90 
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90962 with 1 face-to-face physician visit per month Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
RecomJ1lendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised clinical 
staff time 

CPT Action? (if applicable): 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 3.15 

2009 NF PE RVU: 1.30 

2009 Fac PE RVU:1.30 

90963 End-stage renal disease (ESRD) related services for home dialysis per full Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request· PE Review Complete? Yes 
month, for patients under two years of age to Include monitoring for the 
adequacy of nutrition, assessment of growth and development, and counseling 
of parents 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised clinical 
staff time 

CPT Action? (if applicable): 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 10.56 

2009 NF PE RVU: 4.14 

2009 Fac PE RVU:4.14 

90964 End-stage renal disease (ESRD) related services for home dialysis per full Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 
month, for patients two to eleven years of age to Include monitoring for the 
adequacy of nutrition, assessment of growth and development, and counseling 
of parents 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised clinical 
staff time 

CPT Action? (if applicable): 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 9.14 

2009 NF PE RVU: 3.08 

2009 Fac PE RVU:3.08 

90965 End-stage renal disease (ESRD) related services for home dialysis per full Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 
month, for patients twelve to nineteen years of age to Include monitoring for the 
adequacy of nutrition, assessment of growth and development, and counseling 
of parents 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised clinical 
staff time 

CPT Action? (if applicable): 
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2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

,2009 Work RVU: 8.69 

2009 NF PE RVU: 2.95 

2009 Fac PE RVU:2.95 



Status Report: CMS Requests and Five-Year Review ID WG Issues 
---------------------------------- -----------

90966 End-stage renal disease (ESRD) related services for home dialysis per full 
month, for patients twenty years of age and over 

Global: XXX Issue: End-Stage Renal Disease Screen: CMS Request- PE Review Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 29 Specialty Developing RPA 
Recommendation: 

First February 2009 2007 Medicare 
Identified: Utilization Data: 

RUC Recommendation: RUC Recommended revised clinical 
staff time 

CPT Action? (if applicable): 

92135 Scanning computerized ophthalmic diagnostic imaging, posterior segment, (eg, Global: XXX 
scanning laser) with Interpretation and report, unilateral 

Issue: Ophthalmic Diagnostic 
Imaging 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAO, AOA 
Recommendation: 

First October 2008 2007 Medicare 6,608,875 

RUC Recommendation: The RUC recommends that this 
service be. surveyed 

Identified: Utilization Data: 

CPT Action? (if applicable): 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 4.26 

2009 NF PE RVU: 1.83 

2009 Fac PE RVU:1.83 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 0.35 

2007 NF PE RVU: 0.65 

2007 Fac PE RVU:0.14 

2009 Work RVU: 0.35 

2009 NF PE RVU: 0.66 

2009 Fac PE RVU:0.14 

92136 Ophthalmic biometry by partial coherence interferometry with intraocular lens 
power calculation 

Global: XXX Issue: Ophthalmologic Procedures Screen: CMS Fastest Growing Complete? Yes 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAO, AOA, 
Recommendation: ASCRS 

First October 2008 
Identified: 

2007 Medicare 1 ,086,392 
Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

92270 Electro-oculography with interpretation and report 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing AAO, AOA 
Recommendation: (optometric) 

Global: XXX Issue: Electro-oculography 

First February 2008 
Identified: 

2007 Medicare 9,248 
Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): CPT Assistant -Aug 2008. 
Addtl Q&A June 2009 

92285 External ocular photography with interpretation and report for documentation of Global: XXX Issue: Ocular Photography 
medical progress (eg, close-up photography, slit lamp photography, 
gonlophotography, stereo-photography) 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAO, AOA 
Recommendation: 

First October 2008 2007 Medicare 245,477 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this CPT Action? (if applicable): 
service be surveyed for physician work 
and practice expense. 
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2007 Work RVU: 0.54 

2007 NF PE RVU: 1.37 

2007 Fac PE RVU:0.23 

2009 Work RVU: 0.54 

2009 NF PE RVU: 1.26 

2009 Fac PE RVU:0.22 

Screen: High Volume Growth Complete? No 

2007 Work RVU: 0.81 

2007 NF PE RVU: 1.19 

2007 Fac PE RVU:0.31 

2009 Work RVU: 0.81 

2009 NF PE RVU: 1.13 

2009 Fac PE RVU:0.27 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 0.2 

2007 NF PE RVU: 0.86 

2007 Fac PE RVU:0.09 

2009 Work RVU: 0.2 

2009 NF PE RVU: 0.76 

2009 Fac PE RVU:0.08 
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92506 Evaluation of speech, language, voice, communication, and/or auditory 
processing 

Most Recent February 2010 
RUC Meeting: 

Tab Specialty Developing ASHA 
Recommendation: 

First 
Identified: 

RUC Recommendation: Review February 2010 CPT Action? (if applicable): 

92507 Treatment of speech, language, voice, communication, and/or auditory 
processing disorder; Individual 

Most Recent February 2010 
RUC Meeting: 

Tab Specialty Developing ASHA 
Recommendation: 

First 
Identified: 

RUC Recommendation: Review February 2010 CPT Action? (if applicable): 

92508 Treatment of speech, language, voice, communication, and/or auditory 
processing disorder; group, 2 or more individuals 

Most Recent February 2010 
RUC Meeting: 

Tab Specialty Developing ASHA 
Recommendation: 

First 
Identified: 

RUC Recommendation: Review February 2010 CPT Action? (if applicable): 

92526 Treatment of swallowing dysfunction and/or oral function for feeding 

Global: XXX Issue: Speech Language 
Pathology Services 

2007 Medicare 
Utilization Data: 

Global: XXX Issue: Speech Language 
Pathology Services 

2007 Medicare 
Utilization Data: 

Global: XXX Issue: Speech Language 
Pathology Services 

2007 Medicare 
Utilization Data: 

Global: XXX Issue: Speech Language 
Pathology Services 
(HCPAC) 

Most Recent April2009 
RUC Meeting: 

Tab 39 Specialty Developing ASHA, AAO- First NA 2007 Medicare 7,004 
Utilization Data: Recommendation: HNS Identified: 

RUC Recommendation: 1.34 work RVU and clinical staff time CPT Action? (if applicable): 
removed 
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Screen: CMS Request/Speech 
Language Pathology 
Request 

Complete? No 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: CMS Request/Speech 
Language Pathology 
Request 

Complete? No 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: CMS Request/Speech 
Language Pathology 
Request 

Complete? No 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: CMS Request/Speech 
Language Pathology 
Request 

Complete? Yes 

2007 Work RVU: 0.55 

2007 NF PE RVU: 1.65 

2007 Fac PE RVU:0.19 

2009 Work RVU: 0.55 

2009 NF PE RVU: 1.60 

2009 Fac PE RVU:0.18 
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92540 Basic vestibular evaluation, Includes spontaneous nystagmus test with eccentric Global: XXX Issue: Bundled Audiology Tests Screen: Codes Reported Together Complete? Yes 

gaze fixation nystagmus, with recording, positional nystagmus test, minimum of 
4 positions, with recording, optokinetic nystagmus test, bidirectional foveal and 
peripheral stimulation, with recording, and oscillating tracking test, with 
recording 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 1.50 

Tab 22 Specialty Developing AAN, ASHA, First 
Recommendation: -AAO-HNS, Identified: 

AAA 

CPT Action? (if applicable): 

2007 Medicare 
Utilization Data: 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

92541 Spontaneous nystagmus test, Including gaze and fixation nystagmus, with 
recording 

Global: XXX Issue: Bundled Audiology Tests Screen: Codes Reported Together Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 22 Specialty Developing ASHA, AAO- First February 2008 2007 Medicare 140,717 
Recommendation: HNS, AAN Identified: Utilization Data: 

RUC Recommendation: 0.40 work RVU and clinical staff time CPT Action? (if applicable): February 2009 
removed 

2007 Work RVU: 0.4 

2007 NF PE RVU: 0.88 

2007 Fac PE RVU:0.17 

2009 Work RVU: 0.4 

2009 NF PE RVU: 1 

2009 Fac PE RVU:0.14 

92542 Positional nystagmus test, minimum of 4 positions, with recording Global: XXX Issue: Bundled Audiology Tests Screen: Codes Reported Together Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 22 Specialty Developing ASHA, AAO- First February 2008 2007 Medicare 146,284 
Recommendation: HNS, AAN Identified: Utilization Data: 

RUC Recommendation: 0.33 work RVU and clinical staff time CPT Action? (if applicable): February 2009 
removed 

2007 Work RVU: 0.33 

2007 NF PE RVU: 1.02 

2007 Fac PE RVU:0.14 

2009 Work RVU: 0.33 

2009 NF PE RVU: 1.16 

2009 Fac PE RVU:0.12 

92543 Caloric vestibular test, each irrigation (binaural, blthermal stimulation 
constitutes four tests), with recording 

Global: XXX Issue: Bundled Audiology Tests Screen: Codes Reported Together Complete? Yes 

.Most Recent April 2009 
RUC Meeting: 

Tab 22 Specialty Developing ASHA, AAO- First February 2008 
Recommendation: HNS, AAN Identified: 

RUC Recommendation: 0.10 work RVU and clinical staff time CPT Action? (if applicable): February 2009 
removed 
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2007 Medicare 428,692 
Utilization Data: 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 0.10 

2009 NF PE RVU: 

2009 Fac PE RVU: 
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---------------------------------------------------------------

92544 Optokinetic nystagmus test, bidirectional, foveal or peripheral stimulation, with Global: XXX Issue: Bundled Audiology Tests Screen: Codes Reported Together Complete? Yes 
recording 

Most Recent April 2009 
RUC Meeting: 

Tab 22 Specialty Developing ASHA, AAO- First February 2008 2007 Medicare 126,682 
Recommendation: HNS, AAN Identified: Utilization Data: 

RUC Recommendation: 0.26 work RVU and clinical staff time CPT Action? (if applicable): February 2009 
removed 

-----------------------------

2007 Work RVU: 0.26 

2007 NF PE RVU: 0.82 

2007 Fac PE RVU:0.11 

2009 Work RVU: 0.26 

2009 NF PE RVU: 0.94 

2009 Fac PE RVU:0.09 

92545 Oscillating tracking test, with. recording Global: XXX Issue: Bundled Audiology Tests Screen: Codes Reported Together Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 22 Specialty Developing ASHA, AAO- First February 2008 2007 Medicare 146,751 
Recommendation: HNS, AAN Identified: Utilization Data: 

RUC Recommendation: 0.23 work RVU and clinical staff time CPT Action? (if applicable): February 2009 
removed 

2007 Work RVU: 0.23 

2007 NF PE RVU: 0.75 

2007 Fac PE RVU:0.1 

2009 Work RVU: 0.23 

2009 NF PE RVU: 0.9 

2009 Fac PE RVU:0.08 

92550 Tympanometry and reflex threshold measurements Global: XXX Issue: Bundled Audiology Tests Screen: Codes Reported Together Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 0.35 

Tab 22 Specialty Developing ASHA, AAO- First 
Recommendation: HNS, AAA Identified: 

CPT Action? (if applicable): 

2007 Medicare 
Utilization Data: 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

92557 Comprehensive audiometry threshold evaluation and speech recognition (92553 Global: XXX Issue: Bundled Audiology Tests Screen: Codes Reported Together Complete? Yes 
and 92556 combined) 

Most Recent April 2009 
RUC Meeting: 

Tab 22 Specialty Developing ASHA, AAO- First February 2008 2007 Medicare 1 ,040,112 
Recommendation: HNS, AAN Identified: Utilization Data: 

RUC Recommendation: 0.60 work RVU and clinical staff time CPT Action? (if applicable): February 2009 
removed 

-------------------------------------------------

2007 Work RVU: 0 

2007 NF PE RVU: 1.21 

2007 Fac PE RVU:NA 

2009 Work RVU: 0.6 

2009 NF PE RVU: 0.53 

2009 Fac PE RVU:0.46 

92567 Tympanometry (Impedance testing) Global: XXX Issue: Bundled Audiology Tests Screen: Codes Reported Together Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 22 Specialty Developing ASHA, AAO- First February 2008 
Recommendation: HNS, AAN Identified: 

RUC Recommendation: 0.20 work RVU and clinical staff time CPT Action? (if applicable): February 2009 
removed 
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2007 Medicare 946,813 
Utilization Data: 

2007 Work RVU: 0 

2007 NF PE RVU: 0.51 

2007 Fac PE RVU:NA 

2009 Work RVU: 0.20 

2009 NF PE RVU: 0.23 

2009 Fac PE RVU:0.18 
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--------------------------------·--------------------------

92568 Acoustic reflex testing; threshold Global: XXX Issue: Bundled Audiology Tests Screen: Codes Reported Together Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 22 Specialty Developing ASHA, AAO- First February 2008 
Recommendation: HNS, AAN Identified: 

RUC Recommendation: 0.29 work RVU and clinical staff time CPT Action? (if applicable): February 2009 
removed 

2007 Medicare 354,672 
Utilization Data: 

2007 Work RVU: 0 

2007 NF PE RVU: 0.32 

2007 Fac PE RVU:NA 

2009 Work RVU: 0.29 

2009 NF PE RVU: 0.17 

2009 Fac PE RVU:0.17 

92569 Acoustic reflex testing; decay Global: XXX Issue: Bundled Audiology Tests Screen: Codes Reported Together Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

Tab 22 Specialty Developing ASHA, AAO- First February 2008 2007 Medicare 46,996 
Recommendation: HNS, AAN Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (if applicable): February 2009- Deleted 

2007 Work RVU: 0 

2007 NF PE RVU: 0.35 

2007 Fac PE RVU:NA 

2009 Work RVU: 0.2 

2009 NF PE RVU: 0.16 

2009 Fac PE RVU:0.16 

92570 Acoustic immlttance testing, includes tympanometry (Impedance testing), 
acoustic reflex threshold testing, and acoustic reflex decay testing 

Global: XXX Issue: Bundled Audiology Tests Screen: Codes Reported Together Complete? Yes 

Most Recent April 2009 
RUC Meeting: 

RUC Recommendation: 0.55 

Tab 22 Specialty Developing ASHA, AAO- First 
Recommendation: HNS, AAA Identified: 

CPT Action? (If applicable): 

2007 Medicare 
Utilization Data: 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

92587 Evoked otoacoustlc emissions; limited (single stimulus level, either transient or Global: XXX Issue: Audiology Testing Screen: CMS Fastest Growing Complete? No 
distortion products) 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAO-HNS 
Recommendation: 

First October 2008 
Identified: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): June 2009 

--------------------
92597 Evaluation for use and/or fitting of voice prosthetic device to supplement oral 

speech 
Global: XXX 

Most Recent February 2009 
RUC Meeting: 

Tab 30 Specialty Developing ASHA 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: 1.48 work RVU and clinical staff time CPT Action? (if applicable): 
removed 

---------------------------------------------·---
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2007 Medicare 41,868 
Utilization Data: 

2007 Work RVU: 0.13 

2007 NF PE RVU: 1.13 

2007 Fac PE RVU:0.06 

2009WorkRVU: 0.13 

2009 NF PE RVU: 0.77 

2009 Fac PE RVU:0.05 

Issue: Speech Language 
Pathology Services (RUC) 

Screen: CMS Request/Speech 
Language Pathology 
Request 

Complete? Yes 

2007 Medicare 1,833 
Utilization Data: 

2007 Work RVU: 0.86 

2007 NF PE RVU: 1.69 

2007 Fac PE RVU:0.4 

2009 Work RVU: 0.86 

2009 NF PE RVU: 1.89 

2009 Fac PE RVU:0.34 

-----------------------------------
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92605 Evaluation of speech, language, voice, communication, and/or auditory 

processing 
Global: XXX Issue: Speech Language 

Most Recent October 2009 
RUC Meeting: 

Tab Specialty Developing ASHA 
Recommendation: 

First 
Identified: 

RUC Recommendation: Review October 2009 CPT Action? (if applicable): 

Pathology Services 

2007 Medicare 
Utilization Data: 

92_606 Therapeutic service(s) for the use of non-speech-generating device, including 
programming and modification 

Global: XXX Issue: Speech Language 

Most Recent October 2009 
RUC Meeting: 

Tab Specialty Developing ASHA 
Recommendation: 

First 
Identified: 

RUC Recommendation: Review October 2009 CPT Action? (if applicable): 

92607 Evaluation for prescription for speech-generating augmentative and alternative Global: XXX 
communication device, face-to-face with the patient; first hour 

Most Recent October 2009 
RUC Meeting: 

Tab Specialty Developing ASHA 
Recommendation: 

First 
Identified: 

RUC Recommendation: Review October 2009 CPT Action? (if applicable): 

92608 Evaluation for prescription for speech-generating augmentative and alternative Global: XXX 
communication device, face-to-face with the patient; each additional 30 minutes 
(List separately in addition to code for primary procedure) 

Most Recent October 2009 
RUC Meeting: 

Tab Specialty Developing ASHA 
Recommendation: 

First 
Identified: 

RUC Recommendation: Review October 2009 CPT Action? (if applicable): 
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Pathology Services 

2007 Medicare 
Utilization Data: 

Issue: Speech Language 
Pathology Services 

2007 Medicare 
Utilization Data: 

Issue: Speech Language 
Pathology Services 

2007 Medicare 
Utilization Data: 

Screen: CMS Request/Speech 
Language Pathology 
Request 

Complete? No 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009-Fac PE RVU: 

Screen: CMS Request/Speech 
Language Pathology 
Request 

Complete? No 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: CMS Request/Speech 
Language Pathology 
Request 

Complete? No 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: CMS Request/Speech 
Language Pathology 
Request 

Complete? No 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 
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92610 Evaluation of oral and pharyngeal swallowing function Global: XXX Issue: Speech Language 

Pathology Services (RUC) 
Screen: CMS Request/Speech 

Language Pathology 
Request 

Complete? Yes 

Most Recent February 2009 
RUC Meeting: 

Tab 30 Specialty Developing ASHA, AAO- First NA 
Recommendation: HNS Identified: 

RUC Recommendation: 1.30 work RVU and clinical staff time CPT Action? (if applicable): 
removed 

-------------- ----·------------ --------------

2007 Medicare 4,478 
Utilization Data: 

92611 Motion fluoroscopic evaluation of swallowing function by cine or video recording Global: XXX Issue: Speech Language 

Most Recent April 2009 
RUC Meeting: 

Tab 39 Specialty Developing ASHA 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: 1.34 work RVU and clinical staff time CPT Action? (if applicable): 
removed 

Pathology Services 
(HCPAC) 

2007 Medicare 5,956 
Utilization Data: 

2007 Work RVU: 0 

2007 NF PE RVU: 2.98 

2007 Fac PE RVU:NA 

2009 Work RVU: 0.00 

2009 NF PE RVU: 2.08 

2009 Fac PE RVU:NA 

Screen: CMS Request/Speech 
Language Pathology 
Request 

Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 3.04 

2007 Fac PE RVU:NA 

2009 Work RVU: 0 

2009 NF PE RVU: 2.27 

2009 Fac PE RVU:NA 

·------------------·- ----------------------- --·-- -----
92620 Evaluation of central auditory function, with report; initial 60 minutes Global: XXX Issue: Audiology Services 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 1.50 

Tab 17 Specialty Developing ASHA, AAO- First NA 
Recommendation: HNS Identified: 

CPT Action? (if applicable): 

2007 Medicare 1 , 156 
Utilization Data: 

92621 Evaluation of central auditory function, with report; each addltional1 5 minutes Global: ZZZ Issue: Audiology Services 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 0.35 

Tab 17 Specialty Developing ASHA, AAO- First NA 
Recommendation: HNS Identified: 

CPT Action? (If applicable): 

2007 Medicare 15 
Utilization Data: 

92625 Assessment of tinnitus (Includes pitch, loudness matching, and masking) Global: XXX Issue: Audiology Services 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 1 .15 
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Tab 17 Specialty Developing ASHA, AAO- First NA 
Recommendation: HNS Identified: 

CPT Action? (If applicable): 
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2007 Medicare 2,384 
Utilization Data: 

Screen: CMS Request- Audiology Complete? Yes 
Services 

2007 Work RVU: 0 

2007 NF PE RVU: 1.32 

2007 Fac PE RVU:NA 

2009 Work RVU: 1.5 

2009 NF PE RVU: 0.44 

2009 Fac PE RVU:0.44 

Screen: CMS Request- Audiology Complete? Yes 
Services 

2007 Work RVU: 0 

2007 NF PE RVU: 0.29 

2007 Fac PE RVU:NA 

2Q09 Work RVU: 0.35 

2009 NF PE RVU: 0.10 

2009 Fac PE RVU:0.10 

Screen: CMS Request- Audiology Complete? Yes 
Services 

2007 Work RVU: 0 

2007 NF PE RVU: 1.3 

2007 Fac PE RVU: 1.3 

2009 Work RVU: 1.15 

2009 NF PE RVU: 0.39 

2009 Fac PE RVU:0.39 
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92626 Evaluation of auditory rehabilitation status; first hour Global: XXX Issue: Audiology Services 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 1.40 

Tab 17 Specialty Developing ASHA, AAO- First NA 
Recommendation: HNS Identified: 

CPT Action? (If applicable): 

2007 Medicare 4,667 
Utilization Data: 

92627 Evaluation of auditory rehabilitation status; each additional15 minutes (List 
separately In addition to code for primary procedure) 

Global: Z2Z Issue: Audiology Services 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 0.33 

Tab 17 Specialty Developing ASHA, AAO- First NA 
Recommendation: HNS Identified: 

CPT Action? (if applicable): 

2007 Medicare 684 
Utilization Data: 

92640 Diagnostic analysis with programming of auditory bralnstem Implant, per hour Global: XXX Issue: Audiology Services 

Most Recent October 2008 
RUC Meeting: 

RUC Recommendation: 1.76 

Tab 17 Specialty Developing ASHA, AAO- First NA 
Recommendation: HNS Identified: 

CPT Action? (if applicable): 

2007 Medicare 9 
Utilization Data: 

92986 Percutaneous balloon valvuloplasty; aortic valve Global: 090 Issue: Valvuloplasty 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACC 
Recommendation: 

First October 2008 
Identified: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

2007 Medicare 984 
Utilization Data: 

Screen: CMS Request- Audiology Complete? Yes 
Services 

2007 Work RVU: 0 

2007 NF PE RVU: 2.11 

2007 Fac PE RVU:NA 

2009 Work RVU: 1.4 

2009 NF PE RVU: 0.73 

2009 Fac PE RVU:0.73 

Screen: CMS Request- Audiology Complete? Yes 
Services 

2007 Work RVU: 0 

2007 NF PE RVU: 0.52 

2007 Fac PE RVU:0.52 

2009 Work RVU: 0.33 

2009 NF PE RVU: 0.19 

2009 Fac PE RVU:0.19 

Screen: CMS Request- Audiology Complete? Yes 
Services 

2007 Work RVU: 0 

2007 NF PE RVU: 1.4 

2007 Fac PE RVU: 1.4 

2009WorkRVU: 1.76 

2009 NF PE RVU: 0.26 

2009 Fac PE RVU:0.26 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 22.7 

2007 NF PE RVU: NA 

2007 Fac PE RVU:12.84 

2009 Work RVU: 22.7 

2009 NF PE RVU: NA 

2009 Fac PE RVU:14.36 

------------ --- -------- ------ - -·-------- ------- -·- -- -- -----

93005 Electrocardiogram, routine ECG with at least 12 leads; tracing only, without 
Interpretation and report 

Global: XXX- Issue: Echocardiography 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing ACEP 
Recommendation: 

First February 2008 2007 Medicare 1,080,528 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (If applicable): 
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Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0.41 

2007 Fac PE RVU:NA 

2009 Work RVU: 0 

2009 NF PE RVU: 0.31 

2009 Fac PE RVU:NA 
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93017 Cardiovascular stress test using maximal or submaxlmal treadmill or bicycle Global: XXX 
exercise, continuous electrocardiographic monitoring, and/or pharmacological 

Issue: Cardiovascular Stress Test Screen: High Volume Growth, CMS Complete? Yes 
Request - Practice 

stress; tracing only, ~lthout Interpretation and report 

Most Recent February 2009 
RUC Meeting: 

Tab 31 Specialty Developing ACC 
Recommendation: 

First February 2008 2007 Medicare 254,652 
Identified: Utilization Data: 

RUC Recommendation: PE Review- no change CPT Action? (if applicable): 

93025 Microvolt T-wave alternans for assessment of ventricular arrhythmias 

Most Recent October 2008 
RUC Meeting: 

Tab 18 Specialty Developing ACC 
Recommendation: 

Global: XXX Issue: Microvolt T-Wave 

First NA 
Identified: 

Assessment 

2007 Medicare 12,133 
Utilization Data: 

RUC Recommendation: New PE Inputs CPT Action? (if applicable): 

93040 Rhythm ECG, 1-3 leads; with Interpretation and report 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACC 
Recommendation: 

Global: XXX Issue: Rhythm EKG 

First February 2009 2007 Medicare 151,669 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be suryeyed 

CPT Action? (if applicable): 

93041 Rhythm ECG, 1-3 leads; tracing only without interpretation and report 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACC 
Recommendation: 

Global: XXX Issue: Rhythm EKG 

First February 2009 2007 Medicare 20,099 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
. service be surveyed 

CPT Action? (if applicable): 

93042 Rhythm ECG, one to three leads; interpretation and report only 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACEP 
Recommendation: 

Global: XXX Issue: Rhythm EKG 

First October 2008 2007 Medicare 1 ,334,305 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 
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Expense Review 

2007 Work RVU: 0 

2007 NF PE RVU: 1.64 

2007 Fac PE RVU:NA 

2009 Work RVU: 0 

2009 NF PE RVU: 1.54 

2009 Fac PE RVU:NA 

Screen: CMS Request - Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0.75 

2007 NF PE RVU: 6.36 

2007 Fac PE RVU:0.31 

Screen: Top 9 Harvard 

2007 Work RVU: 0.16 

2007 NF PE RVU: 0.2 

2007 Fac PE RVU:NA 

Screen: Top 9 Harvard 

2007 Work RVU: 0 

2007 NF PE RVU: 0.15 

2007 Fac PE RVU:NA 

Screen: Top 9 Harvard 

2007 Work RVU: 0.16 

2007 NF PE RVU: 0.05 

2007 Fac PE RVU:0.05 

--

2009Work RVU: 0.75 -

2009 NF PE RVU: 4.66 

2009 Fac PE RVU:0.36 

Complete? No 

2009 Work RVU: 0.16 

2009 NF PE RVU: 0.19 

2009 Fac PE RVU:NA 

Complete? No 

2009 Work RVU: 0 

2009 NF PE RVU: 0.14 

2009 Fac PE RVU:NA 

Complete? No 

2009 Work RVU: 0.16 

2009 NF PE RVU: 0.05 

2009 Fac PE RVU:0.05 
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93230 Electrocardiographic monitoring for 24 hours by continuous original ECG Global: XXX Issue: Cardiac Device Monitoring Screen: CMS Request - 2009 Final Complete? No 
waveform recording and storage without superimposition scanning utilizing a Rule 
device capable of producing a full miniaturized printout; Includes recording, 
microprocessor-based analysis with report, physician review and Interpretation 

Most Recent April 2009 
RUC Meeting: 

Tab 31 Specialty Developing ACC 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: Refer to CPT to revise code family that CPT Action? (if applicable): October 2009 
have work RVUs (93224-93272). 

2007 Medicare 346,692 
Utilization Data: 

2007 Work RVU: 0.52 

2007 NF PE RVU: 3.49 

2007 Fac PE RVU:NA 

2009 Work RVU: 0.52 

2009 NF PE RVU: 2.61 

2009 Fac PE RVU:NA 

93233 Electrocardiographic monitoring for 24 hours by continuous original ECG 
waveform recording and storage without superimposition scanning utilizing a 
device capable of producing a full miniaturized printout; physician review and 
Interpretation 

Global: XXX Issue: Cardiac Device Monitoring Screen: CMS Request- 2009 Final Complete? No 

Most Recent April 2009 
RUC Meeting: 

Tab 31 Specialty Developing ACC 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: Refer to CPT to revise code family that CPT Action? (if applicable): October 2009 
have work RVUs (93224-93272). 

-------------------------

2007 Medicare 135,207 
Utilization Data: 

Rule 

2007 Work RVU: 0.52 

2007 NF PE RVU: 0.2 

2007 Fac PE RVU:0.2 

2009 Work RVU: 0.52 

2009 NF PE RVU: 0.22 

2009 Fac PE RVU:0.22 

93236 Electrocardiographic monitoring for 24 hours by continuous computerized Global: XXX Issue: Cardiovascular Stress Test Screen: High Volume Growth Complete? Yes 
monitoring and non-continuous recording, and real-time data analysis utilizing a 
device capable of producing intermittent full-sized waveform tracings, possibly 
patient activated; monitoring and real-time data analysis with report 

Most Recent April 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACC 
Recommendation: 

First February 2008 2007 Medicare 5,550 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen/Contractor Priced CPT Action? (if applicable): 

93307 Echocardlography, transthoracic, real-time with Image documentation (2D) with Global: XXX Issue: Cardiology Services 
or without M-mode recording; complete 

Most Recent February 2009 
RUC Meeting: 

Tab 31 Specialty Developing ACC 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 
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2007 Medicare 7,431,827 
Utilization Data: 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:NA 

2009 Work RVU: 0 

2009 NF PE RVU: 0.00 

2009 Fac PE RVU:O.OO 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0.92 

2007 NF PE RVU: 3. 72 

2007 Fac PE RVU:0.38 

2009 Work RVU: 0.92 

2009 NF PE RVU: 3.3 

2009 Fac PE RVU:0.43 
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------------------------------- -- - -----------------

93308 Echocardlography, transthoracic, real-time with image documentation (2D) with Global: XXX Issue: Echocardiography 
or without M-mode recording; follow-up or limited study 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACC 
Recommendation: 

First October 2008 2007 Medicare 129,879 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

93320 Doppler echocardlography, pulsed wave and/or continuous wave with spectral Global: UZ Issue: Cardiology Services 
display (List separately in addition to codes for echocardiographlc Imaging); 
complete 

Most Recent February 2009 
RUC Meeting: 

Tab 31 Specialty Developing ACC 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

2007 Medicare 7,670,710 
Utilization Data: 

93325 Doppler echocardlography color flow velocity mapping (List separately In 
addition to codes for echocardiography) 

Global: UZ Issue: Cardiology Services 

Most Recent February 2009 
RUC Meeting: 

Tab 31 Specialty Developing ACC 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

----------------------------------

2007 Medicare 7,663,570 
Utilization Data: 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 0.53 

2007 NF PE RVU: 2.04 

2007 Fac PE RVU:0.22 

2009 Work RVU: 0.53 

2009 NF PE RVU: 2.16 

2009 Fac PE RVU:0.26 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0.38 

2007 NF PE RVU: 1.66 

2007 Fac PE RVU:0.16 

2009 Work RVU: 0.38 

2009 NF PE RVU: 1.48 

2009 Fac PE RVU:0.18 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0.07 

2007 NF PE RVU: 2.33 

2007 Fac PE RVU:0.03 

2009 Work RVU: 0.07 

2009 NF PE RVU: 1.18 

2009 Fac PE RVU:0.03 

93350 Echocardlography, transthoracic, real-time with image documentation (2D), with Global: XXX Issue: Stress Echo with ECG . Screen: Other- Identified by RUC Complete? Yes 
or without M-mode recording, during rest and cardiovascular stress test using Monitoring 
treadmill, bicycle exercise and/or pharmacologically Induced stress, with 
interpretation and report 

Most Recent October 2008 
RUC Meeting: 

Tab 19 Specialty Developing ACC 
Recommendation: 

First April2008 
Identified: 

RUC Recommendation: 1.46 CPT Action? (If applicable): 

' 

2007 Medicare 445,667 
Utilization Data: 

93510 Left heart catheterization, retrograde, from the brachial artery, axillary artery or Global: 000 Issue: Cardiac Catheterization 
femoral artery; percutaneous 

Most Recent February 2009 
RUC Meeting: 

Tab 31 Specialty Developing ACC 
Recommendation: 

First February 2008 2007 Medicare 880,712 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): June 2009 
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2007 Work RVU: 1.48 

2007 NF PE RVU: 2.4 

2007 Fac PE RVU:0.63 

2009 Work RVU: 1.46 

2009 NF PE RVU: 3.51 

2009 Fac PE RVU:0.72 

Screen: CMS Request- Practice 
Expense Review/Codes 
Reported Together 

Complete? No 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:2.22 

2009 Work RVU: 4.32 

2009 NF PE RVU: 27.77 

2009 Fac PE RVU:2.28 
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93526 Combined right heart catheterization and retrograde left heart catheterization Global: 000 Issue: Cardiac Catheterization 

Most Recent February 2008 
RUC Meeting: 

Tab S 

RUC Recommendation: Refer to CPT 

Specialty Developing 
Recommendation: 

First February 2008 2007 Medicare 128,061 
Identified: Utilization Data: 

CPT Action? (if applicable): June 2009 

93539 Injection procedure during cardiac catheterization; for selective opacification of Global: 000 Issue: Cardiac Catheterization 
arterial conduits (eg, Internal mammary), whether native or used for bypass 

Most Recent February 2008 
RUC Meeting: 

Tab S 

RUC Recommendation: Refer to CPT 

Specialty Developing 
Recommendation: 

First February 2008 2007 Medicare 171,128 
Identified: Utilization Data: 

CPT Action? (if applicable): June 2009 

93540 Injection procedure during cardiac catheterization; for selective opacification of Global: 000 Issue: Cardiac Catheterization 
aortocoronary venous bypass grafts, one or more coronary arteries 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing 
Recommendation: 

First February 2008 2007 Medicare 182,504 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): June 2009 

93543 Injection procedure during cardiac catheterization; for selective left ventricular or Global: 000 Issue: Cardiac Catheterization 
left atrial angiography 

Most Recent February 2009 
RUC Meeting: 

Tab 31 Specialty Developing ACC 
Recommendation: 

First February 2008 2007 Medicare 893,156 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): Jufle 2009 

93544 Injection procedure during cardiac catheterization; for aortography Global: 000 Issue: Cardiac Catheterization 

Most Recent February 2008 
RUC Meeting: 

Tab S 

RUC Recommendation: Refer to CPT 

Wednesday, May 27, 2009 

Specialty Developing 
Recommendation: 

First February 2008 2007 Medicare 93,297 
Identified: Utilization Data: 

CPT Action? (If applicable): June 2009 
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Screen: Codes Reported Together Complete? No 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:2.93 

2009 Work RVU: 5.98 

2009 NF PE RVU: 34.91 

2009 Fac PE RVU:3.11 

Screen: Codes Reported Together Complete? No 

2007 Work RVU: 0.4 

2007 NF PE RVU: NA 

2007 Fac PE RVU:0.18 

2009 Work RVU: 0.4 

2009 NF PE RVU: 1.81 

2009 Fac PE RVU:0.20 

Screen: Codes Reported Together Complete? No 

2007 Work RVU: 0.43 

2007 NF PE RVU: NA 

2007 Fac PE RVU:0.19 

2009 Work RVU: 0.43 

2009 NF PE RVU: 6.18 

2009 Fac PE RVU:0.22 

Screen: Codes Reported Together, Complete? No 
CMS Request - Practice 
Expense Review 

2007 Work RVU: 0.29 

2007 NF PE RVU: NA 

2007 Fac PE RVU:0.12 

2009 Work RVU: 0.29 

2009 NF PE RVU: 1.90 

2009 Fac PE RVU:0.14 

.----------------
Screen: Codes Reported Together Complete? No 

2007 Work RVU: 0.25 

2007 NF PE RVU: NA 

2007 Fac PE RVU:0.11 

2009 Work RVU: 0.25 

2009 NF PE RVU: 1.34 

2009 Fac PE RVU:0.13 
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·--- ·------------

93545 Injection procedure during cardiac catheterization; for selective coronary 
angiography (Injection of radiopaque material may be by hand) 

Global: 000 Issue: Cardiac Catheterization 

Most Recent February 2009 
RUC Meeting: 

Tab 31 Specialty Developing ACC 
Recommendation: 

First February 2008 2007 Medicare 1,070,895 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): June 2009 

93555 Imaging supervision, Interpretation and report for Injection procedure(s) during Global: XXX Issue: Cardiac Catheterization 
cardiac catheterization; ventricular and/or atrial angiography 

First February 2008 2007 Medicare 917,846 Most Recent February 2009 
RUC Meeting: 

Tab 31 Specialty Developing ACC 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): June 2009 

93556 Imaging supervision, Interpretation and report for Injection procedure(s) during Global: XXX Issue: Cardiac Catheterization 
cardiac catheterization; pulmonary angiography, aortography, and/or selective 
coronary angiography Including venous bypass grafts and arterial conduits 
(whether native or used In bypass) 

Most Recent February 2009 
RUC Meeting: 

Tab 31 Specialty Developing ACC 
Recommendation: 

First February 2008 2007 Medicare 1,070,500 
Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): June 2009 

93613 lntracardlac electrophyslologlc 3-dlmenslonal mapping (List separately In 
addition to code for primary procedure) 

Global: ZZZ Issue: Cardiology Services 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACC 
Recommendation: 

First October 2008 2007 Medicare 15,425 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

93652 lntracardlac catheter ablation of arrhythmogenlc focus; for treatment of 
ventricular tachycardia 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACC 
Recommendation: 

Global: 000 Issue: lntracardiac Catheter 
Ablation 

First October 2008 2007 Medicare 2,062 
Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (If applicable): 
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Screen: Codes Reported Together, Complete? No 
CMS Request - Practice 
Expense Review 

2007 Work RVU: 0.4 

2007 NF PE RVU: NA 

2007 Fac PE RVU:0.18 

2009 Work RVU: 0.4 

2009 NF PE RVU: 4.22 

2009 Fac PE RVU:0.20 

Screen: Codes Reported Together, Complete? No 
CMS Request - Practice 
Expense Review 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:0.35 

2009 Work RVU: 0.81 

2009 NF PE RVU: 1.69 

2009 Fac PE RVU:0.4 

-----------------------------------
Screen: Codes Reported Together, Complete? No 

CMS Request - Practice 
Expense Review 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:0.36 

2009 Work RVU: 0.83 

2009 NF PE RVU: 2.79 

2009 Fac PE RVU:0.41 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 6.99 

2007 NF PE RVU: NA 

2007 Fac PE RVU:3.03 

2009 Work RVU: 6.99 

2009 NF PE RVU: NA 

2009 Fac PE RVU:3.48 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 17.65 

2007 NF PE RVU: NA 

2007 Fac PE RVU:7.58 

2009 Work RVU: 17.65 

2009 NF PE RVU: NA 

2009 Fac PE RVU:8.75 
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93662 lntracardlac echocardlography during therapeutic/diagnostic Intervention, Global: ZZZ Issue: Electrocardiography 
Including Imaging supervision and Interpretation {List separately In addition to 
code for primary procedure) 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing ACC 
Recommendation: 

First February 2008 2007 Medicare 5,440 
Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

93743 Electronic analysis of pacing cardioverter-defibrillator (includes Interrogation, Global: XXX Issue: Cardiology Services 
evaluation of pulse generator status, evaluation of programmable parameters at 
rest and during activity where applicable, using electrocardiographic recording 
and Interpretation of recordings at rest and during exercise, analysis of event 
markers and device response); dual chamber, without reprogramming 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing ACC 
Recommendation: 

First October 2008 2007 Medicare 531,090 
Identified: Utilization Data: 

RUC Recommendation: Deleted from CPT CPT Action? (If applicable): 

93922 Noninvasive physiologic studies of upper or lower extremity arteries, single 
level, bilateral (eg, ankle/brachial Indices, Doppler waveform analysis, volume 
plethysmography, transcutaneous oxygen tension measurement) 

Global: XXX Issue: Extremity Study 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACC, APMA First October 2008 2007 Medicare 500,746 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (If applicable): October 2009 

93923 Noninvasive physiologic studies of upper or lower extremity arteries, multiple Global: XXX Issue: Extremity Study 
levels or with provocative functional maneuvers, complete bilateral study (eg, 
segmental blood pressure measurements, segmental Doppler waveform 
analysis, segmental volume p,lethysmography, segmental transcutaneous oxygen 
tension measurements, measurements with postural provocative tests, 
measurements with reactive hyperemia) 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACC, APMA First February 2009 2007 Medicare 641,680 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

I 

/ 
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Screen: High Volume Growth Complete? No 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:1.22 

2009 Work RVU: 0 

2009 NF PE RVU: 0 

2009 Fac PE RVU:1.38 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 1.03 

2007 NF PE RVU: 0.71 

2007 Fac PE RVU:0.44 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 0.25 

2007 NF PE RVU: 2.7 

2007 Fac PE RVU:0.08 

2009 Work RVU: 0.25 

2009 NF PE RVU: 2.86 

2009 Fac PE RVU:0.08 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 0.45 

2007 NF PE RVU: 4.03 

2007 Fac PE RVU:0.15 

2009 Work RVU: 0.45 

2009 NF PE RVU: 4.3 

2009 Fac PE RVU:0.15 
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-------------- --- -------- - --- - -------- -- --- --- -------

93924 Noninvasive physiologic studies of lower extremity arteries, at rest and following Global: XXX Issue: Extremity Study 
treadmill stress testing, complete bilateral study 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACC, APMA First February 2009 2007 Medicare 109,797 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): October 2009 

93976 Duplex scan of arterial inflow and venous outflow of abdominal, pelvic, scrotal Global: XXX Issue: Vasculary Study 
contents and/or retroperitoneal organs; limited study 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACR 
Recommendation: 

First October 2008 2007 Medicare 90,871 
Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

93990 Duplex scan of hemodialysis access (Including arterial Inflow, body of access 
and venous outflow) 

Global: XXX Issue: Echocardiography 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing SVS 
Recommendation: 

First October 2008 2007 Medicare 43,525 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (If applicable): 

94014 Patient-Initiated spirometric recording per 30-day period of time; includes Global: XXX Issue: Pulmonary Tests 
reinforced education, transmission of spirometric tracing, data capture, analysis 
of transmitted data, periodic recallbratlon and physician review and Interpretation 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACCP/ATS 
Recommendation: 

First February 2008 
Identified: 

RUC Recommendation: Remove from screen- RUC articulated CPT Action? (if applicable): 
concerns regarding claims reporting to 
CMS 
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2007 Medicare 7,057 
Utilization Data: 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 0.5 

2007 NF PE RVU: 4.88 

2007 Fac PE RVU:0.17 

2009 Work RVU: 0.5 

2009 NF PE RVU: 5.37 

2009 Fac PE RVU:0.18 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.21 

2007 NF PE RVU: 3.94 

2007 Fac PE RVU:0.39 

2009 Work RVU: 1.21 

2009 NF PE RVU: 4.05 

2009 Fac PE RVU:0.44 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 0.25 

2007 NF PE RVU: 4.2 

2007 Fac PE RVU:0.08 

2009 Work RVU: 0.25 

2009 NF PE RVU: 4.77 

2009 Fac PE RVU:0.07 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 0.52 

2007 NF PE RVU: 0.77 

2007 Fac PE RVU:NA 

2009 Work RVU: 0.52 

2009 NF PE RVU: 0.79 

2009 Fac PE RVU:NA 
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94015 Patient-Initiated spirometric recording per 30-day period of time; recording Global: XXX Issue: Pulmonary Tests 

(Includes hook-up, reinforced education, data transmission, data capture, trend 
analysis, and periodic recallbratlon) 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AGGP/ATS 
Recommendation: 

First February 2008 2007 Medicare 6,245 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen- RUG articulated CPT Action? (if applicable): 
concerns regarding claims reporting to 
GMS 

94016 Patient-Initiated spirometric recording per 30-day period of time; physician 
review and Interpretation only 

Global: XXX Issue: Pulmonary Tests 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AGGP/ATS First April2008 
Recommendation: Identified: 

RUC Recommendation: Remove from screen- RUG articulated CPT Action? (If applicable): 
concerns regarding claims reporting to 
GMS 

2007 Medicare 22,001 
Utilization Data: 

94450 Breathing response to hypoxia (hypoxia response curve) Global: XXX Issue: Pulmonary Tests 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AGGP/ATS First February 2008 2007 Medicare 3,686 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Remove from screen- RUG articulated CPT Action? (if applicable): 
concerns regarding claims reporting to 
GMS 

94681 Oxygen uptake, expired gas analysis; Including C02 output, percentage oxygen Global: XXX Issue: Pulmonary Tests 
extracted 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing AAGE, TES, First February 2008 
Recommendation: AGGP/ATS Identified: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 
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2007 Medicare 92,598 
Utilization Data: 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0.61 

2007 Fac PE RVU:NA 

2009 Work RVU: 0 

2009 NF PE RVU: 0.64 

2009 Fac PE RVU:NA 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 0.52 

2007 NF PE RVU: 0.16 

2007 Fac PE RVU:0.16 

2009 Work RVU: 0.52 

2009 NF PE RVU: 0.15 

2009 Fac PE RVU:0.15 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 0.4 

2007 NF PE RVU: 0.78 

2007 Fac PE RVU:0.11 

2009 Work RVU: 0.4 

2009 NF PE RVU: 0.85 

2009 Fac PE RVU:0.1 

Screen: High Volume Growth I 
GMS Fastest Growing 

Complete? No 

2007 Work RVU: 0.2 

2007 NF PE RVU: 2.1 

2007 Fac PE RVU:0.06 

2009 Work RVU: 0.2 

2009 NF PE RVU: 1.36 

2009 Fac PE RVU:O.OS 



Status Report: CMS Requests and F:ive-Year Review ID WG Issues 

94760 Noninvasive ear or pulse oximetry for oxygen saturation; single determination Global: XXX Issue: Measure Blood Oxygen 

Most Recent February 2009 
RUC Meeting: 

Tab 32 Specialty Developing ACCP, ATS First NA 
Recommendation: Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

Level 

2007 Medicare 55,922 
Utilization Data: 

94761 Noninvasive ear or pulse oximetry for oxygen saturation; multiple determinations Global: XXX Issue: Measure Blood Oxygen 
(eg, during exercise) Level 

Most Recent February 2009 
RUC Meeting: 

Tab 32 Specialty Developing ACCP, ATS First NA 
Recommendation: Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

2007 Medicare 16,082 
Utilization Data: 

94762 Noninvasive ear or pulse oximetry for oxygen saturation; by continuous 
overnight monitoring (separate procedure) 

Global: XXX Issue: Measure Blood Oxygen 

Most Recent February 2009 
RUC Meeting: 

Level· 

Tab 32 Specialty Developing ACCP, ATS First October 2008 2007 Medicare 271,032 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: New PE inputs CPT Action? (If applicable): 

94770 Carbon dioxide, expired gas determination by infrared analyzer Global: XXX Issue: Pulmonary Tests 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ACCP/ATS First February 2008 2007 Medicare 23,034 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Remove office-based PE inputs CPT Action? (if applicable): 

95803 Actigraphy testing, recording, analysis, interpretation, and report (minimum of 72 Global: XXX Issue: Actigraphy Sleep 
hours to 14 consecutive days of recording) Assessment 

Most Recent February 2009 
RUC Meeting: 

Tab 34 Specialty Developing 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 
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2007 Medicare 0 
Utilization Data: 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0.05 

2007 Fac PE RVU: NA 

2009 Work RVU: 0 

2009 NF PE RVU: 0.06 

2009 Fac PE RVU:NA 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0.08 

2007 Fac PE RVU:NA 

2009 Work RVU: 0 

2009 NF PE RVU: 0.10 

2009 Fac PE RVU:NA 

Screen: CMS Fastest Growing, 
CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0.56 

2007 Fac PE RVU:NA 

2009 Work RVU: 0 

2009 NF PE RVU: 0.72 

2009 Fac PE RVU:NA 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 0.15 

2007 NF PE RVU: 0.72 

2007 Fac PE RVU:0.04 

2009 Work RVU: 0.15 

2009 NF PE RVU: 0.74 

2009 Fac PE RVU:0.04 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 0.00 

2009 NF PE RVU: 

2009 Fac PE RVU: 
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95922 Testing of autonomic nervous system function; vasomotor adrenergic 

Innervation (sympathetic adrenergic function), Including beat-to-beat blood 
pressure and R-R Interval changes during Valsalva maneuver and at least five 
minutes of passive tilt 

Global: XXX Issue: Autonomic Nerve Function Screen: High Volume Growth I Complete? No 
Test CMS Fastest Growing 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ACP, AAN 
Recommendation: 

First February 2008 
Identified: 

2007 Medicare 39,276 
Utilization Data: 

RUC Recommendation: CPT Assistant article; Re-review 
September 2011 

CPT Action? (if applicable): CPT Assistant- December 
2008 

95950 Monitoring for Identification and laterallzatlon of cerebral seizure focus, Global: XXX Issue: EEG Monitoring 
electroencephalographic (eg, 8 channel EEG) recording and Interpretation, each 
24 hours 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAN, ACNS First February 2009 2007 Medicare 1,475 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

----------------------
95953 Monitoring for localization of cerebral seizure focus by computerized portable 16 Global: XXX Issue: EEG Monitoring 

or more channel EEG, electroencephalographic (EEG) recording and 
Interpretation, each 24 hours 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAN, ACNS First February 2009 2007 Medicare 14,491 
Recommendation: Identified: Utilization Data: 

RUC Reco'mmendatlon: The RUC recommends that this 
service be surveyed 

CPT Action? (if applicable): 

95954 Pharmacological or physical activation requiring physician attendance during 
EEG reco_rdlng of activation phase (eg, thiopental activation test) 

Global: XXX Issue: EEG Monitoring 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing ACNS, AAN 
Recommendation: 

First February 2008 
Identified: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 
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2007 Medicare 4,743 
Utilization Data: 

2007 Work RVU: 0.96 

2007 NF PE RVU: 0.63 

2007 Fac PE RVU:0.37 

2009 Work RVU: 0.96 _ 

2009 NF PE RVU: 1.07 

2009 Fac PE RVU:0.31 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 1.51 

2007 NF PE RVU: 3.59 

2007 Fac PE RVU:0.59 

2009 Work RVU: 1.51 

2009 NF PE RVU: 4.07 

2009 Fac PE RVU:0.49 

------------
Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 3.3 

2007 NF PE RVU: 6.31 

2007 Fac PE RVU:1.21 

2009 Work RVU: 3.3 

2009 NF PE RVU: 6.11 

2009 Fac PE RVU:1.05 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 2,45 

2007 NF PE RVU: 3.47 

2007 Fac PE RVU:0.91 

2009 Work RVU: 2.45 

2009 NF PE RVU: 3.55 

2009 Fac PE RVU:0.56 
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95956 Monitoring for localization of cerebral seizure focus by cable or radio, 16 or more Global: XXX Issue: EEG Monitoring 
channel telemetry, electroencephalographic (EEG) recording and interpretation, 
each 24 hours 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAN, ACNS First October 2008 2007 Medicare 8,201 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: CPT Assistant; The RUC recommends CPT Action? (if applicable): CPT Assistant -draft Feb 10, 
that this service be surveyed 2009. Need addtl info 

95991 Refilling and maintenance of1mplantable pump or reservoir for drug delivery, Global: XXX Issue: Brain Pump 
spinal (intrathecal, epidural) or brain (intraventricular); administered by physician 

Most Recent February 2008 
RUC Meeting: 

TabS Specialty Developing ASA, AAPM First February 2008 2007 Medicare 75,784 
Recommendation: Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

--------------------------------------------------------------------------------------------
96105 Assessment of aphasia (Includes assessment of expressive and receptive Global: XXX 

speech and language function, language comprehension, speech production 
ability, reading, spelling, writing, eg, by Boston Diagnostic Aphasia Examination) 
with interpretation and report, per hour 

Most Recent October 2009 
RUC Meeting: 

Tab Specialty Developing ASHA 
Recommendation: 

First 
Identified: 

RUC Recommendation: Review October 2009 CPT Action? (if applicable): 

Issue: Speech Language 
Pathology Services 

2007 Medicare 
Utilization Data: 

96405 Chemotherapy administration; intralesional, up to and Including 7 lesions Global: 000 Issue: Chemotherapy 

Most Recent April 2008 
RUC Meeting: 

Tab 55 Specialty Developing ASCO 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

Administration 

2007 Medicare 1 ,409 
Utilization Data: 

96406 Chemotherapy administration; intralesional, more than 7 lesions Global: 000 Issue: Chemotherapy 

Most Recent April 2008 
RUC Meeting: 

Tab 55 Specialty Developing ASCO 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 
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Administration 

2007 Medicare 400 
Utilization Data: 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 3.08 

2007 NF PE RVU: 14.27 

2007 Fac PE RVU: 1.2 

2009 Work RVU: 3.08 

2009 NF PE RVU: 14.74 

2009 Fac PE RVU: 1.01 

Screen: High Volume Growth Complete? No 

2007 Work RVU: 0.77 

2007 NF PE RVU: 1.53 

2007 Fac PE RVU:NA 

2009 Work RVU: 0.77 

2009 NF PE RVU: 1.57 

2009 Fac PE RVU:0.18 

Screen: CMS RequesUSpeech 
Language Pathology 
Request 

Complete? No 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0.52 

2007 NF PE RVU: 2.71 

2007 Fac PE RVU:0.24 

2009 Work RVU: 0.52 

2009 NF PE RVU: 1.79 

2009 Fac PE RVU:0.25 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0.8 

2007 NF PE RVU: 3.08 

2007 Fac PE RVU:0.29 

2009 Work RVU: 0.8 

2009 NF PE RVU: 2.40 

2009 Fac PE RVU:0.33 
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------ ------------------ ----------------------- ----- -------------------·------ ------------------·-----------· ---------------

96440 Chemotherapy administration Into pleural cavity, requiring and Including 
thoracentesis 

Global: 000 Issue: Chemotherapy 
Administration 

Most Recent February 2008 
RUC Meeting: 

Tab R Specialty Developing 
Recommendation: 

First NA 2007 Medicare 73 
Utilization Data: Identified: 

RUC Recommendation: New PE inputs CPT Action? (if applicable): 

96567 Photodynamic therapy by external application of light to destroy premalignant Global: XXX Issue: Photodynamic Therapy 
and/or malignant lesions of the skin and adjacent mucosa (eg, lip) by activation 
of photosensitive drug(s), each phototherapy exposure session 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing AAD 
Recommendation: 

First February 2008 2007 Medicare 27,705 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

96920 Laser treatment for Inflammatory skin disease (psoriasis); total area less than 
250sq em 

Global: 000 Issue: Laser Skin Treatment 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AAD 
Recommendation: 

First October 2008 2007 Medicare 23,491 
Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

96921 Laser treatment for Inflammatory skin disease (psoriasis); 250 sq em to 500 sq Global: 000 Issue: Laser Skin Treatment 
em 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AAD 
Recommendation: 

First February 2008 
Identified: 

2007 Medicare 8,386 
Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? {if applicable): 

96922 Laser treatment for Inflammatory skin disease (psoriasis); over 500 sq em Global: 000 Issue: Laser Skin Treatment 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AAD 
Recommendation: 

First October 2008 2007 Medicare 4,390 
Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 
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Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 2.37 

2007 NF PE RVU: 7.48 

2007 Fac PE RVU:1.17 

2009 Work RVU: 2.37 

2009 NF PE RVU: 14.04 

2009 Fac PE RVU:1.13 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 2.4 

2007 Fac PE RVU:NA 

2009 Work RVU: 0 

2009 NF PE RVU: 3.20 

2009 Fac PE RVU:NA 

Screen: CMS Fastest Growing Complete? No 

2007WorkRVU: 1.15 

2007 NF PE RVU: 2.8 

2007 Fac PE RVU:0.57 

2009 Work RVU: 1.15 

2009 NF PE RVU: 3.27 

2009 Fac PE RVU:0.59 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? No 

2007WorkRVU: 1.17 

2007 NF PE RVU: 2.82 

2007 Fac PE RVU:0.57 

2009 Work RVU: 1.17 

2009 NF PE RVU: 3.15 

2009 Fac PE RVU:0.55 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? No 

2007 Work RVU: 2.1 

2007 NF PE RVU: 3.77 

2007 Fac PE RVU:0.73 

2009 Work RVU: 2.1 

2009 NF PE RVU: 4.30 

2009 Fac PE RVU:0.98 



Status Report: CMS Requests and Five-Year Review ID WG Issues 

97755 Asslstlve technology assessment (eg, to restore, augment or compensate for Global: XXX Issue: Assistive Technology 
existing function, optimize functional tasks and/or maximize environmental Assessment 
accessibility), direct one-on-one contact by provider, with written report, each 15 
minutes 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing AAPMR, First February 2008 2007 Medicare 2,618 
Recommendation: APTA, AOTA Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 0.62 

2007 NF PE RVU: 0.28 

2007 Fac PE RVU:NA 

2009 Work RVU: 0.62 

2009 NF PE RVU: 0.28 

2009 Fac PE RVU:NA 

97802 Medical nutrition therapy; Initial assessment and Intervention, Individual, face-to- Global: XXX 
face with the patient, each 15 minutes 

Issue: Medical Nutrition Therapy Screen: CMS Request - Medical 
Nutrition Therapy 

Complete? Yes 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 0.53 

Tab 53 Specialty Developing ADA, AGA, First NA 
Recommendation: AACE Identified: 

CPT Action? (if applicable): 

97803 Medical nutrition therapy; re-assessment and Intervention, Individual, face-to­
face with the patient, each 15 minutes 

Global: XXX 

Most Recent April 2008 
RUC Meeting: 

RUC Recommendation: 0.45 

Tab 53 Specialty Developing ADA, AGA, First NA 
Recommendation: AACE Identified: 

CPT Action? (If applicable): 

2007 Medicare 169,902 
Utilization Data: 

Issue: Medical Nutrition Therapy 

2007 Medicare 104,791 
Utilization Data: 

99174 Ocular photoscreenlng with Interpretation and report, bilateral Global: XXX Issue: Ocular photoscreening 

Most Recent April 2008 
RUC Meeting: 

Tab 54 Specialty Developing AAP, AAO 
Recommendation: 

First NA 
Identified: 

RUC Recommendation: New PE inputs CPT Action? (If applicable): 
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2007 Medicare 
Utilization Data: 

2007 Work RVU: 0.45 

2007 NF PE RVU: 0.39 

2007 Fac PE RVU:0.38 

2009 Work RVU: 0.53 

2009 NF PE RVU: 0.27 

2009 Fac PE RVU:0.22 

Screen: CMS Request- Medical 
Nutrition Therapy 

Complete? Yes 

2007 Work RVU: 0.37 

2007 NF PE RVU: 0.38 

2007 Fac PE RVU:0.38 

2009 Work RVU: 0.45 

2009 NF PE RVU: 0.25 

2009 Fac PE RVU:0.20 

Screen: CMS Request- Practice 
Expense Review 

Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0 

2007 Fac PE RVU:O 

2009 Work RVU: 0 

2009 NF PE RVU: 0.69 

2009 Fac PE RVU:NA 



Status Report: CMS Requests and Five-Year Review ID WG Issues 
G0179 Physician re-certification for Medicare-covered home health services under a 

home health plan of care (patient not present), Including contacts with home 
health agency and review of reports of patient status required by physicians to 
affirm the Initial Implementation of the plan of care that meets patient's needs, 
per re-certification period 

Global: XXX Issue: Physician Recertification 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AAFP. ACP, First October 2008 2007 Medicare 1,106,055 
Recommendation: AAHCP Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if ~pplicable): ACP discussing with CMS 

G0180 Physician certification for Medicare-covered home health services under a home Global: XXX Issue: Physician Recertification 
health plan of care (patient not present), Including contacts with home health 
agency and review of reports of patient status required by physicians to affirm 
the Initial Implementation of the plan of care that meets patient's needs, per 
certification period 

Most Recent October 2008 
RUC Meeting: 

Tab 26 Specialty Developing AAFP, ACP, First October 2008 2007 Medicare 
Recommendation: AAHCP Identified: Utilization Data: 

RUC Recommendation: Refer to CPT CPT Action? (if applicable): ACP discussing with CMS 

G0181 Physician supervision of a patient receiving Medicare-covered services provided Global: XXX 
by a participating home health agency (patient not present) requiring complex 
and multidisciplinary care modalities Involving regular physician development 
and/or revision of care plans, review of subsequent reports of patient status, 
review of laboratory and other studies, communication (Including telephone 
calls) with other health care professionals Involved In the patient's care, 
Integration of new Information Into the medical treatment plan and/or adjustment 
of medical therapy, within a calendar month, 30 minutes or more 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing AAFP. ACP 
Recommendation: 

First October 2008 
Identified: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

Issue: Home Healthcare 
Supervision 

2007 Medicare 287,780 
Utilization Data: 

G0202 Screening mammography, producing direct digital Image, bilateral, all views Global: XXX Issue: Digital Mammography 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ACR 
Recommendation: 

First February 2008 2007 Medicare 1,966,397 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 
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Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 0.45 

2007 NF PE RVU: 0.89 

2007 Fac PE RVU:NA 

2009 Work RVU: 0.45 

2009 NF PE RVU: 0.61 

2009 Fac PE RVU:NA 

Screen: CMS Fastest Growing Complete? No 

2007 Work RVU: 

2007 NF PE RVU: 

2007 Fac PE RVU: 

2009 Work RVU: 

2009 NF PE RVU: 

2009 Fac PE RVU: 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 1.73 

2007 NF PE RVU: 1.32 

2007 Fac PE RVU:NA 

2009WorkRVU: 1.73 

2009 NF PE RVU: 0.98 

2009 Fac PE RVU:NA 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 0.7 

2007 NF PE RVU: 2.52 

2007 Fac PE RVU:0.22 

2009 Work RVU: 0.7 

2009 NF PE RVU: 2.56 

2009 Fac PE RVU:0.24 



Status Report: CMS Requests and Five-Year Review ID WG Issues 

G0204 Diagnostic mammography, producing direct digital image, bilateral, all views Global: XXX Issue: Digital Mammography 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ACR 
Recommendation: 

First February 2008 2007 Medicare 281,851 
Utilization Data: Identified: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

G0206 Diagnostic mammography, producing direct digital image, unilateral, all views Global: XXX Issue: Digital Mammography 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ACR 
Recommendation: 

First February 2008 2007 Medicare 325,174 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

G0237 Therapeutic procedures to increase strength or endurance of respiratory 
muscles, face to face, one on one, each 15 minutes (includes monitoring) 

Global: XXX Issue: Respiratory Therapy 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACCPIATS 
Recommendation: 

First February 2008 2007 Medicare 106,168 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen- RUC articulated CPT Action? (if applicable): 
concems regarding claims reporting to 
CMS 

G0238 Therapeutic procedures to improve respiratory function, other than described by Global: XXX Issue: Respiratory Therapy 
G0237, one on one, face to face, per 15 minutes (Includes monitoring) 

Most Recent February 2009 
RUC Meeting: 

Tab 38 Specialty Developing ACCPIATS 
Recommendation: 

First February 2008 2007 Medicare 145,686 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen- RUC articulated CPT Action? (if applicable): 
concerns regarding claims reporting to 
CMS 

G0249 Provision of test materials and equipment for home INR monitoring to patient Global: XXX Issue: Home INR Monitoring 
with mechanical heart valve(s) who meets Medicare coverage criteria; includes 
provision of materials for use In the home and reporting of test results to 
physician; per 4 tests 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ACC 
Recommendation: 

First February 2008 2007 Medicare 26,718 
Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 
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Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 0.87 

2007 NF PE RVU: 2.6 

2007 Fac PE RVU:0.27 

2009 Work RVU: 0.87 

2009 NF PE RVU: 2.96 

2009 Fac PE RVU:0.29 

Screen: High Volume Growth Complete? Yes 

2007 Work RVU: 0.7 

2007 NF PE RVU: 2.09 

2007 Fac PE RVU:0.22 

2009 Work RVU: 0.7 

2009 NF PE RVU: 2.33 

2009 Fac PE RVU:0.24 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? Yes 

' 
2007 Work RVU: 0 

2007 NF PE RVU: 0.41 

2007 Fac PE RVU:NA 

2009 Work RVU: 0 

2009 NF PE RVU: 0.27 

2009 Fac PE RVU:NA 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? Yes 

2007 Work RVU: 0 

2007 NF PE RVU: 0.43 

2007 Fac PE RVU:NA 

2009 Work RVU: 0 

2009 NF PE RVU: 0.29 

2009 Fac PE RVU:NA 

Screen: High Volume Growth I 
CMS Fastest Growing 

Complete? No 

2007 Work RVU: 0 

2007 NF PE RVU: 3.57 

2007 Fac PE RVU:NA 

2009 Work RVU: 0 

2009 NF PE RVU: 3.49 

2009 Fac PE RVU:NA 



Status Report: CMS Requests and Five-Year Review ID WG Issues 
G0250 Physician review, Interpretation and patient management of home INR testing for Global: XXX Issue: Home INR Monitoring 

a patient with mechanical heart valve(s) who meets other coverage criteria; per 4 
tests (does not require face-to-face service) 

Most Recent April 2008 
RUC Meeting: 

Tab 57 Specialty Developing ACC 
Recommendation: 

First February 2008 2007 Medicare 4,079 
Identified: Utilization Data: 

RUC Recommendation: Review September 2011 CPT Action? (if applicable): 

G0268 Removal of Impacted cerumen (one or both ears) by physician on same date of Global: 000 
service as audlologlc function testing 

Most Recent February 2009 
RUC Meeting: 

Tab 26 Specialty Developing AAO-HNS 
Recommendation: 

First October 2008 
Identified: 

RUC Recommendation: Remove from screen CPT Action? (if applicable): 

Issue: Removal of Wax 

2007 Medicare 94,645 
Utilization Data: 

Screen: High Volume Growth Complete? No -

2007WorkRVU: 0.18 

2007 NF PE RVU: 0.07 

2007 Fac PE RVU:NA 

2009 Work RVU: 0.18 

2009 NF PE RVU: 0.08 

2009 Fac PE RVU:NA 

Screen: CMS Fastest Growing Complete? Yes 

2007 Work RVU: 0.61 

2007 NF PE RVU: 0.63 

2007 Fac PE RVU:0.23 

2009 Work RVU: 0.61 

2009 NF PE RVU: 0.66 

2009 Fac PE RVU:0.22 

G0270 Medical nutrition therapy; reassessment and subsequent lnterventlon(s) 
following second referral In same year for change in diagnosis, medical 
condition or treatment regimen (Including additional hours needed for renal 
disease), Individual, face to face with the patient, each 15 minutes 

Global: XXX Issue: Medical Nurtition Therapy Screen: CMS Fastest Growing Complete? Yes 

Most Recent February 2008 
RUC Meeting: 

Tab S Specialty Developing ADA 
Recommendation: 

First February 2008 2007 Medicare 5,993 
Identified: Utilization Data: 

RUC Recommendation: Remove from screen CPT Action? (If applicable): 
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2007 Work RVU: 0.37 

2007 NF PE RVU: 0.38 

2007 Fac PE RVU:0.38 

2009 Work RVU: 0.37 

2009 NF PE RVU: 0.25 

2009 Fac PE RVU:0.20 



Specialty and Acronym 

Society 

AMA CPT Editorial Panel 

AMA Staff 

American Academy of Allergy, Asthma & Immunology 

American Academy of Child and Adolescent Psychiatry 

American Academy of Dermatology 

American Academy of Facial Plastic and Reconstructive Surgery 

American Academy of Family Physicians 

American Academy of Hospice and Palliative Medicine 

American Academy of Neurology 

American Academy of Ophthalmology 

American Academy of Orthopaedic Surgeons 

American Academy of Otolaryngic Allergy 

American Academy of Otolaryngology - Head and Neck Surgery 

American Academy of Pain Medicine 

American Academy of Pediatrics 

American Academy of Pharmaceutical Physicians & Investigators 

American Academy of Physical Medicine & Rehabilitation 

American Academy of Physician Assistants 

American Academy of Sleep Medicine 

American Association of Clinical Endocrinologists 

American Association of Hip and Knee Surgeons 

American Association of Neurological Surgeons 

American Association of Neuromuscular & Electrodiagnostic 

American Association of Oral and Maxillofacial Surgeons 

American Association of Plastic Surgeons 

American Burn Association 

American Chiropractic Association 

American Clinical Neurophysiology Society 

1 

Acronym 

AMA 

AMA 

AAAAI 

AACAP 

AAD 

AAFPRS 

AAFP 

AAHPM 

AAN 

AAO 

AAOS 

AAOA 

AAO-HNS 

AAPM 

AAP 

AAPPI 

AAPMR 

AAPA 

AASM 

AACE 

AAHKS 

AANS 

AANEM 

MOMS 

AAPS 

ABA 

ACA 

ACNS 



Society 

American College of Cardiology 

American College of Chest Physicians 

American College of Emergency Physicians 

American College of Medical Genetics 

American College of Obstetricians and Gynecologists 

American College of Occupational and Environmental Medicine 

American College of Physicians 

American College of Preventive Medicine 

American College of Radiation Oncology 

American College of Radiology 

American College of Rheumatology 

American College of Surgeons 

American Dental Association 

American Dietetic Association 

Ameri,can Gastroenterological Association 

American Geriatrics Society 

American Institute of Ultrasound in Medicine 

American Medical Association 

American Medical Directors Association 

American Nurses Association 

American Occupational Therapy Association 

American Optometric Association 

American Orthopaedic Association 

American Orthopaedic Foot and Ankle Society 

American Osteopathic Association 

American Pediatric Surgical Association 

American Physical Therapy Association 

American Podiatric Medical Association 

American Psychiatric Association 

American Psychological Association 

American Roentgen Ray Society 
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Acronym 

ACC 

ACCP 

ACEP 

ACMG 

ACOG 

A CO EM 

ACP 

ACPM 

ACRO 

ACR 

ACRh 

ACS 

ADA 

ADiA 

AGA 

AGS 

AlUM 

AMA 

AMDA 

ANA 

AOTA 

AOA 

AOA-Ortho 

AOFAS 

AOA 

APSA 

APTA 

APMA 

APA 

APA 

ARRS 



Society 

American Society for Aesthetic Plastic Surgery 

American Society for Clinical Pathology 

American Society for Dermatologic Surgery 

American Society for Gastrointestinal Endoscopy 

American Society for Reproductive Medicine 

American Society for Surgery of the Hand 

American Society for Therapeutic Radiology and Oncology 

American Society of Abdominal Surgeons 

American Society of Addiction Medicine 

American Society of Anesthesiologists 

American Society of Breast Surgeons 

American Society of Cataract and Refractive Surgery 

American Society of Clinical Oncology 

American Society of Colon and Rectal Surgeons 

American Society of Cytopathology 

American Society of General Surgeons 

American Society of Hematology 

American Society of Maxillofacial Surgeons 

American Society of Neuroimaging 

American Society of Neuroradiology 

American Society of Ophthalmic Plastic and Reconstructive 

American Society of Plastic Surgeons 

American Society of Transplant Surgeons 

American Speech, Language, and Hearing Association 

American Thoracic Society 

American Urological Association 

Association Military Surgeons of the U.S. 

Association of University Radiologists 

Centers for Medicare and Medicaid Services 

CMD 

College of American Pathologists 
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Acronym 

ASAPS 

ASCP 

ASDS 

ASGE 

ASRM 

ASSH 

ASTRO 

ASAS 

ASAM 

ASA 

ASBS 

ASCRS(cat) 

ASCO 

ASCRS(col) 

ASC 

ASGS 

ASH 

ASMS 

ASN 

ASNR 

ASOPRS 

ASPS 

ASTS 

ASHA 

ATS 

AUA 

AM SUS 

AUR 

CMS 

CMD 

CAP 



Society 

Congress of Neurological Surgeons 

Contact Lens Society of America 

Infectious Diseases Society of America 

International Spinal Injection Society 

International Spine Intervention Society 

Joint Council of Allergy Asthma and Immunology 

Joint Council of Allergy, Asthma and Immunology 

Medical Group Management Association 

MedPAC 

National Association of Social Workers 

North American Spine Society 

Practice Expense Review Committee (PERC) 

Radiological Society of North America 

Renal Physicians Association 

Society for Vascular Surgery 

Society of American Gastrointestinal and Endoscopic Surgeons 

Society of Critical Care Medicine 

Society of lnterventional Radiology 

Society of Nuclear Medicine 

Society of Thoracic Surgeons 

The Endocrine Society 

The Triological Society 

4 

Acronym 

CNS 

CLSA 

IDSA 

ISIS 

ISIS 

JCAAI 

JCAAI 

MGMA 

MedPAC 

NASW 

NASS 

PERC 

RSNA 

RPA 

svs 

SAGES 

SCCM 

SIR 

SNM 

STS 

TES 

TIS 



RUC Referrals to CPT Editorial Panel 

11040 September ACS,AAOS Descriptor enables a bi-modal typical patient. 
Service 2007 Additional granularity in descriptor will provide Tab 5 resulting 
Anomaly greater clarity and more accurate valuation based in CPT 

on only one typical patient. Excision and 
Debridement 
Workgroup 
Formed 

11041 Site of September ACS,AAOS Descriptor enables a bi-modal typical patient. Feb09 
Service 2007 Additional granularity in descriptor will provide Tab 5 resulting 
Anomaly greater clarity and more accurate valuation based in CPT 

on only one typical patient. Excision and 
Debridement 
Workgroup 
Formed 

11042 Site of September ACS,AAOS Descriptor enables a bi-modal typical patient. Feb 09 
Service 2007 Additional granularity in descriptor will provide Tab 5 resulting 
Anomaly greater clarity and more accurate valuation based in CPT 

on only one typical patient. Excision and 
Debridement 
Workgroup 
Formed 

., 11043 Site of September ACS,AAOS Descriptor enables a bi-modal typical patient. Feb 09 
Service 2007 Additional granularity in descriptor will provide Tab 5 resulting 
Anomaly greater clarity and more accurate valuation based in CPT 

on only one typical patient. Excision and 
Debridement 
Workgroup 
Formed 

11044 Site of September ACS,AAOS Descriptor enables a bi-modal typical patient. Feb09 
Service 2007 Additional granularity in descriptor will provide Tab 5 resulting 
Anomaly greater clarity and more accurate valuation based in CPT 

on only one typical patient. Excision and 
Debridement 
Workgroup 
Formed 

5/27/2009 



19357 Site of April2009 ASPS Originally referred to CPT because of differences SS will submit 
Service in delayed and immediate breast reconstruction coding 
Anomaly enables a bi-modal typical patient. Specialty proposal by 

requests RUC reconsider referral. In April2009 July 15 for Oct 
Workgroup reviewed this issue and reaffirmed its 09CPT 
original recommendation that this code be referred Meeting 
to CPT. Given its bi-modal distribution, code 
19357 may be separated into two separate codes to 
describe interval and immediate reconstruction. 

20005 Site of September ACS,APMA Refer to CPT to consider description change to June 09 
Service 2007 clarify target. The dominant specialties are not Tab 15 
Anomaly consistent because deep abscess is unlikely to be 

in the office 

5/27/2009 2 



22554 

22849 

22851 

26080 

27370 

5/27/2009 

Codes 
Reported 
Together 

CMS Fastest 
Growing 

CMS Fastest 
Growing 

Site of 
Service 
Anomaly 

High 
Volume 
Growth/ 
CMS Fastest 
Growing 

February 
2008 

February 
2009 

October 
2008 

February 
2008 

February 
2009 

AANS/CNS, 
NASS 

AAOS,NASS, 
AANS 

AAOS,NASS, 
AANS 

ASSH,AAOS 

AAOS,ACR 

Referred to the CPT Editorial Panel for 
development of coding change proposals to 
condense pairs into a single code and create new 
coding structures. Type B code - code pair is 
reported together greater than 95% in a 
unidirectional relationship. CPT proposal to be 
submitted November 5 2008 
The Workgroup recommends that the specialty 
develop changes to the CPT instructions and/or 
parenthetical to limit reporting with other 
procedures. 

The Workgroup agreed that this service was 
potentially misvalued and asks that either the 
service be revised at CPT to bundle with the base 
code or may need to be resurveyed. 

A majority of these services are performed in the 
out-patient hospital setting, though the survey 
respondents overwhelmingly state that the service 
is always performed as an in-patient procedure. 
The only variance among respondents was the 
length of stay which was estimated to be between 
one and six days: Based on these differences, the 
specialty society concluded and the RUC agreed 
that there is no appropriate typical patient for the 
code as currently described. The RUC concurred 
that greater granularity of the CPT descriptor is a 

These procedures were referred to CPT for 
possible deletion of73580 and 27370 and creation 
of a new code accurately describing the procedure 
that is being performed, including the radiologic 
guidance in the procedure codes. 

SS will submit 
coding 
proposal by 
July 15 for Oct 
09CPT 
Meeting 

SS will submit 
coding 
proposal by 
July 15 for 
October 09 
CPT 
SS will 

submit coding 
proposal by 
July 15 for 
October 09 
CPT 

SS will submit 
coding 
proposal by 
July 15 for 
October 09 
CPTMtg 

SS will submit 
coding 
proposal by 
July 15 for 
October 09 
CPT 

3 



33213 CMS Fastest October ACC The RUC discovered that this service was billed 
Growing 2008 76% of the time with the removal code, despite the 

fact that 3 3 213 describes an insertion or 
replacement. The RUC agrees that this is 
inappropriate and recommends that the service be 
referred to CPT for revision of the descriptor 
and/or instructions. 

35470 CMS Fastest October ACC,ACR, The code is part of a component coding structure. SS will submit 
Growing 2008 SIR It should be reviewed by CPT along with the other coding 

services reported together (bundled services). proposal by 
Percutaneous atherectomy and angioplasty will July 15 for Oct 
both be reviewed by CPT. 09CPT 

35471 CMS Fastest The code is part of a component coding structure. SS will submit 
Growing It should be reviewed by CPT along with the other coding 

services reported together (bundled services). proposal by 
Percutaneous atherectomy and angioplasty will July 15 for Oct 
both be reviewed by CPT. 09CPT 

35472 CMS Fastest The code is part of a component coding structure. SS will submit 
Growing It should be reviewed by CPT along with the other coding 

services reported together (bundled services). proposal by 
Percutaneous atherectomy and angioplasty will July 15 for Oct 
both be reviewed by CPT. 09CPT 
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.35473 CMS Fastest The code is part of a component coding structure. SS will submit 
Growing It should be reviewed by CPT along with the other coding 

services reported together (bundled services). proposal by 
Percutaneous atherectomy and angioplasty will July 15 for Oct 
both be reviewed by CPT. 09CPT 

Meeting 
35474 CMS Fastest October ACC,ACR, The code is part of a component coding structure. SS will submit 

Growing 2008 SIR It should be reviewed by CPT along with the other coding 
services reported together (bundled services). proposal by 
Percutaneous atherectomy and angioplasty will July 15 for Oct 
both be reviewed by CPT. 09CPT 

Meeting 
35475 CMS Fastest The code is part of a component coding structure. SS will submit 

Growing It should be reviewed by CPT along with the other coding 
services reported together (bundled services). proposal by 
Percutaneous atherectomy and angioplasty will July 15 for Oct 
both be reviewed by CPT. 09CPT 

Meeting 
35476 CMS Fastest The code is part of a component coding structure. SS will submit 

Growing It should be reviewed by CPT along with the other coding 
services reported together (bundled services). proposal by 
Percutaneous atherectomy and angioplasty will July 15 for Oct 
both be reviewed by CPT. 09CPT 

Meeting 
35490 High April2008 SIR, ACR, SVS The RUC recommended that a CPT coding change Feb 09 

Volume proposal be developed to address the changing Tab 17-
Growth technology, which accounts for some of the Postponed to 

growth in volume Oct09 CPT 
Mtg 

35491 High April2008 SIR, ACR, SVS The RUC recommended that a CPT coding change Feb09 
Volume proposal be developed to address the changing Tab 17-
Growth technology, which accounts for some of the Postponed to 

growth in volume Oct09 CPT 
Mtg 

35492 High April2008 SIR, ACR, SVS The RUC recommended that a CPT coding change Feb 09 
Volume proposal be developed to address the changing Tab 17-
Growth technology, which accounts for some of the Postponed to 

growth in volume Oct09 CPT 
Mtg 

35493 High April2008 SIR, ACR, SVS The RUC recommended that a CPT coding change Feb09 
Volume proposal be developed to address the changing Tab 17-
Growth technology, which accounts for some of the Postponed to 

growth in volume Oct09 CPT 
Mtg 

35494 High April2008 SIR, ACR, SVS The RUC recommended that a CPT coding change Feb 09 
Volume proposal be developed to address the changing Tab 17-
Growth technology, which accounts for some of the Postponed to 

growth in vo~ume Oct09 CPT 
Mtg 

35495 High April2008 SIR, ACR, SVS The RUC recommended that a CPT coding change Feb09 
Volume proposal be developed to address the changing Tab 17-
Growth technology, which accounts for some of the Postponed to 

growth in volume Oct09 CPT 
Mtg 

5/27/2009 5 



36248 CMS Fastest October ACR, SIR 
Growing 2008 

47490 CMS Fastest February ACR 
Growing 2009 

5/27/2009 

The code is part of a component coding structure. 
It should be reviewed by CPT along with the other 
services reported together (bundled services) 

This service was referred to CPT to include a code 
to include guidance. The number of hospital visits 
varies widely among physicians (i.e., who is 
managing post-operative care) and it would be 
more appropriate to change this service to a 000 
day global procedure. The Workgroup , 
recommends that it be valued as a 000 day global 

SS to develop 
coding 
proposal by 
July 15 for Oct 
09CPT 

June 09 
Tab 17 

6 



49420 Site of April2008 ACS At the April 2008 RUC meeting, the specialty SS will submit 
Service society requested that codes 49420 and 49421 be coding 
Anomaly referred to the CPT Editorial Panel for proposal by 

clarification. The specialty society is concerned July IS for Oct 
that the original intention of these descriptors has 09CPT 
changed over time because of the addition of new Meeting 
catheter codes. Additionally, the specialty society 
indicated that some inadvertent rniscoding may be 
occurring because the descriptor is vague with 
respect to catheter placement for "drainage" and 
whether the code is meant for open or 
percutaneous placement. The RUC recommends 
that codes 49420 and 49421 be referred to the CPT 
Editorial Panel for clarification. 

49421 Site of April2008 ACS At the April 2008 RUC meeting, the specialty SS will submit 
Service society requested that codes 49420 and 49421 be coding 
Anomaly referred to the CPT Editorial Panel for proposal by 

clarification. The specialty society is concerned July 15 for Oct 
that the original intention of these descriptors has 09CPT 
changed over time because of the addition of new Meeting 
catheter codes. Additionally, the specialty society 
indicated that some inadvertent miscoding may be 
occurring because the descriptor is vague with 
respect to catheter placement for "drainage" and 
whether the code is meant for open or 
percutaneous placement. The RUC recommends 
that codes 49420 and 49421 be referred to the CPT 
Editorial Panel for clarification. 

5/27/2009 7 



55866 New February AUA The specialty society reported that it will submit RUC review 
Technology 2008 coding change proposals to the CPT Editorial Oct09 
/CMS Panel to request new CPT codes. Code 55866 
Fastest Laparoscopy, surgical prostatectomy, retropubic 
Growing radical, including nerve sparing will remain. 

Additional CPT coding change proposals will be 
submitted for the following: 5586X Laparoscopy, 
surgical prostatectomy, retropubic radical, 
including nerve sparing; with total pelvic 
lymphadenectomy and 5586X Laparoscopy, 
robotic assisted surgical prostatectomy, retropubic 
radical, including nerve sparing, and 5586X, with 
total pelvic lymphadenectomy, in time for 
discussion at the February 2009 CPT Editorial 
Panel Meeting. 

In February 2008 the Five-Year Review 
Identification Workgroup recommended that the 
specialty society develop a coding proposal to 
separate code 55866 into two codes to distinguish 
between robotic and non-robotic laparoscopic 
prostatectomy. The CPT Editorial Panel 
determined that the codes should be surveyed and 
describe the typical method and not separated into 
two codes. The Workgroup recommends that 
55866 be reviewed at the October 2009 RUC 
meeting. The Workgroup indicated that it is at the 
discretion of the society if they wish to revise the 
vignette and resurvey 55866 or utilize survey data 
from last year. 

57155 Site of September ACOG, ACOG conducted original survey however, service SS will submit 
Service 2007 ASTRO is performed by radiation oncologists 83% if the coding 
Anomaly time. The typical patient may have changed proposal by 

requiring modification to the descriptor July 15 for 
October 09 
CPTMtg 

61795 CMS Fastest February NASS,AAO- The specialty commented that the descriptor does SS will submit 
Growing 2009 HNS,AANS not accurately describe the work and recommends coding 

that. the service be referred to CPT to create several proposal by 
more granular codes. The Workgroup agreed and July 15 for 
recommends that the service be referred to CPT. October 09 

CPTMtg 
61885 Site of February AANS/CNS The RUC approved the specialty society SS will submit 

Service 2009 recommendation to refer to CPT coding 
Anomaly proposal by 

July 15 for 
October 09 
CPTMtg 

63056 CMS Fastest February NASS,AANS The specialty noted that the increase in utilization SS will submit 
Growing 2009 may be due to some inappropriate reporting of coding 

procedures that should be described using 62287 proposal by 
and another procedure that does not have a CPT July 15 for 
code. The Workgroup recommends referral to October 09 
CPT for changes to the instructions and possible CPTMtg 
creation of a new CPT code. 

5/27/2009 8 



63075 Codes 

5/27/2009 

Reported 
Together 

February 
2008 

AANS/CNS, 
NASS 

Referred to the CPT Editorial Panel for 
development of coding change proposals to 
condense pairs into a single code and create new 
coding structures. Type B code - code pair is 
reported together greater than 95% in a, 
unidirectional relationship. CPT proposal to be 
submitted November 2008 

SS will submit 
coding 
proposal by 
July 15 for 
October09 
CPTMtg 
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64483 CMS Fastest October AAPM, ISIS, The RUC recommended that this service along June 09 
Growing 2008 ASA,NASS, with the other codes in its family (64470, 64472, Tab 19 

AAPMR 64475,64476,64479,64480,64483,64484)be 
referred to CPT to be bundled with the appropriate 

64484 CMS Fastest October AAPM, ISIS, June 09 
Growing 2008 ASA, NASS, Tab 19 

AAPMR 

64573 Site of February AANS/CNS SS will submit 
Service 2009 coding 
Anomaly proposal by 

July 15 for 
October 09 
CPT 

64581 Site of April2008 AUA Specialty to develop coding change proposal SS will 
Service submit coding 
Anomaly proposal by 

July 15 for Oct 
09CPT 

64712 Site of April2008 AOFAS, The specialty society has identified this as a CPT SS will submit 
Service ASSH,AAOS, issue requiring new codes for catheter injection, coding 
Anomaly ASPS not only of the sciatic nerve, but also of the lumbar proposal by 

plexus (ie, code 64714) which also appears to have July 15 for 
the same shift in reporting since the introduction of October 09 
the Racz catheter. The RUC agreed and CPTMtg · 
recommended that this service be referred to the 
CPT Editorial Panel for revision. 

66761 High April2009 ASCRS In April 2009 the Workgroup determined that the 
IWPUT (cataract), AAO specialty society should clarify and re-requet that 

CMS change 66761 to a 010-day global period. 
However, if the global period change is not 
acceptable, the specialty society should develop a 

to 
67210 High April2008 AAO Specialty to develop coding change proposal. 5 YeariD 

IWPUT Thereafter, RUC will request CMS to change Workgroup 
global to 010 and subsequent survey Item-

Oct09 

5/27/2009 10 



67220 High 
IWPUT 

67228 High 
IWPUT 

72192 CMS Fastest 
Growing 

72194 Codes 
Reported 
Together I 
CMS Fastest 
Growing 

73580 High 
Volume 
Growth I 
CMS Fastest 
Growing 

74170 Codes 
Reported 
Together 

74175 CMS Fastest 
Growing 

75993 High 

5/27/2009 

Volume 
Growth 

April2008 AAO 

April2008 AAO 

October ACR 
2008 

February ACR 
2008 

February AAOS,ACR 
2009 

February ACR 
2008 

October ACR 
2008 

Specialty to develop coding change proposal. 
Thereafter, RUC will request CMS to change 
global to 010 and subsequent survey 

Specialty to develop coding change proposal. 
Thereafter, RUC will request CMS to change 
global to 0 I 0 and subsequent survey 

The specialty society indicated that this service is 
included within the specialties review of Bundled 
services. The RUC agreed and recommends that 
the service be addressed through a revision of the 
CPT code. 
Referred to the CPT Editorial Panel for 
development of coding change proposals to . 
condense pairs into a single code and create new 
coding structures. Type B code - code pair is 
reported together greater than 95% in a 
unidirectional relationship. CPT proposal to be 
submitted November 2008 
These procedures were referred to CPT for 
possible deletion of73580 and 27370 and creation 
of a new code accurately describing the procedure 
that is being performed, including the radiologic 
guidance in the procedure codes. 

Referred to the CPT Editorial Panel for 
development of coding change proposals to 
condense pairs into a single code and create new 
coding structures. Type B code - code pair is 
reported together greater than 95% in a 
unidirectional relationship. CPT proposal to be 
submitted November 5 2008 
RUC requested that it be reviewed by CPT to 
consider the appropriateness of component coding 
and other services it may be typically performed 
with. 

The RUC recommended that a CPT coding change 
proposal be developed to address the changing 
technology, which accounts for some of the 
growth in volume 

April 2008 SIR, ACR, SVS The RUC recommended that a CPT coding change 
proposal be developed to address the changing 
technology, which accounts for some of the 
growth in volume 

5 YeariD 
Workgroup 
Item-
Oct09 
5 YeariD 

Workgroup 
Item-
Oct09 

June 09 
Tab38 

June 09 
Tab38 

SS will submit 
coding 
proposal by 
July 15 for 
October 09 
CPT 
June 09 
Tab38 

June 09 
Tab38 

II 



75994 High 
Volume 
Growth 

75995 High 
Volume 
Growth 

75996 High 
Volume 
Growth 

77427 Site of 
Service 
Anomalies 

5/27/2009 

April2008 

April2008 

April2008 

October 
2008 

SIR, ACR, SVS 

SIR, ACR, SVS 

SIR, ACR, SVS 

ASTRO 

The RUC recommended that a CPT coding change 
proposal be developed to address the changing 
technology, which accounts for some of the 
growth in volume 

The RUC recommended that a CPT coding change 
proposal be developed to address the changing 
technology, which accounts for some of the 
growth in volume 

The RUC recommended that a CPT coding change 
proposal be developed to address the changing 
technology, which accounts for some of the 
growth in volume 

The RUC Research Subcommittee discussed the 
development of a modified survey instrument for 
this service and commented that the coding 
structure of77427 does not adequately reflect the 
practice of this service and that perhaps the code 
needs to return to the CPT Editorial Panel to 
address the perceived different levels of intensity 
of providing this service. The specialty agreed and 
will bring forward a coding change proposal in 
March 2009 for the June 2009 CPT 

Feb09 
Tab 17-
Postponed to 
Oct09 CPT 

June 09 
Tab21 

12 
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92587 

93510 

93526 

5/27/2009 

CMS Fastest 
Growing 

Codes 
Reported 
Together 

Codes 
Reported 
Together 

AAO-HNS 

February ACC 
2008 

February ACC 
2008 

The specialty noted that this is now a very useful 
test for a wider range of patients. Previously, 
these patients were diagnosed via MRI, whereas 
this service is less expensive. The Workgroup 
recommends that this service be referred to CPT 
and subsequently surveyed for physician work and 
nr<>l'T1t• 'I> be reviewed. 

Referred to the CPT Editorial Panel for 
development of coding change proposals to 
condense pairs into a single code and create new 
coding structures. Type A code- code pair is 
reported together greater than 95% in a bi-
directional relationship. Specialty is to submit 
CPT proposal by March 4 2009 for the June 2009 
CPT 
Referred to the CPT Editorial Panel for 
development of coding change proposals to 
condense pairs into a single code and create new 
coding structures. Type B code - code pair is 
reported together greater than 95% in a 
unidirectional relationship. Specialty is to submit 
CPT proposal by March 4 2009 for the June 2009 
CPT 

June 09 
Tab27 

June 09 
Tab28 

June 09 
Tab28 

14 



93539 Codes February ACC Referred to the CPT Editorial Panel for June 09 
Reported 2008 development of coding change proposals to Tab 28 
Together condense pairs into a single code and create new 

coding structures. Type B code - code pair is 
reported together greater than 95% in a 
unidirectional relationship. Specialty is to submit 
CPT proposal by March 4 2009 for the June 2009 
CPT meeting. 

93540 Codes February ACC Referred to the CPT Editorial Panel for June 09 
Reported 2008 development of coding change proposals to Tab28 
Together condense pairs into a single code and create new 

coding structures. Type B code - code pair is 
reported together greater than 95% in a 
unidirectional relationship. Specialty is to submit 
CPT proposal by March 4 2009 for the June 2009 
CPT meeting. 

93543 Codes February ACC Referred to the CPT Editorial Panel for June 09 
Reported 2008 development of coding change proposals to Tab28 
Together condense pairs into a single code and create new 

coding structures. Type A code - code pair is 
reported together greater than 95% in a bi-
directional relationship. Specialty is to submit 
CPT proposal by March 4 2009 for the June 2009 
CPT meeting. 

93544 Codes February ACC Referred to the CPT Editorial Panel for June 09 
Reported 2008 development of coding change proposals to Tab28 
Together condense pairs into a single code and create new 

coding structures. Type B code - code pair is 
reported together greater than 95% in a 
unidirectional relationship. Specialty is to submit 
CPT proposal by March 4 2009 for the June 2009 
CPT meeting. 

93545 Codes February ACC Referred to the CPT Editorial Panel for June 09 
Reported 2008 development of coding change proposals to Tab28 
Together condense pairs into a single code and create new 

coding structures. Type A code - code pair is 
reported together greater than 95% in a bi-
directional relationship. Specialty is to submit 
CPT proposal by March 4 2009 for the June 2009 
CPT meeting. 

93555 Codes February ACC Referred to the CPT Editorial Panel for June 09 
Reported 2008 development of coding change proposals to Tab28 
Together condense pairs into a single code and create new 

coding structures. Type A code - code pair is 
reported together greater than 95% in a bi-
directional relationship. Specialty is to submit 

I CPT proposal by March 4 2009 for the June 2009 
CPT meeting. 

93556 Codes February ACC' Referred to the CPT Editorial Panel for June 09 
Reported 2008 development of coding change proposals to Tab28 
Together condense pairs into a single code and create new 

coding structures. Type A code - code pair is 
reported together greater than 95% in a bi-
directional relationship. Specialty is to submit 
CPT proposal by March 4 2009 for the June 2009 
CPT meeting. 
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93922 CMS Fastest February ACC,APMA The Workgroup accepted the specialty SS will submit 
Growing 2009 recommendation toTefer these services to CPT as coding 

there are a number of examples included in the proposal by 
code descriptor. The entire family of services July 15 for 
(93922, 93923, 93924) are recommended to be October 09 
referred to CPT. CPTMtg 

93923 CMS Fastest February ACC,APMA The Workgroup accepted the specialty SS will submit 
Growing 2009 recommendation to refer these services to CPT as coding 

there are a number of examples included in the proposal by 
code descriptor. The entire family of services July 15 for 
(93922, 93923, 93924) are recommended to be October 09 
referred to CPT. CPTMtg 

93924 CMS Fastest February ACC,APMA The Workgroup accepted the specialty SS will submit 
Growing 2009 recommendation to refer these services to CPT as coding 

there are a number of examples included in the proposal by 
code descriptor. The entire family of services July 15 for 
(93922, 93923, 93924) are recommended to be October 09 
referred to CPT. CPTMtg 

G0179 CMS Fastest October AAFP,ACP, The Workgroup agreed that this service would be ACP 
Growing 2008 AAHCP more appropriately reported with a CPT Category discussing 

I code. withCMS 

G0180 CMS Fastest October AAFP,ACP, GO 180 was identified as part of the code family to ACP 
Growing 2008 AAHCP be reviewed with GO 179. The Workgroup agreed discussing 

that this service would be more appropriately withCMS 
reported with a CPT Category I code. 
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RUC Recommendations to Develop CPT Assistant Articles 

13120 Repair, complex, scalp, arms, CMS Fastest Apr-09 Review September AAD The Workgroup believed that 13120, 13121, and 
and/or legs; 1.1 em to 2.5 em Growing 2011 13122 were regularly performed at the same time 

as excision of lesion services and may need to be 
referred to CPT to create bundled services. 
However, the specialty society provided a robust 
analysis of utilization data showing that this family 
of codes is not typically reported by the same 
physician at the time of any excision codes. The 
Workgroup recommends that this service be 
reviewed again in 2 years. The Workgroup 
recommends that the specialty develop a CPT 
Assistant article to provide correct coding 
instructions. 

Prior to this identification screen, SS submitted a 
CPT Assistant article on this issue in Aug 2006. In 
April 2009 the RUC reviewed the 2006 article and 
determined that it did not sufficiently address the 
current issue or have any impact on Medicare 
utilization. 

The Workgroup recommends that another CPT 
Assistant article be written to address this 
issue, specifically focusing on the second and 
higher volume code. 

13121 Repair, complex, scalp, arms, CMS Fastest Apr-09 Review September AAD The Workgroup believed that 13120, 13121, and 
and/or legs; 2.6 em to 7.5 em Growing 2011 13122 were regularly performed at the same time 

as excision of lesion services and may need to be 
referred to CPT to create bundled services. 
However, the specialty society provided a robust 
analysis of utilization data showing that this family 
of codes is not typically reported by the same 
physician at the time of any excision codes. The 
Workgroup recommends that this service be 
reviewed again in 2 years. The Workgroup 
recommends that the specialty develop a CPT 
Assistant article to provide correct coding 
instructions. 

5/27/2009 



13122 Repair, complex, scalp, arms, 
and/or legs; each additional 5 
em or less (List separately in 
addition to code for primary 
procedure) 

20005 Incision of soft tissue abscess 
(eg, secondary to 
osteomyelitis); deep or 
complicated 

5/27/2009 

CMS Fastest 
Growing 

Site of 
Service 
Anomalies 

Apr-09 Review September AAD 
2011 

Sep-07 to CPT . 
APMA 

Prior to this identification screen, SS submitted a 
CPT Assistant article on this issue in Aug 2006. In 
April 2009 the RUC reviewed the 2006 article and 
determined that it did not sufficiently address the 
current issue or have any impact on Medicare 
utilization. 

The Workgroup recommends that another CPT 
Assistant article be written to address this 
issue, specifically focusing on the second and 

er volume code. 
The Workgroup believed that 13120, 13121, and 
13122 were regularly performed at the same time 
as excision of lesion services and may need to be 
referred to CPT to create bundled services. 
However, the specialty society provided a robust 
analysis of utilization data showing that this family 
of codes is not typically reported by the same 
physician at the time of any excision codes. The 
Workgroup recommends that this service be 
reviewed again in 2 years. The Workgroup 
recommends that the specialty develop a CPT 
Assistant article to provide correct coding 
instructions. 
Prior to this identification screen, SS submitted a 
CPT Assistant article on this issue in Aug 2006. In 
April 2009 the RUC reviewed the 2006 article and 
determined that it did not sufficiently address the 
current issue or have any impact on Medicare 
utilization. 

The Workgroup recommends that another CPT 
Assistant article be written to address this 
issue, specifically focusing on the second and 

volume code. 
Refer to CPT to consider description change to 
clarify target - dominant specialty followed closely 
by podiatry does not make sense because deep 
abscess is unlikely to be done in office; Request 
CPT Assistant to publish an article on correct 
coding. The specialty commented that they believe 
the Medicare database, which indicates that 

SS submitted 
coding proposal for 
review at CPT 
June 09 meeting 

2 



22533 Arthrodesis, lateral 
extra cavitary technique, 
including minimal discectomy 
to prepare interspace (other 
than for decompression); 
lumbar 

Therapeutic apheresis; with 

CMS Fastest 
Growing 

extracorporeal selective Growing 
adsorption or selective filtration 
and plasma reinfusion 

5/27/2009 

Oct-08 CPT Asst Article AAOS, 
NASS, 
AANS 

podiatrists represent 23% of the providers is not 
reflective of the general population requiring this 
service and incorrectly reduces this service to 
slightly below 50% inpatient. They believe the 
typical patient is staying in the facility and the 
discrepancy in site-of-service data is caused by 
normal statistical variation and/or incorrect claim 
forms. 
The Workgroup accepted the specialty society's 
rationale for the growth in volume and agreed with 
the recommendation to draft a CPT Assistant 
article. The article should include the other 
services in the family, 22532 and 22534. 

The Workgroup noted that this was a new service 
in 2002 and has relatively low volume. The 
Workgroup agreed with the specialty society and 
recommends development of a CPT Assistant 
article to clarify coding. 

SS to submit 
article to CPT by 
June 2009 

To be published in 
August2009 
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Ureterotomy for insertion of 
50605 indwelling stent, all types 

52214 Cystourethroscopy, with 
fulguration (including 
cryosurgery or laser surgery) 
of trigone, bladder neck, 
prostatic fossa, urethra, or 

lands 
52224 

64555 Percutaneous implantation of 
neurostimulator electrodes; 
peripheral nerve (excludes 
sacral nerve) 

5/27/2009 

Growing 

High Volume 
Growth 

High Volume 
Growth 

High Volume 
Growth I 
CMS Fastest 
Growing 

Oct-08 Review September 
2011 

Oct-08 Review September 
2011 

Feb-08 Refer to CPT, 
Review in 
September 2011 

AUA 

AUA 

ISIS, 
MPMR, 
MNS, 
AUA 

Urologists are not typically the primary physician 
and are not performing the opening or closing, and 
descriptor of physician work should reflect this. 

In April 2008, RUC recommends CPT Assistant 
article; review again in 2 years; and review for PE 

lnAp 2008, recommends CPT Assistant 
article; review again in 2 years; and review for PE 

Develop CPT Assistant article and/or review of the 
impact of previous CPT Assistant articles on 
volume. 

To be published in 
October 2009 

4 



reconstruction; The Workgroup agreed with the specialty society 
amniotic membrane recommendation to draft a CPT Assistant article to 
transplantation clarify correct reporting. 

66982 Extracapsular cataract removal High IWPUT Apr-08 Reduce to 2x99213 AAO, Post-service office visits less intense than surveyed CPT Staff and SS 
with insertion of intraocular /CMS and 3x99212; ASCRS (5x99213). Reduce to 2x99213 & 3x99212 to working on article 
lens prosthesis (one stage Fastest Review in (cataract), reduce disparate IWPUT between 66982 and to be published on 
procedure), manual or Growing September 2011 AOA 66984. Specialty society work with CMS to Sep 2009 
mechanical technique (eg, (optometry develop better defined criteria for accurate 
irrigation and aspiration or ) reporting of 66982, including a CPT Assistant 
phacoemulsification), complex, article. The specialty should also review the 2003 
requiring devices or CPT Assistant article to determine if this 
techniques not generally used clarification impacted the reporting of this service. 
in routine cataract surgery (eg, 
iris expansion device, suture 
support for intraocular lens, or 
primary posterior · 
capsulorrhexis) or performed 
on patients in the amblyogenic 
developmental stage 

71275 Computed tomographic CMS Fastest Feb-09 Review September ACR indicated that some of the utilization growth Submitted CPT 
angiography, chest Growing 2011 replaces other services (e.g., 78585). Also, some Assistant article 
(noncoronary), with contrast of the growth may be due to miscoding of coronary mar 20, 2009. To 
material(s), including CTA studies and development of Category Ill be published June 
noncontrast images, if codes in 2008 should eliminate this coding. 2009. 
performed, and image Further, the procedure was recently reviewed by 
postprocessing the RUC in 2001. The Workgroup recommends 

that the specialty draft an informational article in 
CPT Assistant article and a comparable ACR 
publication and review the service again in 2 years 

73218 Magnetic resonance (eg, CMS Fastest Feb-09 Review September ACR, The specialties commented that the increase in Submitted CPT 
proton) imaging, upper Growing 2011 ACRh utilization is most likely due to inappropriate coding. Assistant article 
extremity, other than joint; Rheumatologists have been reporting this service Apr 21, 2009. 
without contrast material(s) incorrectly and should instead use 73221. The Additional ACR 

Workgroup recomm.ends that ACRh publish an input needed. 
article within their coding publication and draft a 
CPT Assistant Q&A. The Workgroup also 
recommends that it review this service as well as 
73221 again in two years (September 2011 ). 

5/27/2009 5 



76513 Ophthalmic ultrasound, High Volume Apr-08 Refer to CPT AAO, CPT Executive Committee addressed on May 1 Parenthetical 
diagnostic; anterior segment Growth ASCRS and added parenthetical to instruct not to report addressed and 
ultrasound, immersion (water (cataract) 76513 where 0187T is appropriate. Specialty to specialty 
bath) B-scan or high resolution develop CPT Assistant article. requested CPT 
biomicroscopy Assistant to 

77301 Intensity modulated CMS Fastest Oct-08 Review September ASTRO Develop CPT Assistant article and look at volume 
radiotherapy plan, including Growing 
dose-volume histograms for 

2011 again in 3 years 

target and critical structure 
partial tolerance specifications To be published in 

August 2009 
77418 Intensity modulated treatment CMS Fastest Oct-08 Review September ASTRO Develop CPT Assistant article and look at volume Submitted draft of 

delivery, single or multiple Growing 2011 again in 3 years article March 20, 
fields/arcs, via narrow spatially 2009 
and temporally modulated 
beams, binary, dynamic MLC, To be published in 
per treatment session August 2009 

92270 Electro-oculography with High Volume Feb-08 Refer to CPT AAO,AOA Specialty to develop article to clarify Article published in 
interpretation and report Growth (opt) appropriate coding. August 2008 CPT 

Assistant. 
Additional Q&A to 
be published June 
2009. 

To be published in 
June 2009 
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Monitoring for localization of 
cerebral seizure focus by cable 
or radio, 16 or more channel 
telemetry, 
electroencephalographic 
(EEG) recording and 
interpretation, each 24 hours 

5/27/2009 

RUC recommends 
that this service be 
surveyed 

Submitted draft of 
article Feb 10, 
2009. Draft of 
article reviewed by 
Board, sent back 
to specialty to 
address 
comments. 
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22905 090 40 3 20 ISO 30 2 I I I I 2 I ~ 463 
t=2~30~7_::_1~0_:_90~~---3-"-3~---2~01----~,~5~-4~5-~---~20-I--~-+-~-+--~0-.5+-~--+-~I--l~l·. I -~ 

23073 090 33 12 15 75 301 I I I 21 I I 285 
•=2~30~7-"-s~o-'--9o~~--~,~4~---,-o~--~,~o~-~3o+---2~o~l--r-+--~-+--r~o-.s~-~--+-~,~(~ I 142 

23076 o9o 33 12 1s 6o 201 ,_ __ +l_o:.:.s=+--r---+-~' -~2! , I 221 
!-c2-':--30:-7-'--711-'-09-'0-+------:-4-:-IO ,----,---2=-=-0+----:-'20:-t--l:-c4-:-IO ~---3::-::0+I -~~-~-----.,.-ll--:-1' I I 3 ~---~--lffi 

230781090 40 20 20 180 301 I I I I 21 - __!l_ I 490 
232001090 40 12 20 155' 301 I 2 I II 2[ __ Ii _ __J__ 497 
232101090 40 20 20 210 30 I I 2 I II 2i II I 560 
2322o[o9o 4o I2 20 24o 3ol 1 2 2 I I! 2l 11 I 602 
2407I 090 33 12 Is 45 201 I o.s Il-,i--[--[183 
24073!090 33 20 IS 75 201 I I I 2i I ]::::ill 
~2~40~7~s+o~9~o-r---~I~4r---~,~or---~I~or--.:.:3o=+---~2o~--r--4-~-~--r-o~.s+--r--+-~I ~---r------1 142 

24076i090 33 20 IS 60[ 201 I I 0.5 II 2! j_._L229 

~2~40~7~7F0~90~4-----4_:_0+-----~I=2·~--=20=+--~I2:.:0rj __ ~3~0I~-+-+-~I~~I+--4j-~J~-+-+--41- 3! I \ 405 
240791090 40 I2 20 ISO 30 2 I I I 21 II ~ 
241501090 40 I2 20 I80 30 2 I I I 2: I i I 502 
~2~4~15~2+0~9~o-~--~3~3r---~I~2~--~,~s~~,~so~l--~3o~l--rl-+-~,r-~,~--r-~,+--~-+-~,,~-=Lt==-1 440 

~2~50~7~1F0~90~4----~3~3+----~'=2·~--~'5~--4~5i---~1~51'~-~-I-+-~~-+--~~0.~5~-~---~~II~~'L L ~ 
2so73 o9o 33 12 Is 6o 20 1 o.s 11 21 --~---rm 

~2c=.so=-::7::=:5-r:I0~9~o -~---:I-:4r---~I~o1 ____ ~I~o~-.::-3o+---~Is+[--l--+---li--t---+-~o.:.::..s+--'-+--+-'=-+--.!J __ L_· _
1
Lfu 

25076 090 33 12 15 45 201 0.5 I 21 i 206 

1_2_c__so'--7_7+--lo_9o-'----+------4·-:-:o+---:----,'..,.2+-----2o:+----:-:'o:-::-o+-----::-3-c-o~-+- 1 1 1 3L __ ~ _ _j 345 
25078 090 40, 12 20 I20 30 ·1 I I I 2I=±Hl j 422 
25170 090 33 12 15 180 301 I I I I 21 I 470 
261II 090 33 12 IS 40 IS1 0.5 I I 11 173 

~2~6'~'~3~0~9o~~----~3~3+---~'=21 ____ ~Is+-_~s~8~-~'s:-r-_l~-+--+--rl --t~o~.s:-r--~-+-'~-2~-~~t==~ 214 
~2~6:.:"=s+lo~9~o-~--~'..:..4r---~'~o~--·~'~or--~3o=+---.:C's::.:-l __ r'. ·--+--t 

1 
o.s , __ _~_~----FL 137 

t=2-"-6Ic:.:lc.:.6+-=0c.:..9.:...0_~--'--~3-'--3t------'-l-"'-2i IS+--_-45'-+1 ____ 15'-+;j_-+----+--+---t 0.5 I 21 _ __j _ _lQ! 
26117!090 40 12RO 75] 201 0.5 I 31 : I 271 
=-26::..::1..:.1=-8:J.::.09::..:0:___f--------'-40'-+---__::.:::.12. 20 100 20 I I 2 2J ___ Il_-l 368 
26250 090 23 10 15 120 251 I I I I -~' I i LJ53 

26260 o9o 23 101 Is 90f---'2::.::o+, ---+~-+---t--11 __ 1_--:-o.=.::.st---=tt.!.L _ __I_j ___ ~_2s_§_ 
26262 090 14 IOI 10 60 20\ I 0.5 li 1\ II, I 212 

t=2-"-64~8c.:.o~o-"-9-=--o--r------3_3r-------9r-------'-'-=--s~---6o4I ______ Is4 i __ -+-l--4 I o.s 3 l~i -_-_:-==~ 
27043!090 33 201 15 601 201 I II I I 0.51 I II Ii i I 206 
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Physician Time for RUC Recommendations for CPT Cycle 2010 

Pre Service ~1~1 CPT Global Pre-Service Pre Service Srub Dress Intra Immediate 
.... N .... N <") QO ~ ...... N on 

Total ~ ~ <") <") <") <") <") ...... ...... .... ...., .... 
N N N N N N N N N N N N 

Code Period Evaluation Positioning and Wait Service Post ~ ~ ~ ~ ~ ~ ~ a, ~ ~ ~ ~ Time ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ 

27045 090 I 401 20 20 901 301 I I I -Ts1 I I 21 
I 

I 320 
27047 090 I 14 181 10 40 201 I I I 160 

I I 
-; 

I 1 27048 090 40 20 20 75 20 I II 2 I 288 
27049 090 40 3 20 180 301 I 2 I I 3 I 496 
27059 090 40 3] 20 220 45 3 2 II II 2 II 608 
270751090 40 31 20 240 30 I 2 3 11 I 2 II 633 
27076 090 I 40 2ol 20 360 40 i 3 4 I Ij I 2 tl --1 840 
27077 090 I 40 20! 20 400 451 I 4 41 H I 2 tl 905 
27078 090 I 40f 20! 20 240 451 21 3 I II 2 II ~!~ 27327 090 14 8 10 301 20 I 1 0.51 I I ~-

27328 090 33 20 15 60 20 I II Ill I 2 I I 261 I 

27329 090 I 40 20 20 120 301 I II tl I 3 I 413 
27337 090 33 10 15 45 20 0.5[ I I 181 
27339 090 40 20 20 90 20 I ![__ I 2 310 
27364 090 40 201 20 180 301 21 2 tT I 

2=]-
550 

27365 090 40 3 20 240 30 2 3 ± I 2 I 633 
27615 090 40 23 20 120 30 I 1 I 3 416 
27616 090 40 23 20 150 301 I I II I 2 I 463 
27618 090 14 10 10 30 15 o.5l I 1 137 
27619 090 33 23 15 60 20 0.51 2 I 

I 
225 

27632 090 33 12 15 45 20 0.5 1 I 183 
27634 090 33 231 15 70 20 I I I ;+ 281 
27645 090 40 31--20 200 30 2 2 I I 553 
27646 090 40 20 20 180 40 I 2 I I 2 I 540 
27647 090 43 20 15 144 30 I 2 II I I I 469 
28039 090 19 61 5 45 20 0.5 I I !53 
28041 090 33 81 15 60 20 0.5 I 2 217 
28043 090 19 6] 5 30 201 I 0.5 I I 138 
28045 090 19 61 5 45 20 I o.5 2 1 I 169 
28046 090 33 8] 15 90 25 2 j_!j I 3 I 334 
28047 090 I 40 8 20 120 25 I I I II 1 2 II 413 
28120 090 33 IOJ 15 50 201 I i II 3 2 280 
28122 092 33 101 15 50 20 I 1 II 2 2 264 
28171 090 43 20[ 15 120 30 I II I I I 365 
281731090 19 31 5 110 30 I I I I I 304 
28175 090 19 31 5 60 20 I 0.5 I I I 205 
28725 090 45 10 15 90 20 I I I I 2 3 339 
28730 090 45 101 15 100 201 I I I I 2 3 I 349 I 
29581 000 7 15 5 I 

I 27 I 

31626 000 19 II 5 45 15 I 85 
31627 zzz ·I 60 I I i 60 
32552 010 I 13 I 6 15 12 0.5 1 82 
32553 000 I 19 1] 5 45 20 90 
32560 000 18 I 6 20 20 I 65 
32561 000 13 I 6 15 10 

' 
45 

32562 000 13 I 6 10 10 40 
33782 090 40 3 20 300 60 2 1 I 3 I II 866 
33783 090 40 3 20 360 601 2 I 1 3 I I 926 
36147 XXX 20 45 15 I I 80 
36148 zzz 15 15 
368251090 40 10 20 120 30 I I I 1 2 340 
37761 090 33 10 15 60 25 I 0.5 I 2 

I 224 
42415 090 40 12 20 150 20 I 1 I 2 342 
42420 090 40 12 20 180 201 I 1 I I 2 432 
43273 zzz 45 I 45 
43281 090 40 15 15 180 301 I I I II 2 424 
43282 090 40 15 15 210 30 I II l I 2 454 
43775 090 40 25 20 1201 301 I I I I I I I 412 
45171 090 33 15 15 45 20 0.5 I 2 209 
451721090 40 15 20 75 20 I II I I~ I 290 
46707 090 33 10 15 40 151 I 0.51 2 II I 187 
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49411 000 I 19 II 5 40 20 I f-1 -+-1 -+--+-+1--+1--+1--j---j--f---l----+-1 ----=-=-851 
49507 090 40 I 31 20 I 70 30. I I I I I I [ 260 
49521 o9o 40 I 31 20 9o 3o I L_!

1
, _ _:_, t---+--+-_:'+--+1 -+--''-t---=-t' __ 1i_--cl~2::c:-8o1 

495871090 40 31 20 60 301 I I Ii I I I I I 250 

63662 090 33 15 15 60 20 I 11 

63663 o1o 33 10 5 90 20 I 0.5 
63664 o9o 33 15 15 9o 20 I I 2 ! I 273 
64490 ooo 7 51 5 15 1 o 1 1 I 42 

1~6_:_44~9~1EUZ~~----+----r1 ---~ _ _:1~5+----~-~~--f--+-~--f--+l-~-l----!--~-li ___ +f~I~5 
64492 uz 15 I I I i 15 
64493ooo 7 5 5 151 10 I I i 42 
64494 uz 15 ! 15 
64495 uz 15 I 15 
691 oo ooo 7 12 5 I I 1 24 
74261 XXX 5 40 5 ~ I 50 

1~7~42~6~2rX~X~X~r-----~5r-------r-----~----4~5+-----~7+---+---+---r--+-~+--- r--~---r--+---lr---;--s7 

1~7~42~6~3rX=X~X--r-------7r-------r-----~----3~8+------5+---+---+---r--+-~+---+---r--+-~---r---l I 50 
75565 zzz 10 I I I 10 
75571 XXX 5 10 5 r-----t-~ -i---w 
75572 XXX 10 I 20 10 I :---;w 
75573 XXX 15 30 15 I ; ~~ 

1~7~55~7~4~X~X~X~J------~'~0~------r-------f-l --~30~----~10~1 ___ , ___ +---r---r---r--~---r--+--~---+-~----'-_JQ 
1~7~57~9~l~X~X~X~1 _______ 1~5~------r-------r---~25+------15~1--41·---r--4---+-~---r---J---~~---r--+[ ___ r __ 5~5 
76536 XXX 4 10 4 I I 18 
77338 XXX 115 I , 115 
,_7-84~5~I+xx--x--r------,-or-------r-------r----,5+------,o+---+-l--+---r--+---r--+---+---+--~---+---r---~ 

78452 XXX 10 20 10 I I 40 

E7~84~5~3tX~XX~-r------~5+--------+--------f----~I0~----_:5~--+--~---r~-~---r--+---f--~---~--+---ij i 20 
78454 XXX 5 15 5 1 25 

,_8~83~8~7~X_X_X-+---~---+-----+--20~_--+I-+---+--r-+---+-+---+--r-+---+---~~~~~~ 2
12
0 

88388 uz 12 
90960 XXX 128 I I 128 
F9~09~6_:_1~X~X~X~I----+----r---4--~11=3+-----r-t-~--r-t-~-~--+-~-~--+--+J---!-u3 

92526 XXX 5 I 45 5 I I 55 
92540 XXX 7 60 I 0 I l---!---~--+----t---1-1 77 
92550 XXX 3 10 3 I 16 
92570 XXX 3 15 3 ---r----t---+-~---r--+---r--+---r---+I---~-2J 

1~9=25~9~7~XX~X~---~7+----+------+--4~0+---~1~3--r-+---t--+-+---+t---+-+---+~-+-+-----l 60 
92610 XXX 7 35 10 I 52 
92611 XXX 7 30 10 I I 47 

1~9~37~5_:_0rX_X_X-+----r---+-----+-~3~0r---+---+-~-+---+-+---+--r-+---+-+---1- [ 30 
94011 XXX 30 30 20 ! I 80 

1~9~40~1~2tX~X~X~ ___ 3~0+----+----~-~6~0+--~2~5t---+-4--t---+-4--J!---+-~--t---+-~-+-l _:1~1~5 
94013 XXX 12.5 51 I 17.5 
95905 XXX I I 5 I I I I l 5 
96570 zzz I I 30 I I I I 3o 
96571 zzz I I 15 I I I 15 
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Detailed Description of Pre-Service Time Packages (Minutes) 

I FACILITY NON-FAC 

Total Pre-Service Time 

* Indicates packages that contain moderate sedation 

1A Straightforward PatienVStraightforward Procedure (No sedation/anesthesia care) 

1 B* Straightforward PatienVStraightforward Procedure (With sedation/anesthesia care) 
2A Difficult PatienVStraightforward Procedure (No sedation/anesthesia care) 

28* Difficult PatienVStraightforward Procedure (With sedation/anesthesia care) 

3 Straightforward PatienVDifficult Procedure 
4 Difficult PatienVDifficult Procedure 
5 Procedure without sedation/anesthesia care 

6 Procedure with sedation/anesthesia care 

Notes: 
*Roll-over cells for additional detail where available 

*Straightforward procedure: Integumentary, Non­
incisional endoscopy, natural orifice 

*For building block IWPUT purposes whenever the 
procedure is on Appendix G - (Summary of CPT codes 
that include moderate (conscious) sedation) the IWPUT 
should be .0224 for the administration of moderate 
sedation line item because the physician is responsible 
for the administration of conscious sedation. If the 
procedure is one where conscious sedation is not 
inherent the same line item should have an IWPUT of 
.0081. 

*Additional time may be justified for a 
straightforward patient undergoing a 
straightforward procedure (Package 16), if 
the procedure is performed under general 
anesthesia and the surveys support 
additional pre-service time. 
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PLI Crosswalk Codes for RUC Recommendations 
CPT 2010 

T Key Reference 
PLI Crosswalk Code Surgical/ 

CPT Code Modifier Code Yes/No NonSurgical 
14301 14300 No Surgical 
14302 !49568 IYes Surgical 
210111 j11642 !Yes !Surgical 

l---21-:-:0,--,-1-=-2-t------111643 I Yes Surgical 
~-----~~------+~~----~ 

21013 138510 IYes !Surgical 
I--~21-:-:0:..-o1--=:-4t----:38510 !Yes Surgical 

21015 ----"i-=-3-=-=87=-=o-=-o------+j::-::Ye_s___ Surgical 
l---2-=-1-:-:0:-:1-=-6-t-----~41130 IYes Surgical 

1 ___ 2~1-:-:5~5~2t----1738~5~170 ___ -+Y~e~s~----~S~u~~~ic~a~l ___ ~ 
21554 ,38700 Yes Surgical 
21555 !11642 Yes Surgical 

1--~~~----

21556 138510 Yes Surgical 
21557 [38700 Yes Surgical 
21558 j15734 Yes Surgical 
21930 11606 Yes Surgical 
21931 138525 Yes !Surgical 
21932 115100 Yes Surgical 
21933 38745 Yes Surgical 
21935 127880 Yes Surgical 
21936 49203 Yes Surgical 
22900 149505 Yes Surgical 
22901 149560 Yes Surgical 
22902 149580 Yes Surgical 
22903 :38525 Yes Surgical 
22904 !49203 Yes Surgical 
22905 ,49203 Yes Surgical 
23071 120680 Yes Surgical 
23073 129828 Yes Surgical 

l----,2::-c::3:-::-0=75=+----tl--:-c11406 Yes Surgical 

23076 113132 Yes Surgical 
~-----~:--::-==+----'= 

23077 123077 No Surgical 
23078 123472 Yes Surgical 

l---2--'--3:_::2_0--'--o+------[27447 Yes Surgical 

23210 127134 Yes Surgical 
23220 !27134 Yes Surgical 
24071 120680 Yes Surgical 

1-------=-24-:-:0=7c::c3+----l25115 Yes Surgical 

24075 11406 Yes Surgical 
l-----=--24-:-:0=7c::c6+----- 25109 Yes Surgical 

24077 123395 IYes Surgical 
24079 24363 Yes Surgical 
24150 !24363 Yes Surgical 
24152 i24363 !Yes !Surgical 

+-----2-5_0_7_1+------[20680 Yes Surgical 

250731 26545 Yes Surgical 

~----2-=-5=-=o=7c::c5+------l~1~14-:-:o~6 ___ ~,~Ye~s~-----Ers~u~rgLic~a--'--l-----4 
25076 125109 !Yes Surgical 
25077 i25515 !Yes !Surgical 
250781 25025 Yes !Surgical 
25170 24363 Yes ·Surgical 

26115! 126115 Yes !Surgical 
l---2-=-6:--:1--:-1-=-6+--l ------:25109 Yes Surgical 
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PLI Crosswalk Codes for RUC Recommendations 
CPT 2010 

---
Key Reference 

PLI Crosswalk Code Surgical/ 
CPT Code Modifier Code Yes/No NonSurgical 

26117 125447 Yes I Surgical 
26118 29807 Yes !Surgical 
26250 25447 Yes Surgical 
26260 25447 Yes !Surgical 
26262 24685 Yes Surgical 
26480 26480 No I surgical 
27043 38525 I Yes Surgical 
27045 47100 I Yes Surgical 
27047 46040 Yes !Surgical 
27048 15100 Yes !surgical 
27049 47380 Yes Surgical 
27059 27134 Yes. Surgical 
27075 27134 Yes Surgical 
27076 20956 Yes Surgical 
27077 20956 Yes Surgical 
27078 27134 Yes Surgical 
27327 11622 Yes Surgical 
27328 15100 Yes Surgical 
27329 27329 Yes !Surgical 
27337 20680 Yes Surgical 
27339 27880 Yes Surgical 
27364 127447 Yes Surgical 
27365 27134 Yes Surgical 
27615 27880 Yes !Surgical 
27616 27447 Yes Surgical 
27618 11406 Yes I Surgical 
27619 25109 Yes Surgical 
27632 20680 Yes Surgical 
27634 28299 Yes Surgical 
27645 27156 Yes Surgical 
27646 27447 Yes Surgical 
27647 27580 Yes Surgical 
28039 128525 Yes Surgical 
28041 29891 Yes Surgical 
28043 28043 Yes Surgical 
28045 113121 Yes I Surgical 
28046 28299 Yes I Surgical 
28047 27447 Yes I surgical 
28120 28289 Yes Surgical 
28122 28122 No Surgical 
28171 27580 Yes Surgical 
28173 28715 Yes !Surgical 
28175 29891 Yes Surgical 
28725 28725 No Surgical 
28730 28730 No Surgical 
29581 29580 Yes Surgical 
31626 31629 Yes Surgical 
31627 31637 Yes I Surgical 
32552 36589 I Yes Surgical 
32555 31628 I No Surgical 
32560 32421 I No Surgical 
32561 94003 I No Surgical 
32562 96570 No Surgical 
33782 133413 I Yes !Surgical 
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PLI Crosswalk Codes for RUC Recommendations 
CPT 2010 

I Key Reference 
PLI Crosswalk Code Surgical/ 

CPT Code Modifier Code Yes/No NonSurgical 
337831 33980 No !Surgical 
36147 19103 No I Surgical 
36148 36620 No !Surgical 
36825 36819 Yes Surgical 
37761 37500 Yes Surgical 
42415 42415 No !Surgical 

424201 42420 No Surgical 
43273 43235 Yes !Surgical 
43281 44204 No !Surgical 
43282 43644 Yes !Surgical 
43775 43279 No !Surgical 
45171 45190 Yes Surgical 
45172 45170 No !Surgical 
46707 46280 Yes !surgical 
49411 48102 Yes Surgical 
49507 149507 No Surgical 
49521 49521 No !Surgical 
49587 49587 No !Surgical 
51727 54231 No !Surgical 
51728 54231 No !Surgical 
51729 55700 No Surgical 
53855 53620 Yes !Surgical 
55873 55875 Yes !Surgical 
574261 57296 !Yes !Surgical 
63655 63655 No !Surgical 
63661 62355 Yes Surgical 
636621 63030 Yes Surgical 

636631 63650 Yes !Surgical 
63664 62351 Yes Surgical 
64490 62310 Yes Surgical 
64491 64627 Yes Surgical 
64492 164627 Yes Surgical 
64493 127096 Yes Surgical 
64494] 20526 Yes Surgical 
644951 64623 Yes !Surgical 
69100 11100 Yes Surgical 
74261 175635 Yes I Non-Surgical 
74261 26 75635 Yes Non-Surgical 
74261jTC 0 PLI 
742621 75635 Yes Non-Surgical 
74262 26 75635 Yes I Non-Surgical 
74262 TC 0 PLI 
74263 75635 ]Yes. Non-Surgical 
74263 26 75635 Yes I Non-Surgical 
74263 TC 0 PLI 
75565 193320 !Yes Non-Surgical 
75565 26 93320 jYes I Non-Surgical 
75565 TC 0 PLI I 
75571 77003 No Non-Surgical 
75571 I{%- !77003 No 1 Non-Surgical 
75571 TC IO PLI I I 
755721 70498 No Non-Surgical 

75572126 170498 jNo Non-Surgical 
75572 TC IO PLI I I 
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PLI Crosswalk Codes for RUC Recommendations 
CPT 2010 

Key Reference 
r 

ISurg;cal/ PLI Crosswalk Code 
CPT Code Modifier Code Yes/No NonSurgical 

755731 175558 I No I Non-Surgical 
75573126 75558 !No I Non-Surgical 
75573 TC 0 PLI [ 
75574 75557 I No ( I Non-Surgical 
75574 26 175557 I No i Non-Surgical 
755741Tc 0 PLI I 

I 
I 
I 

75791 75662 !No Non-Surgical 
75791 26 75662 No I Non-Surgical 
757911TC 0 PLI I I 
76536 76776 No t Non-Surgical 
76536 26 176776 !No Non-Surgical 
76536 TC 0 PLI I 
77338 77295 No Non-Surgical 
77338 26 77295 No Non-Surgical 
77338ITC 0 PLI 
78451\ 78464 No Non-Surgical 
78451 26 78464 No Non-Surgical 
78451 TC 0 PLI 
78452 78465 !No I Non-Surgical 
78452 26 78465 No I Non-Surgical 
78452 TC 0 PLI I 
784531 78460 No I Non-Surgical 
78453 26 78460 !No Non-Surgical 
78453 TC 0 PLI 
78454 78461 No Non-Surgical 
78454 26 78461 I No I Non-Surgical 
78454ITC 0 PLI I I 
88387 88329 No Non-Surgical 
88387 26 88329 !No I Non-Surgical 
88387 TC 0 PLI I 

l 
883881 88318 No Non-Surgical 
88388 26 88318 !No I Non-Surgical 
88388 TC 0 PLI I I Non-Surgical 92526 92557 I No 
92540 92620 I No I Non-Surgical 
92550 92621 No Non-Surgical 
92570 92557 No I Non-Surgical 
92597 99214 No Non-Surgical 
92610\ 92604 Yes I Non-Surgical 
92611 92557 No Non-Surgical 
93750 93289 No Non-Surgical 
94011 99480 No Non-Surgical 
94012 99480 No -1 Non-Surgical 
94013 94070 No Non-Surgical 
95905 76977 I No I Non-Surgical 
96570 96570 !No Non-Surgical 
96571 96571 No I Non-Surgical 
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19105 Ablation, cryosurgical, of fibroadenoma, including ultrasound 
oort~~nr·.,. each fibroadenoma 

20696 Application of multiplane (pins or wires in more than one plane), 
unilateral, external fixation with stereotactic computer-assisted 
adjustment (eg, spatial frame), including imaging; initial and 
subsequent alignment, assessment, and computation of adjustment 
schedule 

20697 Application of multiplane (pins or wires in more than one plane), 
unilateral, external fixation with stereotactic computer-assisted 
adjustment (eg, spatial frame), including imaging; exchange (ie, 
removal and re of each 
Computer assisted surgical navigational procedure for 
musculoskeletal procedures; image-less (List separately in addition 
to code for 

Percutaneous intradiscal electrothermal annuloplasty, unilateral or 
bilateral includi uidan level 

22527 Percutaneous intradiscal electrothermal annuloplasty, unilateral or 
bilateral including fluoroscopic guidance; one or more additional 
levels 

Lesions 
Oct-08 Destruction of Skin 

Lesions 
Oct-08 Destruction of Skin 

Lesions 
Apr-06 Fibroadenoma 

ation 
Apr-08 Computer Dependent 

External Fixation 

Apr-08 Computer Dependent 
External Fixation 

Apr-07 Computer Navigation 

Apr-07 Computer Navigation 

Apr-07 Computer Navigation 

Apr-06 Percutaneous lntradiscal 
Annu 

Apr-06 Percutaneous lntradiscal 
loplast 
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11 CPT 2009 September 2013 

11 CPT 2009 September 2013 

11 CPT 2007 September 2010 

6 CPT 2009 September 2012 

6 CPT 2009 September 2012 

7 CPT 2008 September 2011 

7 CPT 2008 September 2011 

7 CPT 2008 September 2011 

13 CPT 2007 September 2010 

13 CPT 2007 September 2010 

i 

J 
' ' 
l 

! 

l 
' 

--l I 
I 
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31626 Bronchoscopy, rigid or flexible, including fluoroscopic guidance, 
when performed;with placement of fiducial markers, single or 
mul 

31627 Bronchoscopy, rigid or flexible, with or without fluoroscopic 
idance; with com uter-assisted im ided n<:>,,/l,.,,:>tir•n 

therapy for reduction or eradication of one or more 
pulmonary tumor(s) including pleur or chest wall when involved by 
tumor extension taneous rad unilateral 
Operative tissue ablation and reconstruction of atria, limited (eg, 
modified maze r-.rn,,_a,., 

Operative tissue ablation and reconstruction of atria, extensive (eg, 
·without 

s 

Feb-06 

Apr-08 

Feb-06 

Apr-08 

Feb-06 

Apr-07 

Apr-09 

Feb-09 

Apr-06 

Apr-06 

Apr-06 

Apr-06 
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Lumbar Arthroplasty 

Cervical Arthroplasty 

Lumbar Arthroplasty 

Cervical Arthroplasty 

Lumbar Arthroplasty 

Arthroscopic Biceps 
Tenodesis 
Fiducial Marker Placement 

Navigational 
Branch 
Percutaneous RF 
Pulmonary Tumor Ablation 

Tissue Ablation and 
Reconstruction 
Atrial Tissue Ablation and 
Reconstruction 
Atrial Tissue Ablation and 
Reconstruction 

8 CPT 2007 September 2010 

7 CPT 2009 September 2012 

8 CPT 2007 September 2010 

7 CPT 2009 Septer:nber 2012 

8 CPT 2007 September 2010 

17 CPT 2008 September 2011 

6 CPT 2010 September 2013 

9 CPT 2010 September 2013 

15 CPT 2007 September 2010 

17 CPT 2007 September 2010 

17 CPT 2007 September 2010 
' 

17 CPT 2007 September 2010 
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Operative tissue ablation and reconstruction of atria, limited (eg, 
modified maze procedure); performed at the time of other cardiac 
procedure(s) (List in addition to the. code for the primary procedure) 

Operative tissue ablation and reconstruction of atria, extensive (eg, Apr-07 Add-on Maze Procedures 23 CPT 2008 September 2011 
maze procedure); without cardiopulmonary bypass, performed at the 
time of other cardiac procedure(s) (List in addition to the code for 
the 
Operative tissue ablation and reconstruction of atria, extensive (eg, 
maze procedure); with cardiopulmonary bypass, performed at the 
tirne of other cardiac procedure(s) (List in addition to the code for 
the 

33265 Endoscopy, surgical; operative tissue ablation and reconstruction of 
atria, limited (eg, modified maze procedure), without 

Ascending aorta graft, with cardiopulmonary bypass with valve 
suspension; with coronary reconstruction and valve sparing aortic 
annulus remodeling (eg, David Procedure, Yacoub Procedure) 

34806 Transcatheter placement of wireless physiologic sensor in 
aneurysmal sac during endovascular repair, including radiological 
supervision and interpretation, instrument calibration and collection 
of pressure data (List in addition to the code for the primary 

Apr-07 n Maze Procedures 

Apr-06 Atrial Tissue Ablation and 
Reconstruction 

Apr-06 Atrial Tissue Ablation and 
Reconstruction 

Apr-07 Valve Sparing Aortic 
Annulus Reconstruction 

Apr-07 Wireless Pressure Sensor 
Implantation 

Apr-08 Cholangioscopy-
Pancreatoscopy 

Apr-08 Laparoscopic Heller 

Apr-09 
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23 CPT 2008 September 2011 

17 CPT 2007 September 2010 

17 CPT 2007 September 2010 

24 CPT 2008 September 2011 

25 CPT 2008 September 2011 

13 CPT 2009 September 2012 

12 CPT 2009 September 2012 

12 CPT 2010 September 2013 
Review volume 

··--;< 

' 
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small intestine 

Insertion of a temporary prostatic urethral stent, including urethral 
measurement 

55706 Biopsies, prostate; needle, transperineal, stereotactic template 
ided saturation sam includ idance 

repair of cystocele, if 

58541 Laparoscopy, surgical, supracervical hysterectomy, for uterus 250 
grams or less; 

Laparoscopy, surgical, supracervical hysterectomy, for uterus 250 
grams or less; with removal of tube(s) and/or ovary(s) 

Apr-06 

Apr-09 

Apr-06 

Apr-06 

Apr-09 

Apr-07 

Feb-09 

Apr-08 

Apr-07 

Oct-08 

Oct-08 

Feb-06 

Feb-06 
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Neurostimulation 
Gastric Antrum 
Neurostimulation 

Laparoscopic Longitudinal 
Gastrectomy 

Gastric Antrum 
Neurostimulation 
Gastric Antrum 
Neurostimulation 
Fistula Plug 

Percutaneous Renal 
Tumor 
Temporary Prostatic 
Urethral Stent Insertion 
Saturation Biopsies 

Laparoscopic Paravaginal 
Defect Re 
Laparoscopic Revision of 
Prosthetic I Graft 
Laparoscopic Revision of 
Prosthetic Graft 
Laparoscopic 
Supracervical 

CPT 2010 September 2013 
Review volume 

26 CPT 2007 September 2010 

26 CPT 2007 September 2010 

14 CPT 2010 September 2013 

26 CPT 2007 September 2010 

26 CPT 2007 September 2010 

15 CPT 2010 September 2013 

A CPT 2008 September 2011 

12 CPT 2010 September 2013 

15 CPT 2009 September 2012 

c I CPT 2008 September 2011 

7 CPT 2010 September 2013 

7 CPT 2010 September 2013 

13 CPT 2007 September 2010 

13 CPT 2007 September 2010 
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Laparoscopy, surgical, supracervical hysterectomy, for uterus 
greater than 250 grams; 

Laparoscopy, surgical, supracervical hysterectomy, for uterus 
greater than 250 grams; with removal of tube(s) and/or ovary(s) 

Laparoscopy, surgical, with total hysterectomy, for uterus 250 g or 
less· 

58571 Laparoscopy, surgical, with total hysterectomy for uterus 250 grams 
or less· with removal of tubes and/or 

58572 Laparoscopy, surgical, with total hysterectomy for uterus greater 
than 250 

58573 Laparoscopy, surgical, with total hysterectomy for uterus greater 
than 250 rams· with removal of tubes and/or 

63620 Stereotactic radiosurgery (particle bear:n, gamma ray or linear 
accelerate one s nal lesion 

63621 Stereotactic radiosurgery (particle beam, gamma ray or linear 
accelerator); each additional spinal lesion (List separately in addition 
to code for rna 

65756 Keratoplasty (corneal transplant); endothelial 

65757 Backbench preparation of corneal endothelial allograft prior to 
transplantation (List separately in addition to code for primary 

Use 65757 in with 
Probing of nasolacrimal duct, with or without irrigation; with 
transluminal balloon catheter dilation 
Magnetic resonance imaging, brain, functional MRI; including test 
selection and administration of repetitive body part movement 
visual stimulation, not requiring physician or psychologist 
administration 
Magnetic resonance imaging, brain, functional MRI; requiring 
physician or psychologist administration of entire neurofunctional 
testi 

74261 Computed tomographic (CT), colonography, diagnostic, including 
· without contrast material 

Apr-07 

Apr-07 

Apr-07 

Apr-07 

Apr-08 

Apr-08 

Apr-08 

Apr-08 

Apr-07 

Feb-06 

Feb-06 

Apr-09 
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Stereotactic Radiosurgery 

Stereotactic Radiosurgery 

Endothelial Keratoplasty 

Endothelial 

Nasolacrimal Duct Balloon 
Catheter Dilation 
Functional MRI 

Functional MRI 

CT Colonography 

13 CPT 2007 September 2010 

D CPT 2008 September 2011 

D CPT 2008 September 2011 

D 2008 September 2011 

D CPT 2008 September 2011 

16 CPT 2009 September 2012 

16 CPT 2009 September 2012 

20 CPT 2009 September 2012 

20 CPT 2009 September 2012 

E CPT 2008 September 2011 

15 CPT 2007 September 2010 

.· ~ 

15 CPT 2007 September 2010 

19 CPT 2010 September 2013 
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Cardiac magnetic resonance imaging for morphology and function 
without contrast material; 
Cardiac magnetic resonance imaging for morphology and function 
without contrast material; with flow/velocity quantification 

Cardiac magnetic resonance imaging for morphology and function 
out contrast material; with stress im 

Cardiac magnetic resonance imaging for morphology and function 
without contrast material; with flow/velocity quantification and stress 

75561 Cardiac magnetic resonance imaging for morphology and function 
without contrast material(s), followed by contrast material(s) and 
further 

75562 iac magnetic resonance imaging for morphology and function 
without contrast material(s), followed by contrast material(s) and 
further sequences; with flow/velocity quantification 

75563 Cardiac magnetic resonance imaging for morphology and function 
without contrast material(s), followed by contrast material(s) and 
further · with stress i 

Apr-09 CT Colonography 

Apr-07 Cardiac MRI 

Apr-07 Cardiac MRI 

Apr-07 Cardiac MRI 

Apr-07 Cardiac MRI 

Apr-07 Cardiac MRI 

Apr-07 Cardiac MRI 

Apr-07 Cardiac MRI 

19 CPT 2010 September 2013 

F CPT 2008 September 2011 

F CPT 2008 September 2011 

F CPT 2008 September 2011 

F CPT 2008 September 2011 

F CPT 2008 September 2011 

F CPT 2008 September 2011 

F CPT 2008 September 2011 

75564 Cardiac magnetic resonance imaging for morphology and function 
without contrast material(s), followed by contrast material(s) and 
further sequences; with flow/velocity quantification and stress 

Apr-07 Cardiac MRI F CPT 2008 September 2011 

75571 Computed tomography, heart without contrast material, with 
quantitative evaluation of coronary calcium 

Feb-09 Coronary Computed 15 CPT 2010 September 2013 
Tomographic Angiography 
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75572 Computed tomography, heart, with contrast material, for evaluation 
of cardiac structure and morphology (including 3D image 
postprocessing, assessment of cardiac function, and evaluation of 
venous structu 
Computed tomography, heart, with contrast material, for evaluation 
of cardiac structure and morphology in the setting of congenital 
heart disease (including 3D image postprocessing, assessment of 
LV cardiac function, RV structure and function and evaluation of 
venous structures, if norofnr ..... 

Computed tomographic angiography, heart, coronary arteries and 
bypass grafts (when present), with contrast material, including 3D 
image postprocessing (including evaluation of cardiac structure and 
morphology, assessment of cardiac function, and evaluation of 
venous structures, if rformed 

77371 Radiation treatment delivery, stereotactic radiosurgery (SRS) 
(complete course of treatment of cerebrallesion(s) consisting of one 
sessio multi-source Cobalt 60 based 

77372 Radiation treatment delivery, stereotactic radiosurgery (SRS) 
(complete course of treatment of cerebrallesion(s) consisting of one 
session linear accelerator based 

77373 Stereotactic body radiation therapy, treatment delivery, per fraction 
to one or more lesions, including image guidance, entire course not 
to exceed 5 fractions 

77435 Stereotactic radiation treatment management of cerebrallesion(s) 
(complete course of treatment consisting of one session) 

78811 Positron emission tomography (PET) imaging; limited area (eg, 
chest 

78812 Positron emission tomography (PET) imaging; skull base to mid-

7881 Positron emission tomography (PET) imaging; whole body 

Coronary Computed 
Tomographic Angiography 

Feb-09 Coronary Computed 15 CPT 2010 September 2013 
Tomographic Angiography 

Feb-09 Coronary Computed 15 CPT 2010 September 2013 
Tomographic Angiography 

Sep-05 Stereotactic Radiation Tx 7 CPT 2007 September 2010 
Delivery 

Sep-05 Stereotactic Radiation Tx 7 CPT 2007 September 2010 
Delivery 

Apr-06 Stereotactic Body B CPT 2007 September 2010 
Radiation Therapy 

Apr-06 Stereotactic Body B CPT 2007 September 2010 
Radiation Therapy 

Apr-07 PET Imaging G CPT 2008 September 2011 

Apr-07 PET Imaging G CPT 2008 September 2011 

Apr-07 PET Imaging G CPT 2008 September 2011 
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Positron emission tomography (PET) with concurrently acquired 
computed tomography (CT) for attenuation correction and 
anatomical localization imaging; limited area (eg, chest, head/neck) 

Positron emission tomography (PET) with concurrently acquired 
computed tomography (CT) for attenuation correction and 
anatomical localization ·skull base to mid-th h 
Positron emission tomography (PET) with concurrently acquired 
computed tomography (CT} for attenuation correction and 
anatomical localization · whole 
Microdissection (ie, sample preparation of microscopically identified 

laser 
88381 Microdissection (ie, sample preparation of microscopically identified 

manual 
88384 Array-based evaluation of multiple molecular probes; 11 through 50 

probes 

88385 Array-based evaluation of multiple molecular probes; 51 through 250 
probes 

88386 Array-based evaluation of multiple molecular probes; 251 through 
500 probes 

88387 Macroscopic examination, dissection and preparation of tissue for 
non-microscopic analytical studies (eg, nucleic acid- based 
molecular studies); each tissue preparation (eg, a single lymph 

88388 Macroscopic examination, dissection and preparation of tissue for 
non-microscopic analytical studies (eg, nucleic acid- based 
molecular studies); in conjunction with a touch imprint, intraoperative 
consultation, or frozen section, each tissue preparation (eg, a single 
lymph node) (List separately in addition to code for primary 

Apr-07 

Apr-07 

Feb-07 

Feb-07 

Apr-05 

Apr-05 

Apr-05 

Apr-09 

Apr-09 
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PET Imaging 

PET Imaging 

Manual Microdisection 

Manual Microdisection 

Multiple Molecular Marker 
Evaluation 

Multiple Molecular Marker 
Array-Based Evaluation 

Multiple Molecular Marker 
Array-Based Evaluation 

Tissue Examination for 
Molecular Studies 

Tissue Examination for 
Molecular Studies 

G CPT 2008 September 2011 

G CPT 2008 September 2011 

12 CPT 2008 September 2011 

12 CPT 2008 September 2011 

30 CPT 2006 September 2010 

30 CPT 2006 September 2010 

30 CPT 2006 September 2010 

21 CPT 2010 September 2013 

21 CPT 2010 September 2013 
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Subcutaneous infusion for therapy or prophylaxis (specify substance 
or drug); initial, up to one hour including pump set up and Subcutaneous Infusion 
establishment of subcutaneous infusion s 
Subcutaneous infusion for therapy or prophylaxis (specify substance Apr-07 Immune Globulin 
or drug); each additional hour (list separately in addition to code for Subcutaneous Infusion 

90771 Subcutaneous infusion for therapy or prophylaxis (specify substance 
or drug); additional pump set up with establishment of new 
subcutaneous infusion s 

Apr-07 Immune Globulin 
Subcutaneous Infusion 

H CPT 2008 September 2011 

H CPT 2008 September 2011 

Mobile cardiovascular telemetry with electrocardiographic recording, 
concurrent computerized real time data analysis and greater than 24 
hours of accessible ECG data storage (retrievable with query) with 
ECG triggered and patient selected events transmitted to a remote 
attended surveillance center for up to 30 days; physician review and 

Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 

ntornr•:>t<:>t'•nn with 
93229 Wearable mobile cardiovascular telemetry with electrocardiographic 

recording, concurrent computerized real time data analysis and 
greater than 24 hours of accessible ECG data storage (retrievable 
with query) with ECG triggered and patient selected events 
transmitted to a remote attended surveillance center for up to 30 
days; physician review and interpretation with report; technical 
support for connection and patient instructions for use, attended 
surveillance, analysis and physician prescribed 

Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 

93279 Programming device evaluation with iterative adjustment of the 
implantable device to test the function of the device and select 
optimal permanent programmed values with report; single lead 
pacemaker system (Do not report 93279 in conjunction with 93286 
or9 

Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 

93280 Programming device evaluation with iterative adjustment of the 
implantable device to test the function of the device and select 
optimal permanent programmed values with report; dual lead 

maker 

Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 
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Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 

93282 Programming device evaluation with iterative adjustment of the Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 
implantable device to test the function of the device and select 
optimal permanent programmed values with report; single lead 

ntable cardioverter defibrillator '""""''Tl 
Programming device evaluation with iterative adjustment of the 
implantable device to test the function of the device and select 
optimal permanent programmed values with report; dual lead 

ntable cardioverter defibrillator "'\/'0•"''Tl 

Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 

93284 Programming device evaluation with iterative adjustment of the Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 
implantable device to test the function of the device and select 
optimal permanent programmed values with report; multiple lead 

cardioverter defibrillator m 
93285 Programming device evaluation with iterative adjustment of the Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 

implantable device to test the function of the device and select 
optimal permanent programmed values with report; implantable loop 
recorder "''1'""''Tl 

93286 Peri-procedural device evaluation and programming of device Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 
system parameters before or after a surgery, procedure or test with 

dual or mu lead n,.,~on"'"'l<' 
Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 

9 Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 
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06 New Technology and Services List- 04-2009.xls 

Interrogation device evaluation (in person) with physician analysis, Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 
review and report, includes connection, recording and disconnection 
per patient encounter; single, dual or multiple lead implantable 
cardioverter defibrillator system, including analysis of heart rhythm 
derived data elements 

93290 Interrogation device evaluation (in person) with physician analysis, Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 
review and report, includes connection, recording and disconnection 
per patient encounter; implantable cardiovascular monitor system, 
including analysis of one or more recorded physiologic 
cardiovascular data elements from all internal and external sensors 

93291 Interrogation device evaluation (in person) with physician analysis, Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 
review and report, includes connection, recording and disconnection 
per patient encounter; implantable loop recorder system, including 
heart data derived is 
Interrogation device evaluation (in person) with physician analysis, Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 
review and report, includes connection, recording and disconnection 
per patient encounter; wearable defibrillator system 

Transtelephonic rhythm strip pacemaker evaluation(s) single, dual Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 
or multiple lead pacemaker system, includes recording with and 
without ication with to 90 d 

93294 Interrogation device evaluation(s) (remote), up to 90 days; single, Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 
dual or multiple lead pacemaker system with interim physician 

is and an review and 
93295 Interrogation device evaluation(s) (remote), up to 90 days; single, Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 

dual or multiple lead implantable cardioverter defibrillator system 
with interim physician analysis and physician review and report(s) 

Page 11 of 14 
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Interrogation device evaluation(s} (remote), up to 90 days; single, 
dual or multiple lead pacemaker system with interim physician 
analysis and physician review and report(s); single, dual, or multiple 
lead pacemaker system or implantable cardioverter defibrillator 
system, remote data acquisition(s), receipt of transmissions and 
technician review, technical support and distribution of results 

93297 Interrogation device evaluation(s}, (remote) up to 30 days; 
implantable cardiovascular monitor system, including analysis of one 
or more recorded physiologic cardiovascular data elements from all 
internal and external sensors, physician analysis, review(s) and 

93298 Interrogation device evaluation(s}, (remote) up to 30 days; 
implantable loop recorder system, including analysis of recorded 
heart data ana and re 

93299 Interrogation device evaluation(s), (remote) up to 30 days; 
implantable cardiovascular monitor system, including analysis of one 
or more recorded physiologic cardiovascular data elements from all 
internal and external sensors, physician analysis, review(s) and 
report(s); implantable cardiovascular monitor system or implantable 
loop recorder system, remote data acquisition(s), receipt of 
transmissions and technician review, technical support and 
distribution of results 
Non-invasive physiologic study of implanted wireless pressure 
sensor in aneurysmal sac following endovascular repair, complete 
study including recording, analysis of pressure and waveform 
tracin on and re 

94011 Measurement of spirometric forced expiratory flows in an infant 
or child of 

9401 

9401 

Cardiac Device Monitoring 23 CPT 2009 September 2012 

Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 

Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 

• 

Apr-08 Cardiac Device Monitoring 23 CPT 2009 September 2012 

Apr-07 Wireless Pressure Sensor 25 CPT 2008 September 2011 
Implantation 

Apr-09 Infant Pulmonary Function 23 CPT 2010 September 2013 

Apr-09 23 CPT 2010 September 2013 

Apr-09 Infant Pulmonary Function 23 CPT 2010 September 2013 
Testing 
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Actigraphy testing, recording, analysis, interpretation and report 
minimum of 72 hours to 14 consecutive d of recordi 

95905 Nerve conduction, amplitude and latency/velocity study, each nerve; 
motor without F-wave 

95966 Telephone assessment and management service provided by a 
qualified non-physician health care professional to an established 
n<:>I"IOr"lt" 5-10 minutes Of medical diSCUSSiOn 

95967 Telephone assessment and management service provided by a 
qualified non-physician health care professional to an established 
n<:>I"IOr"lt" 11-20 minutes Of medical diSCUSSiOn 

95968 Telephone assessment and management service provided by a 
qualified non-physician health care professional to an established 

· 21-30 minutes of medical discussion 
95980 Electronic analysis of implanted neurostimulator pulse generator 

system (eg, rate, pulse amplitude and duration, configuration of 

95981 Electronic analysis of implanted neurostimulator pulse generator 
system (eg, rate, pulse amplitude and duration, configuration of 
wave form, battery status, electrode selectability, output modulation, 
cycling, impedance and patient measurements) gastric 
neurostimulator pulse generator/transmitter; subsequent, without 

mm 
95982 Electronic analysis of implanted neurostimulator pulse generator 

system (eg, rate, pulse amplitude and duration, configuration of 
wave form, battery status, electrode selectability, output modulation, 
cycling, impedance and patient measurements) gastric 
neurostimulator pulse generator/transmitter; subsequent, with 

96020 Neurofunctional testing selection and administration during non­
invasive imaging functional brain mapping, with test administered 
entirely by a physician or psychologist, with review of test results and 

96904 Whole body integumentary photography, for monitoring of high risk 
patients with dysplastic nevus syndrome or a history of dysplastic 
nevi, or patients with a personal or familial history of melanoma 

Feb-09 

Apr-07 Non Face-to-Face 
Qualified Healthcare 
Professional Services 

Apr-07 Non Face-to-Face 
Qualified Healthcare 
Professional Services 

Apr-07 Non Face-to-Face 
Qualified Healthcare 
Professional Services 

Apr-07 Electronic Analysis of 
Implanted Neurostimulator 

Apr-07 Electronic Analysis of 
Implanted Neurostimulator 
Pulse Generator System 

Apr-07 Electronic Analysis of 
Implanted Neurostimulator 
Pulse Generator System 

Feb-06 Functional MRI 

Feb-06 Whole Body 
Integumentary 
Photography 
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18 CPT 2010 September 2013 

u CPT 2008 September 2011 

u CPT 2008 September 2011 

u CPT 2008 September 2011 

CPT 2008 September 2011 

CPT 2008 September 2011 

CPT 2008 September 2011 

15 CPT 2007 September 2010 

19 CPT 2007 September 2010 
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Anticoagulant management for an outpatient taking warfarin, 
physician review and interpretation of International Normalized Ratio 
(INR) testing, patient instructions, dosage adjustment (as needed), 
and ordering of additional tests; initial 90 days of therapy (must 
include a minimum of 8 INR measurements 
Anticoagulant management for a patient taking warfarin, physician 
review and interpretation of International Normalized Ratio (INR) 
testing, patient instructions, dosage adjustment (as needed), and 
ordering of additional tests; each subsequent 90 days of therapy 
(must include a minimum of three INR measurements) 

99441 Telephone Evaluation and Management, 5-10 minutes of medical 
discussion 

99442 Telephone Evaluation and Management, 11-20 minutes of medical 
discussion 

99443 Telephone Evaluation and Management, 21-30 minutes of medical 
discussion 

Anticoagulant 
Management Services 

Ap~06 Ia~ 

Management Services 

Feb-07 Non Face-to-Face 
Services 

Feb-07 Non Face-to-Face 
Services 

Feb-07 Non Face-to-Face 
Services 
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CPT 2007 September 2010 

16 CPT 2008 September 2011 

16 CPT 2008 September 2011 

16 CPT 2008 September 2011 



New Technology/Services Timeline 

1. Code is identified as a new technology/service at the RUC meeting in which it is 
initially reviewed. 

2. Code is flagged in the next version of the RUC database with date to be reviewed 
3. Code will be reviewed in 5 years (depending on what meeting in the CPT/RUC 

cycle it is initially reviewed) after at least three years of data are available. 

Example 

Sept 2005, Feb 2006, April2006 RUC 
Code Flagged as New Technology/Service 

May2006 
New Tech/Services codes reported to 
CMS with annual recommendations 

January 2007 
Code published in CPT 2007 available to 

be reported 

January 2007 -December 2009 
Three years of data 

September 2010 
2007-2009 Data available for review (AMA staff will provide data). 

Specialty societies have the opportunity to discuss whether there has been a 
diffusion of technology for this service. 

RUC determines that the service does not need 
to be evaluated 

Code is removed from the New 
Technology/Services list and will be handled 
with all other codes via the Five-Year Review 

RUC determines that the service does need to be 
evaluated 

September 2010- January tOll 
Survey New Technology/ Service Code 

February 2011 
Present New Technology/ Service Code to the 

RUC 

January 2012 
New RVU published if approved by the RUC 

, andCMS 



,....-·-,. 
f. \ 

.. _ _) 

AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

Multi-Layer Compression System Application 

In February 2009, the CPT Editorial Panel created a new code to describe treatment of chronic venous insufficiency with ulceration 
with multi-layer compression strapping systems. 

The RUC reviewed the specialty society survey data for code 29581 Application of multi-layer venous wound compression system, 
below knee and compared it to reference code 29580 Unna boot (work RVU = 0.55, 8 minutes pre-service time, 12 minutes intra­
service time and 7 minutes immediate post-service time). The RUC determined that 29581, application of a multi-layer compression 
system is more intense and complex and requires more time to apply than 29580, a single layer zinc-oxide ointment containing 
strapping system. The multi-layer systems come with very specific instructions for use and the various layers must be applied in a bias 
pattern with respect to one another. The specialty society indicated and the RUC agreed that pre-service package 5- Non-Facility 
procedure without sedation/anesthesia (7 minutes) is appropriate, reflecting that the typical patient requires more complex dressings, 
has a larger ulcer and advanced surrounding venous skin. The survey respondents indicated an intra-service time of 15 minutes, 3 
minutes more than 29580, which the specialty society and RUC agreed was appropriate to apply this multi-layer system. Additionally, 
the RUC agreed with the specialty society recommended immediate post-service time of 5 minutes, noting that the survey respondents 
indicated that this is lower than 29580 by 2 minutes even though a thorough neurovascular evaluation must be performed after 
application of this tight multi-layer system. 

The specialty society indicated and the RUC agreed that the survey 251
" percentile work RVU of0.60 appropriately accounted for the 

physician work and time required to perform 29581 and placed this service in the proper rank order. The RUC also compared 29581 to 
a slightly more intense MPC reference code 11056 Paring or cutting ofbenign hyperkeratotic lesion (eg, corn or callus),· 2 to 4 
lesions (work RVU = 0.61) to further support this work RVU. The RUC recommends the survey 25111 percentile, 0.60 work RVU 
for 29581. 

Practice Expense 
The RUC reviewed the practice expense and made minor edits to the medical supplies for code 29581. 

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



CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

29540 
Strapping; ankle and/or foot 

000 0.51 
(Do not report 29540 in conjunction with 29581) (No Change) 

•29581 S1 
Application of multi-layer venous wound compression system, below 
knee 

000 0.60 

(Do not report 29581 in coniunction with 29540 29580) 
29580 

Unna boot 
000 0.55 

(Do not report 29580 in conjunction with 29581) (No Change) 

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

__ / 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 29581 

CPT Code:29581 Tracking Number Sl Specialty Society Recommended RVU: 0.60 

Global Period: 000 RUC Recommended RVU: 0.60 

CPT Descriptor: Application of multi-layer venous wound compression system, below knee 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old woman returns to the office for treatment of a medial calf ulcer. It measures 
3x3 em and demonstrates no signs of infection. She has palpable pedal pulses. Pigmented skin changes in the gaiter 
distribution of both lower extremities are consistent with chronic venous insufficiency. The wound is examined, 
cleansed and a multilayer venous ulcer compression dressing is applied. 

Percentage of Survey Respondents who found Vignette to be Typical: 77% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 100% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M servic,e later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: An abbreviated history is obtained. All prior dressings are removed, taking care to 
avoid injuring the underlying skin. Physical exam is performed which assesses adequate arterial flow, the presence of 
infection, the degree of swelling, and the size/depth of the lower extremity ulcer. Treatment options are reviewed and 
communication occurs with the patient (and/or the patient's family) to explain the procedure, including a discussion of 
possible risks and complications. ' 

Description of Intra-Service Work: The ulcer is cleansed, and a primary wound dressing is then applied. With the foot 
in a dorsiflexed position, application of the compression bandage is initiated with a circular winding at the base of the 
toes. The second circular winding follows and covers the top of the foot and articulating aspect of the ankle joint. The 
next winding is applied and covers the back of the heel and the calf. Frequent checks are performed to ensure the foot is 
in a neutral position relative to the ankle. Each subsequent application is applied at the specific stretch needed for the 
desired compression. 

Description of Post-Service Work: The patient's neurovascular status is evaluated after the dressing system has been 
completely applied and is allowed to "set" for a few minutes. A surgical shoe is fitted on the patient. Instructions are 
provided for care and activity. Progress note and any correspondence with referring physicians are completed. 



CPT Code: 29581 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2009 

Presenter( s): 
Frank Spinosa DPM, Gary Seabrook MD FAGS, Matthew Sideman MD FAGS, David 
Han MD FAGS, Christopher Senkowski MD FACS, Eric VanDoorne 

Specialty(s): APMA,SVS,ACS,APTA 

CPT Code: 29581 

Sample Size: 300 'Resp N: 72 I Response: 24.0 % 

Sample Type: Convenience 

Low 25th pctl Median* 75th pctl H!g_h 

Service Performance Rate 0.00 5.00 20.00 100.00 1000.00 

Survey RVW: 0.40 0.60 0.76 1.01 2.00 

Pre-Service Evaluation Time: 16.00 

Pre-Service Positioning Time: 5.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 

Intra-Service Time: 3.00 10.00 15.00 20.00 30.00 

Immediate Post Service-Time: 5.00 

Post Operative Visits total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211x 0.00 12x 0.00 13x0.00 14x 0.00 15x0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 {70); 99292 {30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 129581 Recommended Physician Work RVU: 0.60 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 7.00 7.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 15.00 

Immediate Post'Service-Time: 5.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 



CPT Code: 29581 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
29580 

Global 
000 

CPT Descriptor Strapping; Unna boot 

KEY MPC COMPARISON CODES: 

WorkRVU 
0.55 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
11056 000 0.61 RUC Time 1,404,799 
CPT Descriptor 1 Paring or cutting of benign hyperkeratotic lesion (eg, corn or callus); 2 to 4lesions 

MPC CPT Code 2 
29075 

Global 
000 

Work RVU Time Source 
0. 77 RUC Time 

CPT Descriptor 2 Application, cast; elbow to fmger (short arm) 

Other Reference CPT Code Global WorkRVU Time Source 

CPT Descriptor 

Most Recent 
Medicare Utilization 

69,576 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 41 % of respondents: 56.9 % 

TIME ESTIMATES (Median~ Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

29581 29580 

I Median Pre-Service Time II 7.00 II 8.00 

I Median Intra-Service Time II 15.00 II 12.00 

I Median Immediate Post-service Time 5.00 7.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

1 
Median Office Visit Time 0.0 0.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time 27.00 27.00 

: Other time if appropriate 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of ._ __ 3_.o_s _ _.ll.._ __ 3_.o_o __ _, 
management options that must be considered 
~~~~~~-------------~ 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

...___3_.o_s _ _.l ._I __ 2_.9_3 _ __J 

I L U.:..:r:!::g.::..:en.:..:c=-.y..:..of.:..:m::.:..:...:ed..:..ica:..:::....l d_ec_I_.si_on_maki_ . ....!ng~-----------'1 LI __ 2_.54 _ ____JI Ll __ 2_.5_1 __ _. 

Technical Skill/Physical Effort (Mean) 

LIT_ec_ruu_·caJ __ s_b_·u_r_~~u-ired ________________________ __,l._l __ 3_.1_o _ _.l .... l __ 2_.9_o _ __, 

I L P_h~y_sic_a_l_effi_o_rt_r_~....:.u_ir_ed ____________ __,l ._1 ___ 2_.7_6 _ _.1 ... 1 __ 2_.6_3 __ _, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I .... 1 ___ 2_.7_6 _ __,1 ... 1 __ 2_.6_3 __ _, 

I Outcome depends on the sbll and judgment of physician II 3.24 I Ll __ 3_.1_o __ _, 

Ll Es_tim_at_ed_ri_sk_o_f_mal___:.p_ra_c_tice_s_ui_t _w_ith-!..poo_r_ou_tco_m_e ___ ____.l Ll __ 2_.7_3 _ _.1 ... 1 __ 2_.6_8 __ _, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I~..:P..:..re.:...-=-Se.:..:rv.::..:i:.:..ce.:...I=· n::..:te.::ns.:..:ity~l_co_m_p~l_eXI_·ty~------------~' ._I __ 2_.5_6 _ _.....1 LI ___ 2_.5_9 __ --.J 

._I In_tr_a_-S_e_rv_ice_i_nte_ns_ity:..../_co_m_,p_le_XI--'.ty'----------------'1 ._I __ 3_.o_s __ _.ll._ ___ 2_.a_a __ __, 

Ll P_o_st_-S_e_rv_ice_in_t_ens----'ity:_/_co_m_,_p_le_x....:ity'------------------'' ._I __ 2_.o_o __ _.l Ll ___ 2_._1 o __ __, 

Additional Rationale 

CPT Code: 29581 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

RATIONALE 

Clinical Overview: Maintenance therapy for chronic venous insufficiency in patients without ulceration is usually 
accomplished with medical-grade graduated compression stockings. However, the mainstay of therapy in treating 
chronic venous insufficiency with ulceration is compression strapping systems. The Unna boot (29580) is a single layer 



CPT Code: 29581 
zinc-oxide ointment containing strapping system. New code 29581 describes a newer multi-layer compression device 
that has been demonstrated in numerous scientific analyses, including a Cochrane review, to provide faster and superior 
wound healing. The multi-layer systems are more sophisticated than the single layer Unna boot and require more time 
and more attention to detail to apply correctly. 

RVW Recommendation: The multi-specialty consensus committee recommends the survey 251
h percentile work 

RVU or 0.60 which is slightly greater than key reference code 29850. This value reflects the incremental time and 
complexity of the multi-layer system compared with the key reference, Unna boot. 

Pre-Time Considerations: We recommend package 5 (non-facility procedure without sedation/anesthesia care) 
• Evaluation: no change (7 min) 

It should be noted that this is a very substantial reduction from the actual survey Pre-Service time of 26. 

Work Comparison to key reference code: 29850 Unna boot 

New code 2985X Application of multi-layer venous wound compression system is more complex and more time 
consuming than application of an Unna boot. The multi-layer systems come with very specific Instructions for Use, and 
the various layers must be applied in a bias pattern with respect to one another. This additional work is reflected in the 
survey data by .an additional 3 minutes of intra-service time. Also, 9 of the 11 intensity and complexity measures are 
greater for 2958X than 29580, confirming that the intra-work is slightly more complex. 

Pre-service time is 2 minutes longer for 2958X than 29580, reflecting the fact that the typical patient requiring this more 
complex dressing has a larger ulcer and more advanced surrounding venous skin changes than the typical 29580 patient. 
Removing the prior dressing and cleansing the wound and adjacent limb take longer and requires more attention. It 

should be noted that the actual survey Pre-Service time was 26 minutes, and our Expert Panel reduced that value to 10 
minutes to be in keeping with package 5 and to be more appropriately related to the key reference service pre-time of 8 
minutes. 

Immediate post-service time in the survey median value is 5 minutes. This is actually 2 minutes less than post-service 
time of 29580 Unna boot. A thorough neurovascular evaluation must be performed after application of this tight, 
strong, multi-layer dressing. It doesn't make any clinical sense that the post-time would be 2 minutes less than the 
reference service, but we decided not to change it. 

Given all these considerations, including 3 additional minutes of total time over the key reference, we believe that the 
recommended RVW of 0.60 is appropriately valued when compared to the 0.55 RVW of the key reference. 

Work Comparison to MPC List Code: 11056 Paring or cutting of benign hyperkeratotic lesion (eg, com or callus); 
2 to 4 lesions 

11056 is a RUC-surveyed MPC list service valued at 0.61. It has 8 minutes of intra-service time and 15 minutes total 
time. 11056 is commonly performed by podiatrists, as will be the new code 29581. The new code has twice the 
intra-time (15 compared to 8 minutes) and twice the total time (30 compared to 15 minutes), while the reference code 
is slightly more intense. By this comparison, a recommended RVW of 0.60 is appropriate, perhaps conservative. 

Work Comparison to Another MPC List Code: 29075 Application of short arm cast. 

29075 is application of a short arm cast, typically performed for a fracture, while 29581 will be performed on the lower 
extremity for an ulcer. 29075 is a RUC surveyed service (2005) with Intra-time of 15 minutes and total time of 25 
minutes. 29581 has the same intra time (15 minutes) and 5 more minutes total time (30 compared to 25 minutes). 29075 
has somewhat greater complexity because the fractured limb must be maintained in alignment while the cast is applied. 
Both services require a thorough neurovascular check during post-service, and both require instructions be given to the 



CPT Code: 29581 
patient. 29075 has an RVW of 0. 77. Given the similarities noted here, we believe an RVW of 0.60 for the new service 
ranks it appropriately with respect to this MPC reference. 

IWPUT 

IWPUT for short and low intensity services does not seem to have the discriminative value that it does for large 90-day 
global services, but at the recommended RVW and time values, the IWPUT of this service is 0.020, which is the same 
as the key reference service. At very least, this indicates that our recommendation of 0.60 is not over-valued when 
considered with respect to the time involved. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 · Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
~ Other reason (please explain) When a patient undergoes initial evaluation of a leg ulcer, a consultation 
E&M code will be appropriately reported because there is a wide differential diagnosis for skin wounds and 
ulcers. The patient will need all elements of History, ROS, PMH, FHSH, Meds, Allergies, full physical exam, 
diagnostic study evaluation and significant medical decision making. However, once the diagnosis of venous 
ulcer is established and the course of wound care prescribed, the patient undergoing multi-layer dressing will 
not need a coincident E&M service during a typical visit. ONLY the 2958X code will be reported. This pattern 
is analogous to the 29580 Unna boot code, wherein Todd Klemp of AMA RUC determined that 70% of29580 
services are reported WITHOUT a coincident E&M. 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. As noted above, typical scenario for multiple codes will be first time evaluation of patient with 
leg ulcer. In this case a level2 or level3 outpatient consultation is likely to be co-reported. Subsequently, an 
established patient office visit would be reportable ONLY if the patient has suffered a significant deterioration 
in status such that a full reconsideration of his/her status must be undertaken. In that situation, appropriate 
documentation would be required to justify co-reporting of 29581 and the established patient visit. As noted 
above, Mr. Klemp determined that only 30% of the parent code 29580 are reported with an E&M service 
(therefore 70% without E&M). 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlistecl 
code is reviewed) We believe the majority of these services have been reported as 29580. However, one of the rna. 
reasons for requesting this code is fact that several carriers deny payment for 29580 when a multilayer dressing is used 
instead of an Unna boot. It is impossible to determine how large this component is, and whether providers who are 
routinely denied payment for this reason are submitting (or resubmitting) using an unlisted service code. 



CPT Code: 29581 
How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

'ipecialty Podiatry How often? Commonly 

Specialty Vascular Surgery How often? Sometimes 

Specialty General Surgery How often? Sometimes 

Estimate the number of times this service might be provided nationally in a one-year period? 300000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each spec~alty. 
Please explain the rationale for this estimate. We have no way of accurately predicting the utilization of this new CPT 
code, however, the number will not be trivial. It has been estimated that 2.5 million patients have venous ulcers in the 
US, but it is not known how many of those patients seek professional medical advice for the problem. CPT 29580, the 
single layer Unna boot is reported almost 450,000 times to Medicare per year, and since venous ulcers occur commonly 
in individuals younger than Medicare age, we could estimate the overall frequency may be twice Medicare, perhaps as 
many as 900,000 per year. Some proportion of these will be switched from 29580 to the new code. Also, we don't 
have estimates of how many multi-layer dressings are reported as unlisted service to Carriers who deny 29580 for this 
purpose. Podiatrists are the dominant provider of 29580 Unna boot, which is the only current CPT code used to report 
an analogous product. We believe the new service will be provided along similar specialty proportionality lines: 
Podiatry 36%, General Surgery 20%, Vascular Surgery 10%, Family Practice 7%, Derm 7%, Nurse Practitioner 5%, 
Internal Medicine 4%, PA 2%, PT 2% 

Specialty Podiatry Frequency 180000 Percentage 60.00 % 

Specialty General Surg Frequency 60000 Percentage 20.00% 

'pecialty V asc Surg Frequency 30000 Percentage 10.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
150,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. The assumption here is that one-third of dressings currently 
reported as 29580 will be switched to 29581, and another contribution to frequency will derive from providers who 
currently use an unlisted code for this service. The latter is impossible to predict, so we chose one-third of the 29580 
frequency. 

Specialty Podiatry Frequency 90000 Percentage 60.00 % 

Specialty Gen Surg Frequency 30000 Percentage 20.00 % 

Specialty V asc Surg Frequency 15000 Percentage 10.00 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

. no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 

12 



AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

000 Day Global Period 
Facility Direct Inputs 

CPT Long Descriptor: 

CPT Code: 29581 

51 29581 Application of multi-layer venous wound compression system, below knee 

Sample Size N/ A 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The direct non-facility practice expense details were discussed by a consensus committee of 
podiatrists, vascular surgeons, general surgeons, and physical therapists representing a variety of 
practice types and geographic settings. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

N/A 

Intra-Service Clinical Labor Activities: 

N/A 

Post-Service Clinical Labor Activities 

Clinical staff will respond to phone call(s) from patient/family/caregiver regarding dressing 
protection/care and activities ( eg, bathing, leg elevation). 

17 



AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

000 Day Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: 

Sample Size N/ A 

CPT Code: 29581 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The direct non-facility practice expense details were discussed by a consensus committee of 
podiatrists, vascular surgeons, general surgeons, and physical therapists representing a variety of 
practice types and geographic settings. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

NIA 

Intra-Service Clinical Labor Activities: 

The procedure room is prepared, making certain supplies and equipment necessary are available. 
Clinical staff reviews the chart to be certain all pre-procedure information is available and the H&P is 
current. The patient will be greeted and gowned. The procedure is reviewed with the patient/family. 
The prior dressing is removed. Clinical staff assists the physician with cleansing the wound, preparing 
for the new dressing, and positioning the patient and leg. Clinical staff will assist physician 2/3 of total 
physician intra-time. After completion of the procedure, clinical staff will monitor the patient who needs 
to maintain position while dressing dries; clean the room; provide instructions on dressing 
protection/care and activities ( eg, bathing, leg elevation); discuss follow-up visits; and assist the 
physician with surgical shoe placement and adjustment. 

Post-Service Clinical Labor Activities 

Clinical staff will respond to phone call(s) from patient/family/caregiver regarding dressing 
protection/care and activities (eg, bathing, leg elevation). 

18 
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AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

Fiducial Marker Placement 

Stereotactic radiosurgery (SRS) is now performed throughout the entire body as existing technology is being utilized in an array of 
different permutations with variable physician and clinician collaboration models. Currently, there are CPT codes for fiducial 
placement for the prostate, brain, and spine, however the FDA has approved SRS to be performed for lesions, tumors and conditions 
anywhere in the body. Current coding schemes do not accurately reflect the components, shared work, and reality that multiple 
clinicians contribute to the delivery of this complex services, and thoracic and abdominal SRS have become more common over the 
past several years for treatment of inoperable tumors. In February 2009, the CPT Editorial Panel developed two new codes to cover 
fiducial placement in the thorax and abdomen and one code to describe electromagnetic navigation bronchoscopy of the pulmonary tract 
for the purposes of placing radio surgical markers for SRS or for the purposes of placing dye markers for surgical assistance in video­
assisted thoracic surgery (VATS) procedures. 

31626 Bronchoscopy, rigid or flexible, including fluoroscopic guidance; with placement of fiducial markers, single or multiple 
The RUC reviewed the specialty survey results from 38 pulmonologists. The survey respondents chose CPT code 31629 
Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; with trans bronchial needle aspiration biopsy(s), trachea, main 
stem and/or lobar bronchus(i) (Work RVU = 4.09, 000 day global) as the key reference service. Code 31626 is typically performed in 
the facility setting and is considered straight forward requiring sedation/anesthesia care, much like its reference service. The survey 
respondents indicated a median physician work relative value slightly higher than the reference code, with similar physician 
complexities and intensities. The survey respondents indicated that the intra-service period is 15 minutes longer for 31626 than 
reference code 31629 because precision is required to inject dye markers into the soft lung tissue. The RUC agreed with the survey 
respondents median work relative value of 4.16 which provides for the proper work valuation and rank order for this new service in 
comparison to the reference code. The RUC recommends a physician work relative value of 4.16 RVUs for new code 31626. 
Moderate sedation is also required for this service and it will be displayed in appendix G for CPT 2010. 

32553 Placement of interstitial device(s) for radiation therapy guidance (eg,jiducial markers, dosimeter), percutaneous, intra­
thoracic, single or multiple 
The RUC reviewed the specialty's survey results carefully and concurred that the appropriate pre-service time package for this service 
should ret1ect a straightforward patient and procedure with sedation/anesthesia care, pre-time package 1 b. This change aligns the 

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



physician time and work with similar services such as new code 31626 Bronchoscopy, rigid or flexible, including fluoroscopic 
guidance; with placement of fiducial markers, single or multiple (recommended Work RVU = 4.16, 000 day global), however the RUC 
concurred that this new service requires less work to perform as it does not involve a bronchoscopy. The RUC also reviewed the 
specialties key reference service 32998 Ablation therapy for reduction or eradication of one or more pulmonary tumor(s) including 
pleura or chest wall when involved by tumor extension, percutaneous, radiofrequency, unilateral (Work RVU = 5.68, 000 day global) 
in relation to new code 32553, and agreed 32998 required somewhat similar techniques; however, the service is much more complex, 
and intense, and required more physician time. 32998 was surveyed having 60 minutes of intra-service time whereas 32553 was 
indicated to have 45 minutes. In addition to the specialty's key reference service, the RUC reviewed another similar service 31628 
Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; with transbronchiallung biopsy(s), single lobe (Work RVU = 
3.80, 000 day global, 40 minutes intra-service time) and agreed the physician work value of new code 32553 should be aligned with 
31628 as the surveyed physician time, intensities, and complexities were similar. Although a value of3.80 RVUs is below the low of 
the specialty's surveyed RVW results the RUC agreed it is appropriate and preserves rank order amongst other similar services. The 
RUC recommends a physician relative work value of 3.80 for CPT code 32553. To support the relativity amongst services the 
committee also reviewed the work, time, and intensities of codes 32550 Insertion of indwelling tunneled pleural catheter with cuff 
(Work RVU 4.17, 000 day global) and 36556 Insertion of non-tunneled centrally inserted central venous catheter; age 5 years or 
older (Work RVU = 2.50, 000 day global). 

49411 Placement of interstitial device(s) for radiation therapy guidance ( eg, fiducial markers, dosimeter), percutaneous, intra­
abdominal, intra-pelvic (except prostate), and/or retroperitoneum), single or multiple 
The RUC reviewed the specialties survey results carefully and concurred that the appropriate pre-service time package for this service 
should reflect a straightforward patient and procedure with sedation/anesthesia care, pre-time package 1 b. CPT code 49411 is slightly 
more complex when compared to new code 32553 as reflected in the median survey data which shows 5.70 Work RVUs 32553 and 
6.00 work RVUs for 49411. The specialty societies explained and the RUC agreed that there is a greater degree of difficulty in 
placing fiducial markers in the abdomen because ofthe increased number of anatomic structures in the abdomen (ie.liver, spleen, 
stomach, bowel, pancreas) as compared to the anatomic structures in the thorax (ie, lungs) which makes 49411, as compared to 32553, 
more difficult to reach the tumor. It was also agreed that the greater difficulty posed by the increased number of structures 
outweighed the risk of pneumothorax in the chest. This 0.02 work RVU increment between 49411 and 32533 accurately reflects the 
difference in difficulty in performing the procedure The RUC also reviewed code 31630 Bronchoscopy, rigid or flexible, with or 
without fluoroscopic guidance; with tracheal/bronchial dilation or closed reduction of fracture (work RVU = 3.81, 45 minutes intra­
service time) in relation to the new code as well. After reviewing all of the survey data in its entirety, the RUC concurred that 49411 
should be valued at 3.82 Work RVUs. The RUC recommends a physician work relative value of3.82 for CPT code 49411. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 



New Technology 
The RUC recommends that codes 31626, 32553, and 49411 be placed on the new technology list. 

Direct Practice Expense Inputs 
The practice expense direct inputs recommended by the specialty were reviewed carefully, edited slightly for appropriate clinical labor 
time, and approved for these services. 

CPT Code Track- CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
ber 

E 031622 Bronchoscopy, rigid or flexible, includingwith or vt'ithout fluoroscopic guidance, 000 2.78 
when performed; diagnostic, with or vlithout cell washing, when performed (separate (No Change) 
procedure) 

.031626 
T1 

with placement of fiducial markers, single or multiple 
000 4.16 

(Report supply of device separately) 

(Use 31626 in conjunction with 31615, 31627, 31623-31631, 31635, 31636, 
31638-31643) 

with computer-assisted, image-guided navigation (List separately in 
zzz 2.00 

.e+31627 
addition to code for primary procedure[ s]) (RUC Recommendation 

(31627 includes 3D reconstruction. Do not report 31627 in conjunction with 76376, 
from February 2009 

Mtg- see Navigational 
76377) Bronchoscopy) 

(Use 31627 in conjunction with 31615,31626,31622-31631,31635, 31636,31638-
31643) 

Surgery 
Respiratory System 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 3 



CPT Code Track- CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
ber 

Lungs and Pleura 
Introduction 

e®32553 T2 Placement of interstitial device( s) for radiation therapy guidance ( eg, fiducial 000 3.80 
markers, dosimeter), percutaneous, intra-thoracic, single or multiple 

(Report supply of device separately) 

(For imaging guidance, see 76942, 77002. 77012. 77021) 

(For percutaneous placement of interstitial device[s] for intra-abdominal, intrapelvic, 
and or retroperitoneal radiation therapy guidance, use 49411) 

Digestive System 
Esophagus 
Abdomen, Peritoneum, and Omentum 
Laparoscopy 

e®49411 T5 Placement of interstitial device(s) for radiation therapy guidance (eg, fiducial markers, 000 3.82 
dosimeter), percutaneous, intra-abdominal, intra-pelvic , and/or retroperitoneum 
including image guidance, if performed, single or multiple 

(For laparoscopic placement, use 49327) 

(Report supply of device separately) 

(For imaging guidance, see 76942, 77002, 77012, 77021) 

(Eor percutaneous Qlacement of interstitial device[s] for intra-thoracic radiation 
theraJ2y guidance, use 32553) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 4 



CPT Code Track- CPT Descriptor Global WorkRVU 
(•New) ing · Period Recommendation 

Num-
ber 

Male Genital System 
Prostate 
Other Procedures 

E 55876 Placement of interstitial device( s) for radiation therapy guidance ( eg, fiducial markers, 000 1.73 
dosimeter), percutaneous, prostate (via aeeelle, any appreaeh), single or multiple 

(No Change) 

Radiology 
Diagnostic Ultrasound 

76950 
Ultrasonic guidance for placement of radiation therapy fields XXX 0.58 

(For placement of interstitial device[s] for radiation therap:y gllidance, see 31627, (No Change) 
32553 49410 49411 55876) 

Radiologic Guidance 
Computed Tomography Guidance 

77014 
Computed tomography guidance for placement of radiation therapy fields 

XXX 0.85 

(For placement of interstitial device[s] for radiation therap:y g)!idance, w;esee 31627, (No Change) 
32553,49410,49411,558760 

Radiation Oncology 
Radiation Treatment Delivery 

77421 Stereoscopic X-ray guidance for localization of target volume for the delivery of 
XXX 0.39 

radiation therapy (No Change) 

(Do not report 77421 in conjunction with 77432, 77435) 

(For placement of interstitial device[ s] for radiation therapy guidance, pre state, w;esee 
31627,32553,49410,49411,55876) -

**Tracking Code Numbers T3 and T4 were rescinded by the CPT Editorial Panel 
CPT five-digit codes, tVI!o-digit modifiers, and descriptions only are copyright by the American Medical Association. 5 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 31626 

CPT Code:31626 Tracking Number T1 Specialty Society Recommended RVU: 4.16 

Global Period: 000 RUC Recommended RVU: 4.16 

CPT Descriptor: Bronchoscopy, rigid or flexible, including fluoroscopic guidance; with placment of fiducial markers, 
single or multiple .. (Report supply of device separately) (Use 31626, in conjunction with 31615, 31627, 31623-31631, 
31635, 31636, 31638-31643) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 65-year-old smoker with COPD and lung cancer undergoes bronchoscopy to place fiducial 
markers into the airways or lung parenchyma. 

Percentage of Survey Respondents who found Vignette to be Typical: 89% 

Percent of survey respondents who stated they perform the ·procedure; In the hospital 68% , In the ASC 68%, In the 
office 5% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 68% 

Is moderate sedation inherent to this procedure in the office setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 100% 

Is moderate sedation inherent in your reference code (Office setting)? Yes 
Is moderate sedation inherent in your reference code (Hospital/ASC setting)? Yes 

Description of Pre-Service Work: • Hospital outpatient or ASC admission and preprocedural work-up, review of 
records, communication with other professionals, patient and family. 
• Obtain informed consent. 
• The physician and staff dress· in a disposable gown, non-sterile gloves, and protective eyewear before the 
procedures. Don lead apron for fluoroscopic guidance, if used. 
• Preparing and positioning the patient and equipment. 
• The physician examines the patient to verify that the patient can undergo the procedure. . 
• The physician verifies the identity of the patient and the procedure to be performed in accord with JCAHO 
regulations. 

·Description of Intra-Service Work: • The patient is placed on supplemental oxygen in the bronchoscopy suite which 
has resuscitative equipment in place. 
• An IV is started and the physician supervised the nebulized adniinistration of inhaled topical anesthesia. 
• The physician next applies local topical anesthesia to the propharynx and nasopharanx. 
• The physician than supervises administration of moderate sedation while a registered nurse or physician assistant 
properly monitors the pulse, blood pressure, SP02, and ECG. 



CPT Code: 31626 
• The physician inserts the bronchoscope through the upper airways noting any abnormalities. The vocal cords are 
visualized and the structure and function are noted. 
• Pre-mark the needle-catheter or dye marker delivery tool and place a tool-limit mark on the proximal side of tht> 
tool.Navigate and reach the desired targeted tumor(s). Load the syringe with the desired dye marker volume. Tl 
bronchoscope is advanced into the tracheobronchial tree noting any abnormalities. Load the syringe and/or catheter with 
the desired dye marker volume or fiducial marker. Insert the marker delivery tool into the catheter channel. Imaging 
(fluroscopy, ultrasound, or other) is used to verify placement and position of the delivery catheter or dye marker tool. 
Inject the dye marker into the soft lung tissue at target locations. Typically a median of 4 fiducial markers are placed. 
Remove the needle catheter or dye marker delivery tool. 
• All steps in previous points are repeated until all targeted lesions and all markers have been placed. 

Description of Post-Service Work: • The physician examines the patient post-bronchoscopy and pre-discharge from 
the facility to ascertain that no complications, such as bleeding, plugging, or shortness of breath have occurred. 
• The fmdings from the bronchoscope are explained to the patient and/or family/friend 
• The physician again reinforces previous instructions about post-procedure complications. 
• The physician communicates results to the referring physician. 



CPT Code: 31626 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4t2009 

Presenter(s): Drs. Scott Manaker, Alan Plummer, Burt Lesnick and Kevin Kovitz 

Specialty(s): American College of Chest Physicians (ACCP} and American Thoracic Society (STS} 

CPT Code: 31626 

Sample Size: 110 'Resp N: 38 I Response: 34.5 % 

Sample Type: Panel 

Low 251
h octl Median* 75th octl Hi.9.h 

Service Performance Rate 1.00 5.00 10.00 28.75 70.00 

Survey RVW: 1.00 4.00 4.16 5.43 10.00 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 10.00 30.00 45.00 60.00 100.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total mmutes per E/M VISit: 99291 (70}; 99292 (30}; 99231 (20}; 99232 (40}; 99233 (55}; 99238(38}; 
99239 (55}; 99211 (7}; 99212 (16}; 99213 (23}; 99214 (40}; 99215 (55}; 99354 (60}; 99355 (30}; 99356 (60}; 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: )31626 Recommended Physician Work RVU: 4.16 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 19.00 19.00 0.00 

Pre-Service Positioning Time: 1.00 1.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 5.00 0.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
31629 

Global 
000 

WorkRVU 
4.09 

CPT Code: 31626 

Time Source 
RUC Time 

CPT Descriptor Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; with transbronchial needle 
aspiration biopsy(s), trachea, main stem and/or lobar bronchus(i) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
31622 000 2.78 RUC Time 92,211 
CPT Descriptor 1 Bronchoscopy, rigid or flexible, including fluoroscopic guidance; diagnostic, including cell washing, 
when performed 

MPC CPT Code 2 
31600 

Global 
000 

Work RVU Time Source 
7.17 RUC Time 

CPT Descriptor 2 Tra,cheostomy, planned (separate procedure) 

Other Reference CPT Code 
31628 

Global 
000 

WorkRVU 
3.80 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

40,512 

CPT Descriptor Bronchoscopy, rigid or flexible, including fluoroscopic guidance; with transbronchial lung biopsy(s), 
single lobe 

RELA1'IONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing tin1e data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 26 % of respondents: 68.4 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

31626 31629 

I Median Pre-Service Time II 25.00 II 30.00 

I Median Intra-Service Time II 45.00 II 30.00 

Median Immediate Post -service Time 15.00 20.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 

Median Total Time 85.00 80.00 



._I O_t_he_r_tun_· _e_if_a_,_p_,_pro__._pna_· _te __________ ____.l ._I ------~~~<-----___. 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 
The number of possible diagnosis and/or the number of I 3.26 II 
management options that must be considered ...__ ___ _, '--------' 

3.15 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____4_.~ _ ___J,,L_ __ 4._1_9 _ __, 

~lu_r=~-n~cy~of_m_ed_oca_l_d_~_is_io_n_ma_nn~g~---------------~~~~--2_.7_6_~1._1 __ 2_.7_3 _ __, 

Technical Skill/Physical Effort (Mean) 

<-IT_~_hni_·cal_s~_-_I_r~~ir_ed ___________ ___,l._l __ 3_.7_6_~1<-1 ___ 3_.6_5 _ __, 

Ll P_hy::....s_ica_l_e_ffo_rt_r_eqw.!...-·red ____________ ____JI ._I _4_.2_0_~11.___ __ 4_.00 __ _. 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality 11<-__ 3_.5_0 _ _.1 ~~ ____ 3_.5_0 ____ ...J 

._I Ou_tco __ m_e_de_,_pe_n_ds __ on_th __ e _s~_· _1 and_.::....ju_dgm;::.._e_n_t o_f_,_p~hy'-s_ic_ian _____ ~ll<-__ 4_.7_6_~1 L-1 __ 4_.1_5 _ ___,~ 

<-Es_tima __ ted __ r_is_k_of_ma---'lp'-r_ac_ti_ce_s_ui_t_w_ith-'poo,____r o_u_tc_o_m_e _____ ___,~ ...___3_.9_6_~1 <-1 __ 3_.7_3 _ __, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments <Mean) 

CPT Code Reference 
Service 1 

.... 1 P_re_-_se_rv_i_ce_i_nt_ens---=ity'-/co __ mp...:._le_xi....:cty ________________ ___.l ._1 __ 3_.8_8_~1 ._I __ 3_.5_3 _ __, 

._I Intr __ a_-S_e_rv_ic_e_in_te_ns_i..=.ty_lc_om_p=-l_eXI_·ty=-----------------~'1 4.38 11._ __ 4_.1_1 _ __, 

._I P_o_st_-S_erv __ ic_e _in_te_ns_ity.:!../_co_m_,p'-le_x-'ity,___ _____________ ___JI ._I __ 3_.6_5_ ...... 11L...__3_._50 __ ___. 

Additional Rationale 

CPT Code: 31626 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
The Practice Management Committee of the American College of Chest Physicians (ACCP) and the Clinical Practice 
Committee of the American Thoracic Society (ATS) independently reviewed the survey data and the practice expense 
inputs and are submitting their consensus recommendation for RUC review. 



CPT Code: 31626 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

[g] The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. This service is typically performed by the same physician. For 2010, it is expected that this code 
will be reported with other bronchoscopy codes, 31615, 31623-31631, 31635, 31636, 31638-31643,3262X7. 
The Multiple Endoscopy Rule applys: total reimbursement is the full reimbursement for the most complex 
bronchoscopic procedure and the sum of the differences in reimbursement between each of the less complex 
codes and the base bronchoscopy code for a single patient. This means that other than the first reported highest 
RVU bronchoscopy code reported (eg, 31628, 31629), that each additional bronchoscopy code reported has-
2.78 RVUs subtracted from the total RVW for that code, if reported alone.The surveyees were asked what other 
codes are typicall reported in addition to this code, and the response was: 

31628 Bronchoscopy, rigid or flexible, including fluoroscopy; with transbronchiallung biopsy, single lobe (000) 
3.80RVW 30/40/20=90 +add-on code for planning and navigation, 3162X7 Bronchoscopy, rigid or flexible, including 
fluoroscopic guidance; with computer-assisted, image-guided navigation (ZZZ) +2.00RVW (if approved by CMS in the 
Nov. Final Rule) 
Typical Scenario for 2009 Reporting of Bronchoscopic Placement of Fiducial Markers 
CPT Code Descriptor Global Period Work RVU Pre/intra/post TIME (min) 
31628 Bronchoscopy, rigid or flexible, with or without fluoroscopy; with trans bronchial lung biopsy, single lobe 

000 3.80 30/40/20=90 
31629 Needle aspiration biopsy 000 4.09 30/30/20=80 
31622 Base Bronchoscopy code included in 3162X6 000 2. 78 20/30115=65 
3162X6With placement of fiducial markers, single or multiple 

31623 Brushings 
31624 Lavage 

FREQUENCY INFORMATION 

000 Subtract 2.78 from final RVU because reported with 31628, 31629 

000 
000 

2.88-2.78 = 0.10 20/30/20=70- 65 = 5 
2.88-2.78 = 0.10 20/30/20=70- 65 = 5 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlistec 
code is reviewed) 31899 unlisted code: see CPT Assistant, March 2008 said to report 76499, unlisted diagnostic 
radiographic procedure 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 



.. ~· CPT Code: 31626 

Specialty Pulmonary Medicidne How often? Sometimes 

Specialty Thoracic Surgery How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 1000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. To date, both surveys indicate that this procedure is performed by 
Thoracic Surgeons 10% of the time. 

Specialty Pulmonary Medicine Frequency 900 Percentage 90.00 % 

Specialty Thoracic Surgery Frequency 100 Percentage 10.00 % 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 500 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 

explain the rationale for this estimate. 50% is a guess 

Specialty Pulmonary Medicine Frequency 450 Percentage 90.00 % 

Specialty Thoracic Surgery Frequency 50 Percentage 10.00% 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 32553 

_;pT Code: 32553 Tracking Number T2 Specialty Society Recommended RVU: 4.99 

Global Period: 000 RUC Recommended RVU: 3.80 

CPT Descriptor: Placement of interstitial device(s) for radiation therapy guidance (eg, fiducial markers, dosimeter), 
percutaneous, intra-thoracic, single or multiple 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 67-year-old male presents with a stage lA non-small cell lung cancer in the right upper 
lobe. The patient has gold tracking fiducial implants inserted using a transthoracic approach. 

Percentage of Survey Respondents who found Vignette to be Typical: 87% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC P%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
~ &M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 94% 

Is moderate sedation inherent to this procedure in the office setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 100% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 
-Discuss procedure details, including alternatives and risks with the patient and family and informed consent is reviewed 
-Estimate the range of devices that may be required and ensure all are available for use 
-Ensure all technical personnel have been familiarized with the procedure and are fully familiar with all required devices 
-Re-review applicable, available prior films 

Description of Intra-Service Work: 
-Check IV set up 
-Supervise the positioning of the patient in a supine position 
-Administer moderate sedation 
-Prep and drape the chest 
-Confirm tumor localization 

.pply local anesthesia for three needle entry sites 
-introduce preloaded gold fiducial markers into the periphery of the tumor in a triangular array 
-Confirm placement of markers is within 2 mm of the tumor margin 
-Verify complications such as bleeding, hematoma, and pneumothorax have not occurred 

34 



Description of Post-Service Work: 
- Dictate operative report 
- Review, revise and sign final report 

CPT Code: 32553 

- Communicate to the family and oncologist concerning number of markers placed and their location with respect to vi 
organs 
- Discuss outcome with patient and family; remove family from location of flducials 

35 



CPT Code: 32553 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2009 

Presenter( s): 
Geraldine McGinty, MD, Ezequiel Silva, MD, Sean Tutton, MD, Gerald Niedzwiecki, MD, 
Robert Volgelzang, MD 

-
pecialty(s): SIR,ACR 

CPT Code: 32553 

Sample Size: 450 'Resp N: 31 I Response: 6.8 % 

Sample Type: Panel 

Low 25th pctl Median* 75thpctl Hrn_h 

Service Performance Rate 2.00 6.00 10.00 20.00 100.00 

SurveyRVW: 4.40 5.30 5.70 7.60 15.00 

Pre-Service Evaluation Time: 40.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 1.00 30.00 45.00 60.00 120.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1 b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 132553 Recommended Physician Work RVU: 4.99 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-service Time 

Pre-Service Evaluation Time: 19.00 19.00 0.00 

Pre-Service Positioning Time: 1.00 1.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 5.00 0.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

""~ischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Jffice time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 32553 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
32998 

Global 
000 

WorkRVU 
5.68 

Time Source 
RUCTime 

CPT Descriptor Ablation therapy for reduction or eradication of one or more pulmonary tumor( s) including pleura or 
chest wall when involved by rumor extension, percutaneous, radiofrequency, unilateral 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
52276 

Global Work RVU 
000 4.99 

Time Source 
RUCTime 

CPT Descriptor 1 Cystourethroscopy with direct vision internal urethrotomy 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code Global 

CPT Descriptor 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

12,967 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 16 % of respondents: 51.6 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT CodE.: CPT Code: RUCTime 

32553 32998 

I Median Pre-Service Time II 25.00 II 45.00 

I Median Intra-Service Time II 45.00 II 60.00 

Median Immediate Post-service Time 20.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 

Median Total Time 90.00 135.00 
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~...I O:...:th::.e::.:.r...::tim::::..:.e..::if...::a:!:.;pp::..:r::.:.op!!:.,;n_·a_te __________ ___.l L-1 ___ --.-JII.___ ____ _, 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of L.. __ 2_.8_8_...JI L-1 __ 3_.1_9 _ __, 
~~~~g~em~en::.:.t~op:...:ti::.:.om~tha_t_m_us_t_be_c_o_m~id:...:e_rro ______ _...J · 

The amount and/or complexity of mroical records, diagnostic 
tests, and/or other information that must be reviewro and analyzed 

.___3_.5_6_.....~1 L-1 __ 3._50 _ ___. 

~...1 U:.:r~ge:.:n:::cy~o:.:f...::m:.:ro::.i::.cal=-=d.:.:ec:...:is:...:io_n_m:...:ak..:.i....;ng:::._ _______ ___.jl .... 1 __ 2_.8_8 _ _,1 ~...I __ 3_.o_o _ __J 

Technical Skill/Physical Effort (Mean) 

~...IT:...:ec-=hm=·cal=-=shl::..l::.:.l:...:r~~w:.:·r::.:.ro~----------~~~...1 __ 3_.94_-.....~l~...l __ 4_.o_6_---l 

.... IP_h~ys_icai_e_ffi_o_rt_r~~ul_·rro ____________ ~l .... l __ 3_.5_o _ _,l .... l __ 3_.5_o_~ 
Psychologii:al Stress (Mean) 

I The risk of significam complicatiom, morbidity and/or mortality I ~...1 __ 4_.1_3_....~1 L-1 __ 4_.2_5_---11. 

I Outcome depends on the shlll and judgment of physician I .... l __ 4_.o_o_....~l .... 1 __ 4_.1_3_~ 

\stimatro risk of malpractice suit with poor outcome I .... 1 __ 3_.1_9_....~1 .... 1 __ 3_.5_6_~ 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

IL..Pr_e_-S_e_rv_ice_ime_m_i...::ty_lco_m .... pl_ex_i .... ty _________ __.II.____3_.1_9_...JI .... 1 __ 3_.6_0 _ __, 

~...IIntra __ -s_e_rv_ice_in_te_m_i~ty-/co_m.:...pl_eXJ_.ty..::._ ________ ___.jlj 4.00 I ~...1 __ 4_.o_o_-.....~ 

L..IP_o_~-_s_erv_l_·ce_l_·n_re_m:...:ity~/-co_m~p_le_XJ~·ty~----------'1 .... 1 __ 3_.2_5 _ _,1~...1 __ 3_.5_3_-.....~ 

Additional Rationale 

CPT Code: 32553 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
TWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
~commendations for the appropriate formula and format. 

ACR and SIR convened a panel that included a number of physicians familiar with this service to review the 
RUC survey data. The reference code selected most commonly was code 32998 (Ablation therapy for 
reduction or eradication of one or more pulmonary tumor(s) including pleura or chest wall when involved by 
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CPT Code: 32553 
tumor extension, percutaneous, radiofrequency, unilateral) with a work value of 5.68. The median work value 
for 32553 is 5.70, which was slightly higher than the reference service code. The panel felt the services are 
generally comparable since 3 or more separate fiducial placements are necessary, each requiring a new and 
different site of access and placement. Additionally, some of the intra-service time for 32988 is associated 
with the relatively low intensity work -of waiting for thermal heating cycles to occur which accounts for the 
lower IWPUT of the reference service at 0.070. Further, as compared to 49411, there is additional time and 
effort is required to assess and evaluate for pneumothorax as it relates to placement of the additional markers. 
We believe that the fiducial marker placement codes can be likened to the placement of three central lines 
(36556) sequentially in the same patient. While it is difficult to accurately value that scenario, the example 
supports the higher intensity of32553 as compared to the reference service. 

We also recognize that our respondents included pre-service time above the standard RUC package applicable 
to this service. We recommend removing the pre-service time above those in the package and we 
recommended removing those RVUs from the 25th percentile value as well. 

The panel recommends a value just below 25th percentile with a work value of 4.99 with the median physician 
time adjusted to the appropriate pre-service package of 39 min pre, 45 min intra, and 20 min post, which is 
considered appropriate for code 32553. The IWPUT for the reference service is 0.070. The IWPUT is 0.083 
for code 32553 reflecting the difference in intensity discussed above. 

Oth 000 d u . I d er co es or companson me u e, 

Work 
Pre Intra Post 

RVU 

32550 4.17 40 30 20 
Insertion of indwelling tunneled pleural 
catheter with cuff 

Hysteroscopy, surgical; with sampling 
58558 4.74 30 40 20 (biopsy) of endometrium and/or 

polypectomy, with or without D & C 

These services have time and intensity in the same range as 3255X and support the societies' recommendation 
at4.99 RVU. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
~ Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
~ Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
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CPT Code: 32553 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

3255X plus 
-+. Global 000 
5. WorkRVU 4.99 
6. Pre 39 
7. Intra 45 
8. Post 20 
9. Total 104 
10. 

FREQUENCY INFORMATION 

77002 or 
XXX 

.54 

12 

77012 or 
XXX 

1.16 

22 

76942 or 
XXX 

.67 

30 

30 

77021 
XXX 

1.50 
20 
42.50 
15 

77.50 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 32999 and modality specific imaging guidance code 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. · 

Specialty Radiology How often? Rarely 

Specialty Interventional Radiology How often? Rarely 

<\pecialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 4251 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Code 32999 was previously used to report 3255X. The 2007 Medicare 
data estimates codes 32999 was billed approximately 1417. The overall number of services for 3255X in a one year 
period is estimated to be 4251. 

Specialty Radiology Frequency 1870 Percentage 43.98 % 

Specialty Interventional Radiology Frequency 382 Percentage 8. 98 % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
1 ,417 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Code 32999 was previously used to report 3255X. The 2007 Medicare 
data estimates codes 32999 was billed approximately 1417. Diagnostic radiology accounts for 628 and interventional 
radiology 123. 

Specialty Radiology Frequency 628 Percentage 44.31 % 

Specialty Interventional Radiology Frequency 123 Percentage 8.68 % 

J:lecialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 
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CPT Code: 32553 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. CPT 31628 is a more reasonable crosswalk. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 4941'l 

CPT Code: 49411 Tracking Number TS Specialty Society Recommended RVU: 4.59 

Global Period: 000 RUC Recommended RVU: 3.82 

CPT Descriptor: Placement of interstitial device(s) for radiation therapy guidance (eg, fiducial markers, dosimeter), 
percutaneous, intra-abdominal, intra-pelvic (except prostate), and/or retroperitoneum), single or multiple 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 71-year-old female presents with an unresectable pancreatic adenocarcinoma in the head of 
the pancreas. She has gold tracking fiducial implants inserted using a percutaneous approach. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 100% 

Is moderate sedation inherent to this procedure in the office setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 100% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 
-Discuss procedure details, including alternatives and risks with the patient and family and informed consent is reviewed 
-Estimate the range of devices that may be required and ensure all are available for use 
-Ensure all technical personnel have been familiarized with the procedure and are fully familiar with all required devices 
-Re-review applicable, available prior films 

Description of Intra-Service Work: 
-Check IV set up 
-Supervise the positioning of the patient in a supine position 
-Administer moderate sedation 
-Prep and drape the abdomen 
-Confirm tumor localization 
-Apply local anesthesia for three needle entry sites 
-Introduce preloaded gold fiducial markers into the periphery of the tumor in a triangular array 
-Confirm placement of markers is within 2 mm of the tumor margin 
-Verify complications such as bleeding and hematoma have not occurred 



Description of Post-Service Work: 
- Dictate operative report 
- Review, revise and sign final report 

CPT Code: 49411 

-Communicate to the family and oncologist concerning number of markers placed and their location with respect to vi 
organs 
- Discuss outcome with patient and family; remove family from location of fiducials 



CPT Code: 49411 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4/2009 

Presenter(s): Geraldine McGinty, MD, Ezequiel Silva, MD, Sean Tutton, MD, Gerald Niedzwiecki, MD, 
Robert Volgelzang, MD 

Specialty(s): SIR, ACR 

CPT Code: 49411 

Sample Size: 450 'Resp N: 30 I Response: 6.6 % 

Sample Type: Panel 

Low 25th octl Median* 75th DCtl High 

Service Performance Rate 1.00 5.00 10.00 15.00 50.00 

Survey RVW: 4.30 4.88 6.00 7.25 14.50 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 20.00 30.00 40.00 45.00 60.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 
Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospi~al time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 149411 Recommended Physician Work RVU: 4.59 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 19.00 19.00 0.00 

Pre-Service Positioning Time: 1.00 1.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 5.00 0.00 

Intra-Service Time: 40.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 . 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 



CPT Code: 49411 · 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
48102 

Global 
010 

CPT Descriptor Biopsy of pancreas, percutaneous needle 

KEY MPC COMPARISON CODES: 

WorkRVU 
4.68 

Time Source 
Harvard Time 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global Work RVU Time Source 
52276 000 4.99 RUC Time 

CPT Descriptor 1 Cystourethroscopy with direct vision internal urethrotomy 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

12,967 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 22 % of respondents: 78.5 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: Harvard Time 

49411 48102 

I Median Pre-Service Time II 25.00 II 35.00 

I Median Intra-Service Time II 40.00 II 41.00 

Median Immediate Post-service Time II 20.00 17.00 

Median Critical Care Time II 0.0 0.00 

Median Other Hospital Visit Time II 0.0 0.00 

Median Discharge Day Management Time II 0.0 19.00 

Median Office Visit Time II 0.0 8.00 

Prolonged Services Time II 0.0 0.00 

1 Median Total Time 1~1 120.00 

Other time if appropriate 



INTENSITY /COl\lPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 
The nwnber of possible diagnosis and/or the nwnber of I 2.86 II 
management options that must be considered L----~ '---------' 

2.45 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____3_.18 _ __.1 ._I __ 2.4_5 _ __, 

~...I U_r~ge_n--'cy:.....o_f_m_ed_i_cal_dec_is_io_n_m_aking_·_!::... ________ ~l ._1 __ 2_.7_3_ ....... 1 ~....1 __ 2_.3_6 _ ___, 

Technical Skill/Physical Effort <Mean) 

._IT_ec_run_·cai_sW_._I_re~~-ired ____________ ~l'-1 __ 3_.8_2_ ....... 11~... __ 2_.9_5 _ ___, 

~...I P_h=-ys_ic_al_e_ffi_o_rt_re-"~._ir_ed ____________ ___.l ._1 __ 3_.4_1_ ..... 1 ~...I __ 2_.64 __ _. 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ..___3_.5_0 -----'1 ._I __ 2_.9_1 _ ___, 

._I Ou_tc_o_m_e_de~pe_n_ds_on_th_e_s_w_· I_a_n_d::..ju--'dgm:::..-e_n_t o_f_._p--'hy:.....s_ic_ian ___ _.l ._I __ 3_.8_2_~11...._ __ 3_.1_4 _ ___, 

._I E_s_tima_ted_r_is_k_of_mal___,p,_r_ac_ti_ce_s_ui_t _Wl_·th--'poo'--_r _ou_tco_m_e ___ ___.l ~...I __ 2_.9_5 _ _.11...._ __ 2_.5_5 _ ___, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPfCode Reference 
Service 1 

.... IP_r_e-_Se_~_i_re_~_ens---'ity:...../c_o_m~p_le_xi~ty _________ ___,. l'-1 __ 2_.9_1_ ....... IIL-_2_.4_5 _ ___. 

~...II_ntr_a_-S_e_~_ic_e_in_re_ns_i ...... ty_k_om_p~I-~_ity~-------------'l~...l __ 3_.7_3_~1~...1 __ 2_.9_1_~ 

~...I P_o_st_-S_erv_ic_e _in_te_ns_ity=-/_co_m_,p_Ie_x--'ity:....._ ________ ___.l ._1 __ 2_.7_7 _ _.1 ~....1 __ 2_.4_1 _ ___, 

Additional Rationale 

CPT Code: 49411 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fonnula and fol7flllt. 

ACR and SIR convened a panel that included a number of physicians familiar with this service to review the 
RUC survey data. The reference code selected most commonly was code 48102 (Biopsy of pancreas, 
percutaneous needle) with a work value of 4.68. The panel agreed with the survey respondents that as 
compared to the reference service, there is additional work in 49411 to place 3 or more separate fiducial 



· · · CF"f Code: 49411 

markers since each requires a new and different site of access and placement. However, what was likely not 
considered by the survey respondents was that 48102 is assigned a global period of010 and includes 0.87 
RVUs of post-service work within the global period that would be separately reportable for 49411. This make~ 
the comparative value of 48102 3.81 RVU. 

As such, we believe that the 25th percentile value of 4.88 more closely reflects the work for 49411. 
Additionally, we recognize that the intra-service time for the two codes is approximately the same but consider 
the work of3 or more separate needle placements to be considerably more intense than the work of obtaining 
specimens after a single needle placement. We believe that the fiducial marker placement codes can be likened 
to the placement of three central lines (36556) sequentially in the same patient. While it is difficult to 
accurately value that scenario, the example reflects the higher intensity of 494X2 as compared to the reference 
servtce. 

. 
The panel recommends a value just below 25th percentile with a work value of 4.59 with the median physician 
time adjusted to the appropriate pre-service package of 39 min pre, 40 min intra, and 20 min post, which is 
considered appropriate for code 49411. The IWPUT for the reference service is 0.065. The IWPUT is 0.084 
for code 49411 reflecting the difference in intensity discussed above. 

Oth 000 d £ . 1 d er co es or companson me u e, 

Work 
Pre Intra Post 

RVU 

32550 4.17 40 30 20 
Insertion of indwelling tunneled pleural 
catheter with cuff 

Hysteroscopy, surgical; with sampling 
58558 4.74 30 40 20 (biopsy) of endometrium and/or 

polypectomy, with or without D & C 

These services have time and intensity in the same range as 494X2 and support the societies' recommendation 
at4.59 RVU. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
(gl 

(gl 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 



) 

"--····' ' . ~~. :· : CPT Code: 494'11 

494X2 plus 77002 or 77012 or 76942 or 77021 
Global 000 XXX XXX XXX XXX 

WorkRVU 4.59 .54 1.16 .67 1.50 
Pre 39 20 
Intra 40 30 42.50 
Post 20 15 
Total 99 12 22 30 77.50 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 49999 and modality specific imaging guidance code 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Radiology How often? Rarely 

Specialty Interventional Radiology How often? Rarely 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 3906 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Code 49999 was previously used to report 494X2. The 2007 Medicare 
data estimates code 49999 was billed approximately 1302. The overall number of services for 494X2 in a one year 
period is estimated to be 3906. 

Specialty Radiology Frequency 352 Percentage 9. 01 % 

Specialty Interventional Radiology Frequency 96 Percentage 2.45 % 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
1, 302 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Code 49999 was previously used to report 494X2. The 2007 Medicare 
data estimates code 49999 was billed approximately 1302. Diagnostic radiology accounts for 121 and interventional 
radiology 32. 

Specialty Radiology Frequency 121 Percentage 9.29 % 

Specialty Interventional Radiology · Frequency 32 Percentage 2.45 % 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 



CPT Code:,, 49411 , 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 



CPT Code: 31626 __ _ 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: Bronchoscopy, rigid or flexible, including fluoroscopic guidance; with 
placement of fiducial markers, single or multiple (Report supply of device separately) (Use 31626 
in conjunction with 31615, 31627, 31623-31631, 31635, 31636, 31638-31643) 

Global Period: 000 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: The practice expenses were 
developed by the American College of Chest Physician's (ACCP) Practice Management 
Committee and the American Thoracic Society (ATS) Clinical Practice Committee. There is 
good practice-type and geographic representation with the two pulmonary groups involved. 

Please describe in detail the clinical activities of your staff: 
Pre-Service Clinical Labor Activities: 

• Hospital outpatient and ASC admission and preprocedural work-up, review of 
records, communication with other professionals, patient and family. 

• Obtain informed consent. 
• Dress in gown, non-sterile gloves and eye shield before the procedure. Don lead 

apron for fluoroscopic guidance, if used. 
• Prepare and position the patient and equipment, following instructions by the 

physician. 
• The RN/RT also verifies the identity of the patient and the procedure to be 

performed in accord with JCAHO regulations. 

Intra-Service Clinical Labor Activities: 
• The patient is placed by the RN/RT on supplemental oxygen in the bronchoscopy 

suite which has resuscitative equipment in place. 
• An IV is started by the RN/RT and the physician supervises the nebulized 

administration of inhaled topical anesthesia. 
• The physician next applies local topical anesthesia to the propharynx and 

nasopharanx. 
• Under moderate sedation, administered by the physician, the RN or PA properly 

monitors the pulse, blood pressure, SP02, and ECG. 

Post-Service Clinical Labor Activities: 
• The RN/RT examines the patient post-bronchoscopy and pre-discharge from the 

facility to ascertain that no complications, such as bleeding, plugging, or shortness 
of breath have occurred. 

• The f"mdings from the bronchoscope are also explained to the patient and/or 
family/friend 

• The RNIRT reinforces previous instructions about post-procedure complications. 
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CPT Long Descriptor: 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

000 Day Global Period 

Facility Direct Inputs 

CPT Code:32553 

Placement of interstitial device(s) for radiation therapy guidance (eg, fiducial markers, dosimeter), percutaneous, intra­
thoracic, single or multiple 

Sample Size:_ N/ A __ Response Rate:(%): N/A. __ Global Period: 000 

Geographic Practice Setting %: All geographical practice settings represented 

Type of Practice%: All practice types represented 

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

The SIR and ACR convened a group of radiologists and interventional radiologists from a broad range of geographic 
locations with differing practice circumstances and settings, who typically perform this service. The committee served as the 
consensus panel to finalize these recommendations. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

• Follow-up phone calls and prescriptions 

Post-Service Clinical Labor Activities: 

• Conduct phone calls/call in prescriptions 

Please see corresponding PERC spreadsheet for additional detail. 
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CPT Long Descriptor: 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

000 Day Global Period 
Non-Facility Direct Inputs 

CPT Code:32553 

Placement of interstitial device(s) for radiation therapy guidance (eg, fiducial markers, dosimeter), percutaneous, intra­
thoracic, single or multiple 

Sample Size:_N/A __ Response Rate:(%): N/A'---_Global Period: 000 

Geographic Practice Setting %: All geographical practice settings represented 

Type of Practice%: All practice types represented 

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

The SIR and ACR convened a group of radiologists and interventional radiologists from a broad range of geographic 
locations with differing practice circumstances and settings, who typically perform this service. The committee served as the 
consensus panel to finalize these recommendations. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
• Complete pre-service diagnostic and referral forms 
• Schedule space and equipment in facility 
• Follow-up phone calls and prescriptions 

Intra-Service Clinical Labor Activities 
• Review charts 
• Greet patient and provide gowning 
• Obtain vital signs 
• Provide pre-service education/obtain consent 
• Prepare room, equipment, supplies 
• Prepare and position patient/monitor patient 
• Sedate/apply anesthesia 
• Assist physician in performing procedure 
• Assist physician Conscious Sedation monitoring; Assist physician monitoring 
• Monitor patient following service/check tubes, monitors, drains. Recovery time is typically 2 hours with the 

patient is checked every 20 minutes for a minimum of 5 minutes (equivalent of 6 Level 2 vital checks). 
• Check dressings and wound/home care instructions/coordinate office visits/prescriptions 
• Clean room/equipment 

Post-Service Clinical Labor Activities: 

• Conduct phone calls/call in prescriptions 

Please see corresponding PERC spreadsheet for additional detail. 
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CPT Long Descriptor: 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

000 Day Global Period 

Facility Direct Inputs 

CPT Code:49411 

Placement of interstitial device(s) for radiation therapy guidance (eg, fiducial markers, dosimeter), percutaneous, intra­
abdominal, intra-pelvic (except prostate), and/or retroperitonewn), single or multiple 

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

The SIR and ACR convened a group of radiologists and interventional radiologists from a broad range of geographic 
locations with differing practice circumstances and settings, who typically perform this service. The committee served as the 
consensus panel to finalize these recommendations. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

• Follow-up phone calls and prescriptions 

Post-Service Clinical Labor Activities 

• Conduct phone calls/call in prescriptions 

Please see corresponding PERC spreadsheet for additional detail. 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

000 Day Global Period 

Non Facility Direct Inputs 

CPT Long Descriptor: 

CPT Code:49411 

Placement of interstitial device(s) -for radiation therapy guidance (eg, fiducial markers, dosimeter), 
percutaneous, intra-abdominal, intra-pelvic (except prostate), and/or retroperitoneum), single or multiple 

Geographic Practice Setting %: All geographical practice setting represented 

Type of Practice%: .All practice types represented 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The SIR and ACR convened a group of radiologists and interventional radiologists from a broad range of 
geographic locations with differing practice circumstances and settings, who typically perform this service. 
The committee served as the consensus panel to fmalize these recommendations. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
• Complete pre-service diagnostic and referral forms 
• Schedule space and equipment in facility 
• Follow-up phone calls and prescriptions 

Intra-Service Clinical Labor Activities 
• Review charts 
• Greet patient and provide gowning 
• Obtain vital signs 
• Provide pre-service education/obtain consent 
• Prepare room, equipment, supplies 
• Prepare and position patient/monitor patient 
• Sedate/apply anesthesia 
• Assist physician in performing procedure 
• Assist physician Conscious Sedation monitoring; Assist physician monitoring 
• Monitor patient following service/check tubes, monitors, drains. Recovery time is typically 2 

hours with the patient is checked every 20 minutes for a minimum of 5 minutes (equivalent of 6 
Level2 vital checks). 

• Check dressings and wound/home care instructions/coordinate office visits/prescriptions 
• Clean room/equipment 

Post-Service Clinical Labor Activities: 
• Conduct phone calls/call in prescriptions 

Please see corresponding PERC spreadsheet for additional detail. 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

February 2009 

Navigational Bronchoscopy 

In October 2008 the CPT Editorial Panel created a new add-on code to describe the pre-planning, real time navigation of the bronchus 
or placement of fiducial markers. 

The RUC reviewed the specialty society recommendation for 31627 Bronchoscopy, rigid or flexible, with or without fluoroscopic 
guidance; with computer-assisted, image-guided navigation and agreed with the physician time and work presented and supported by the 
survey median (60 minutes intra-service time and work RVU = 2.00). The RUC agreed that the physician work required for 
planning/mapping, downloading CT information and registering information typically would take 30 minutes and the actual performance 
of directional bronchoscopy would take an additional30 minutes. The RUC compared 31627 to 31637 Bronchoscopy, rigid or flexible, 
with or without fluoroscopic guidance; each additional major bronchus stented (work RVU = 1.58, intra-service time= 30) and 
determined this supported the physician time and work required to perform 31627 as 3163 7 does not include an additional 30 minutes of 
planning and mapping. The RUC recommends a work RVU of2.00 for code 31627. 

Practice Expense 
The RUC recommends the specialty society recommended practice expense inputs for the non-facility setting as attached. 

New Technology 
The RUC recommends that code 31627 be placed on the new technology list for future review. 

Modifier -51 Exempt 
The RUC recommends that code 31627 be placed on the Modifier-51 Exempt list as this procedure is typically performed with another 
procedure. The RUC recommended value is based on its Modifier -51 exempt status. 

Moderate Sedation 
The RUC recommends that 31627 be added to the Moderate Sedation List. 

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



CPT Code Track- CPT Descriptor Global WorkRVU 
(•New) ing Period Recommendation 

Num-
: 

ber 

0 31622 Bronchoscopy, rigid or flexible, including with Of without fluoroscopic guidance 000 ' 
2.78 

when performed; diagnostic, with Of without cell washing when performed 
(separate procedure) (No Change) 

0•+31627 E1 with computer-assisted, image-guided navigation (List separately in 
zzz 2.00 

addition to code for primary procedure[ s]) 

(31627 includes 30 reconstruction. Do not report 31627 in conjunction with 
76376, 76377) 

(Use 31627 in conjunction with 31615, 31622-31631, 31635, 31636, 31638-
31643) 

2 
CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Coc;le: 31627 

~PT Code:31627 Tracking Number El Specialty Society Recommended RVU: 2.00 

Global Period: ZZZ RUC Recommended RVU: 2.00 

CPT Descriptor: Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; with computer-assisted, image­
guided navigation 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 65-year-old smoker has a single 9.0 mm lung nodule on CT of the chest. The peripheral 
nodule is not amenable to biopsy by routine bronchoscopy, so the patient is scheduled for navigational bronchoscopy. 

Percentage of Survey Respondents who found Vignette to be Typical: 94% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

.;; moderate sedation inherent to this procedure in the Hospital/ ASC setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 74% 

Is moderate sedation inherent to this procedure in the office setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 19% 

Is moderate sedation inherent in your reference code (Office setting)? Yes 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? Yes 

Description of Pre-Service Work: 

Description of Intra-Service Work: 
Planning Phase: 
Pre-service part of intra-service physician work for the add-on code 
Previously acquired CT scan of the lungs is imported into the planning laptop with special software for performing 
navigational bronchoscopy; a three-dimensional image of the patient's lungs is generated by the planning software; the 
physician marks the anatomical points and target lesion(s) on the virtual and CT images; the virtual and CT images are 
used to plan the path that the guide catheter (extended working channel) and the steerable navigation catheter (locatable 
guide) will follow in the bronchial tree; and the patient's virtual plan is saved and exported to a flash drive. 

Navigation Phase - intra-service physician work 
The patient's virtual plan is downloaded into the computer; moderate sedation is administered; The guide catheter and 

~erable navigation catheter are inserted together (one inside the other) into the bronchoscope channel; CT images and 
..eering directions on the monitor are used by the physician to navigate the guide catheter and steerable navigation 

catheter in real-time to target areas; the guide catheter is locked in place and the steerable navigation catheter is 
removed; and endobronchial tools are inserted through the guide catheter are used to collect tissue samples that are 
separately billed as a biopsy. 
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CPT Code: 31627 
SURVEY DATA 
RUC Meeting Date (.mm/yyyy) 101/2009 

Presenter(s): Drs. Eric Edell, Scott Manaker (ACCP) and Alan Plummer (ATS) 

Specialty(s): ACCP and ATS 

CPT Code: 31627 

Sample Size: 110 'Resp N: 53 I Response: 48.1 % 

Sample Type: Convenience 

Low 25th octl Median* 75th __12_Ctl Hjg_h 
Service Performance Rate 2.00 10.00 20.00 47.75 250.00 

Survey RVW: 1.00 1.80 2.00 3.19 14.08 

Pre-Service Evaluation Time: 0.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 20.00 46.25 60.00 90.00 230.00 

Immediate Post Service-Time: 0.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); ~~~~;jts( 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: Select Pre-Service Package 

CPT Code: j31627 Recommended Physician Work RVU: 2.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 0.00 0.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-service Time: 60.00 

Immediate Post Service-Time: 0.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? Yes 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

.KEY REFERENCE SERVICE: 

Key CPT Code 
31637 

Global 
zzz 

WorkRVU 
1.58 

CPT Code: 31627 

Time Source 
RUCTime 

CPT Descriptor Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; each additional major bronchus 
stented (List separately in addition to code for primary procedure) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference cOdes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
94010 XXX 0.17 RUCTime 1,273,273 
CPT Descriptor 1 Spirometry, including graphic record, total and timed vital capcity, expiratory flow rate 
measurement(s), with or without maximal voluntary ventilation 

MPC CPT Code 2 
95810 

Global 
XXX 

WorkRVU 
3.52 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

271,044 

CPT Descriptor 2 Polysomnography; sleep staging with 4 or more additional parameters of sleep, attended by a 
technologist 

Jther Reference CPT Code 
31620 

Global 
zzz 

WorkRVU 
1.40 

Time Source 
RUCTime 

CPT Descriptor Endobronchial Ultrasound (EBUS) during bronchoscopic diagnostic or therapeutic intervention(s) (List 
separately in addition to code for primary procedure(s)) 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 14 % of respondents: 26.4 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPr Code: CPrCode: RUCTime 

31627 31637 

I Median Pre-Service Time II 0.00 II 0.00 

I Median Intra-Service Time II 60.00 II 30.00 

I Median hnmediate Post-service Time 0.00 0.00 

edian Critical Care Time 0.0 0.00 

11vfedian Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

I Prolonged Services Time 0.0 0.00 
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I Median Total Time II 60.00 II ~0-ili-~--tim-.-e-n_a_p_p_ro_p_na-.-re----------------------~~------~~--------~ 
30.00 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The nwnber of possible diagnosis and/or the nwnber of ..__4_.2_1 _ __.11 
management options that must be considered ..__ ____ __. 

4.00 

The arnoWit and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-4_.5_0 __ ~1~1 ___ 4_.1_4 __ ~ 

Ll U:..:r~ge:.::n:.::..:cy:...o:..:.f.=.m:..:.edi:..:.cal;:.:::_dec.;,.,;..;_is_i_on_making.....=:..:. ~----------~~ .._I __ 3_.7_1 _ __,1 ._I __ 3_.8_5 -~ 

Technical SkiiiiPhysical Effort (Mean) 

Ll T;..:.ec.;.;;;hni:::: . ..;_cal_s_kil_l_re....!oqwr_· _ed __________ ____,JI L...l __ 4_.64 __ ----JI L...l __ 4_._29_-----J 

L:l P=h~ys=ical:.:::....e..:..ffi..:..ort.........;.;reqwr~·-ed ___________ ----11 L-1 __ 4_.2_1_-..~1 L...l __ 4_.o_o _ ___,J 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality I .... 1 __ 4_.0_7_--JI L-1 __ 4_.2_9 _ __, 

L.l Ou.:.:..:tc:..:o;.::m:.:.e..:depe~.:::nds::....:.o:.:.n..::.th:...e_skil:... . ..:..l:.::and~judgm==ent.:.:....:..of:....!p:.::h~ys:.:.ic:.::ian~--......J' L.I __ 4_.7_8_.....JI .... 1 __ 4_.64 __ _, 

L.:l Es=tima=t...,.ed:....ns_· _k...,.o ..... r mal.........;_;~pra_c_ti_ce_sw_·t_WI_·th~poo_r_ou_t_co:....m_e ___ ____,JI .... 1 __ 3_.7_1_--JI L-1 __ 3_.7_9_----l 

INTENSITY/COMPLEXITY MEASURES 

Time Segments <Mean) 

CPI' Code Reference 
Service 1 

L:l&....._~..:..~:..:.~_i_ce_~_ens~ity~/-co_m~p_le_xi~ty ___________ ----JIL...I ___ ~IL...I ________ __. 

L:lmrr:.::.:.:a_-S:..:e:...~_oc_e_~_ens __ i~ty_k_o_m~pl_e~_·ty~------------------~'L...I __ 4_.4_3_-..~IIL...-__ 4_._11 __ ~ 

L:IP..:o:..:st..:-~:.::~~ice:...=~:::e;.::ns:.:.ity~/...,.c...,.om~p~le.:..~:..:·ty~--------------------l'L-1 ------l~L~----~ 

Additional Rationale 

CPT Code: 31627 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Valt.. 
Recommendations for the appropriate foT71UJ,/a and fo177U11. 
The American College of Chest Physician's Practice Management Committee and the American Thoracic Society's 
Clinical Practice Committee reviewed the survey data and the practice expense inputs and are submitting their consensus 
documents for RUC review. 
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CPT Code: 31627 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

[81 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibi~ity to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. Typical Scenario for 2008 Reporting of Navigational Bronchoscopy 

3. CPT Code Descriptor Global Period Work RVU Pre/intra/post 
4. 31628 Bronchoscopy, rigid or flexible, with or without fluoroscopy; with transbronchiallung biopsy, single 

lobe 000 3.80 30/40/20=90 
.>. 76499 Unlisted diagnostic radiographic procedure- for planning NA NA NA 
6. 31899 Unlisted procedure of the trachea or bronchi- for navigation NA NA NA 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 31899 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pulmonary Medicine How often? Sometimes 

Specialty Thoracic Surgery How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 4000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. surveyees provided percentage 

Jecialty Pulmonary Medicine Frequency 3600 Percentage 90.00 % 

Specialty Thoracic Surgery Frequency 400 Percentage 10.00 % 

Specialty Frequency 0 Percentage 0.00 % 
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CPT Code: 31627 
Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
2,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We estimated that the Medicare population is 50%. 

Specialty Pulmonary Medicine Frequency 1800 Percentage 90.00 % 

Specialty Thoracic Surgery Frequency 200 Percentage 10.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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CPT Code:31627 -AMA/Specialty Society RVS Update Committee Recommendation 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

ZZZ Global Period 
Non-Facility Direct Inputs 

-Facility (if staff paid by physician and not bill separately, ie. NP/P A) and 

CPT Long Descriptor: Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; with 
computer-assisted, image-guided navigation 

Process used to develop your PE recommendation: The practice expenses were developed by the ACCP 
Practice Management Committee and the American Thoracic Society Clinical Practice Committee. There is 
good practice-type and geographical representation with the two pulmonary groups involved. 

Please describe the clinical activities of your staff: Intra-Service Period Clinical Staff Labor: 
Pre-Operative 

• Navigation system is prepared. Room configuration is checked/verified 
____ • Bronchoscope is prepped with local guide catheter and endoscopic tools are marked 

• Sensors are attached to the patient and patient is positioned over location board 
• System operation and patient position are checked 

Navigation phase 
• RN assists in moderate sedation or general anesthesia of patient, when performed in OR 
• Assist physician during the procedure which includes handling the locator guide, bronchoscope 

and breathing tube 
• Monitor and manage system operations with both remote and touch screen, toggle between 

targets per physician instruction 
Post-Operative 

• Assist in shut down of navigation system 

PHYSICIAN ACTMTES FOLLOW: 
Planning Phase: 
Pre-service part of intra-service physician work for the add-on code 

• Previously acquired CT scan of the lungs is imported into the planning laptop with special 
software for performing navigational bronchoscopy. 

• A three-dimensional image of the patient's lungs is generated by the planning software. 
• The physician marks the anatomical points and target lesion(s) on the virtual and CT images. 
• The virtual and CT images are used to plan the path that the guide catheter (extended working 

channel) and the steer able navigation catheter (locatable guide) will follow in the bronchial tree. 
• The patient's virtual plan is saved and exported to a flash drive. 

Navigation Phase- intra-service physician work 
• The patient's virtual plan is downloaded into the computer. 
• Moderate sedation is monitored. 
• The bronchoscope is inserted. 
• The guide catheter and steer able navigation catheter are inserted together (one inside the other) 

into the bronchoscope channel. 
• CT images and steering directions on the monitor are used by the physician to navigate the guide 

catheter and steer able navigation catheter in real-time to target areas. 
• The guide catheter is locked in place and the steer able navigation catheter is removed. 
• Endobronchial tools are inserted through the guide catheter are used to collect tissue samples that 

are separately billed as a biopsy. 
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A B c 0 I E F I G I 
1 31628 31627 I 

Meeting Date: January 29-February 1, 2009 Bronchoscopy, rigid or with computer- assisted I 
AMA Specialty Society RVS Update Committee Recommendation flexible, with or without image-guided navigatio· 

2 CMS Staff fluoroscopic guidance; 

3 LOCATION Code Type Non Facility 1 Facility Non Facility 1 Facility 
4 GLOBAL PERIOD XXX I XXX zzz. zzz. I --- --- --- -----

TOTAL CUNICAL LABOR TIME ! 5 171.0 ' 0.0 75.0 0.0 ---- ---
! 6 RN CLINICAL LABO~ TIME - -- --- -- --- 67.0 0.0 --~Q.O 0.0 

7 RNIRT CLINICAL LABOR TIME - 104.0 I 0.0 45.0 0.0 -- ----- ---
8 TOTAL PRE-SERV CUNICAL LABOR TIME 18.0 ! 0.0 0.0 0.0 I --- --- -- -- -- ------
9 TOTAL SERVICE PERIOD CUNICAL LABOR TIME 153.0 i 0.0 75.0 I 0.0 
10 

Start: Following visit when decision for surgery or procedure 
! 11 made I --- . ---- ------ --

12 Complete pre-service diagnostic & referral forms L047C RNIRT 5 i 
Coordinate pre-surgery services 

~---

L047C RNIRT 
---- --

! 
-----

13 3 ---- - ------ -----
14 Schedule space and equipment in facility I ' ------
15 Provide pre-service education/obtain consent L047C RN/RT 7 ! ; 

------- ----
16 Follow-up phone calls & prescriptions L047C RNIRT 3 i : ------- --
17 Other Clinical Activity (please specify) i I 

-- ------

I 
i db End: When patient enters office/facility for surgery/procedure I 

9 
Start: When patient enters office/facility for surgery/procedure: I 

I 20 Services Prior to Procedure I 
21 Review charts L047C RNIRT 2 I i 
22 Greet patient and provide gowning L047C RN/RT 3 i ---
23 Obtain vital signs L047C RN/RT 5 I ----

Provide pre-service education/obtain consent I I 24 I - --
25 Prepare room, equipment, supplies L047C RNIRT 2 2 ---
26 Setup scope (non facility setting only) L047C RNIRT 5 i 
27 Prepare and position patient! monitor patient! set up IV L047C RN/RT 2 2 i 
28 Sedate/apply anesthesia L051A RN 2 I I 

I 

29 Power and System Preparation and attaching to bronchoscope L047C RNIRT I 11 I 
I 

30 Intra-service i 

31 Assist Physician - conscious sedation = physician time L051A RN 40 I 30 i 
32 Assist Physician in performing procedure L047C RNIRT 27 I 30 I I 

33 Post-Service I ' I 
34 Monitor pt. following service/check tubes, monitors, drains L051A RN 25 ' 

35 Clean room/equipment by physician staff L047C RNIRT 3 i 
36 Clean Scope L047C RNIRT 30 I i 
37 Clean Surgical Instrument Package I ! 
38 Complete diagnostic forms, lab & X-ray requisitions L047C RNIRT 4 I ' ; 
39 Review/read X-ray, lab, and pathology reports I I I 

Check dressings & wound/ home care instructions /coordinate office I I 

I I 

40 visits /prescriptions L047C RNIRT 3 I i I 

41 Discharge day management I ' i -I ----
42 Other Clinical Activity (please specify) I I 

43 End: Patient leaves office i 
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AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

October 2008 

Tunneled Pleural Catheter 

When the insertion of indwelling tunneled pleural catheter with cuffwas initially developed, the majority of patients received this new 
procedure for symptomatic malignant pleural effusions as an end-of-life treatment. With increased usage of this catheter in malignant 
pleural effusions, it has become evident that the catheter can be removed in up to 70% of patients after successful resolution of the 
pleural effusion. Therefore the CPT Editorial Panel created a code to describe the removal of an indwelling pleural catheter with cuff 
to reflect this new practice pattern. 

The RUC reviewed the specialty societies' survey data from 80 radiologists and thoracic surgeons for 32552 Removal of indwelling 
tunneled pleural catheter with cuff. The RUC compared the surveyed procedure to its reference code 36589 Removal of tunneled 
central venous catheter, without subcutaneous port or pump (Work RVU=2.27). Although the total service times of the surveyed 
code and the reference code are similar, 82 minutes and 79 minutes, respectively, the surveyed code is clearly a more intense 
procedure to perform. The specialty society explained and the RUC agreed that the surveyed code was a far more intense procedure to 
perform than the reference code for several reasons including: 1.) the surveyed procedure has 2-3 wound sites, whereas the reference 
procedure has 1 wound site, 2.) the surveyed procedure has a greater risk of pneumothorax as the catheter is going directly into the 
chest and 3.) due to the patient's cancer, the assessment of the patient is more extensive requiring a more extensive physical exam and 
a more extensive discussion with the patient and their family in comparison to the reference code. This difference between the 
surveyed code and the reference code is reflected in the survey data in the intensity complexity measures where the surveyed 
procedure has a greater level of intensity in all service time periods. Therefore, the RUC agrees with the specialty societies that the 
median work RVU of2.50 RVUs for 32552 is appropriate as it maintains proper rank order with the reference code 36589. The RUC 
recommends 2.50 RVUs for 32552. -

PLI Crosswalk: 
The RUC established a new PLI crosswalk for 32552, its reference code 36589, as they determined this service would be more 
appropriate as it is closer in work RVUs to the proposed work for the surveyed code. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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Practice Expense: 
With the exception of a few minor changes to the pre-service time clinical labor inputs, the RUC agreed with the practice expense 
inputs recommended by the specialty societies. 

CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

•32552 Al 
Removal of indwelling tunneled pleural catheter with cuff 010 2.50 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 32552 

CPT Code: 32552 Tracking Number Al Specialty Society Reconunended RVU: 2.50 

Global Period: 010 RUC Reconunended RVU: 2.50 

CPT Descriptor: Removal of indwelling tunneled pleural catheter with cuff 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 65-year-old woman with metastatic breast cancer undergoing chemotherapy had a tunneled 
pleural catheter inserted 8 weeks ago for a malignant pleural effusion. Patient records indicate that catheter drainage 
progressively slowed and ceased. Review of chest x-ray has demonstrated resolution of her effusion andre-expansion of 
the lung. She presents today for surgical removal of the catheter. 

Percentage of Survey Respondents who found Vignette to be Typical: 99% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No Percent of survey respondents who 
stated it is typical in the Hospital/ ASC setting? 43% 

Is moderate sedation inherent to this procedure in the office setting? No Percent of survey respondents who stated it is 
typical in the office setting? 18% 

Is moderate sedation inherent in your reference code (Office setting)? No 

... s moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: • Review patient history, medications and drainage history 
• Review chest radiograph 
• Review laboratory fmdings 
• Answer patient and family questions 
• Obtain informed consent 
• Drain fluid if required 
• Verify that all necessary surgical instruments and supplies are available in the operative suite 
• Monitor patient positioning and draping, and assist with positioning as needed 
• Scrub and gown 

Description of Intra-Service Work: • Administer conscious sedation if patient is unduly anxious 
• Infiltrate catheter exit site and cuff site with appropriate local anesthesia 
• Make small incision around catheter exit site and if necessary cuff site 
• Dissect around catheter and cuff site to loosen catheter from surrounding tissue 
• Grasp and gently remove entire catheter from within the chest 
• Confirm entire catheter is removed 
• Suture exit site of catheter 
• Apply dressings 

1escription of Post-Service Work: • Dictate operative note for patients chart 
Sign OR forms, indicating pre and post-op diagnoses, operation performed 

• Write orders for post-op labs, ftlms, medications, diet, and patient activity 
• Discuss procedure outcome with patient and family 
• Discuss procedure outcome with patient after emergence from anesthesia 
• Write post-op report 
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CPT Code: 32552 
• Carefully explain to patient and a family member dietary management, activities permitted, bathing, 
management of wound, return appointment to office, etc. 
• Review post-discharge wound care and activity limitations with patient 
• See patient back in the office to check wound, remove sutures, review chest radiograph and answer patient a· "· 
family questions 
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CPT Code: 32552 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 110/2008 

Presenter(s): 
Francis Nichols, MD, STS; John Mayer, MD, STS; Sean Tutton, MD, SIR; Robert 
Vogelzang, MD, SIR; Geralidine McGinty, MD, ACR 

Jpecialty(s): STS, SIR, ACR 

CPT Code: 32552 

Sample Size: 950 'Resp N: 80 I Response: 8.4 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hig_h 

Service Performance Rate 0.00 2.00 4.00 9.00 50.00 

Survey RVW: 0.50 2.29 2.50 3.30 6.30 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 5.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 5.00 10.00 15.00 20.00 60.00 

Immediate Post Service-Time: 12.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 16.00 99211 x 0.00 12x 1.00 13x 0.00 14x 0.00 15x 0.00 

1rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total minutes per E/M visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1a-Straightforw PaVProcedure(no sedation/anesthes 

CPT Code: J32552 Recommended Physician Work RVU: 2.50 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 13.00 13.00 0.00 

Pre-Service Positioning Time: 1.00 1.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 6.00 6.00 0.00 

Intra-Service Time: 15.00 

Immediate Post Service-Time: 12.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

"ischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

1 
Jffice time/visit(s): 16.00 99211 x 0.00 12x 1.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 32552 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technoJ99Y or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
36589 

Global 
010 

WorkRVU 
2.27 

Time Source 
RUCTime 

CPT Descriptor Removal of tunneled central venous catheter, without subcutaneous port or pump 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
11750 010 2.40 RUC Time 242,171 
CPT Descriptor 1 Excision of nail and nail matrix, partial or complete (eg, ingrown or deformed nail), for permanent 
removal; 

MPC CPT Code 2 Work RVU Time Source 
Most Recent 

Medicare Utilization 

CPT Descriptor 2 

Other Reference CPT Code 
36590 

Global 
010 

WorkRVU 
3.32 

Time Source 
RUCTime 

CPT Descriptor Removal of tunneled central venous access device, with subcutaneous port or pump, central or 
peripheral insertion 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 46 % of respondents: 57.5 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

/ 32552 36589 

I Median Pre-Service Time II 20.00 II 25.00 

I Median Intra-Service Time II 15.00 II 13.00 

Median Inunediate Post-service Time 12.00 15.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

Median Office Visit Time 16.0 7.00 

Prolonged Services Time 0.0 0.00 

Median Total Time 82.00 79.00 
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CPT Code: 32552 · 
I Other time if appropriate II II 

'NTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Juc:b!ment <Mean) 
The number of possible diagnosis and/or the number of 2.04 II 1.76 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 2.22 II 1.78 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 1.67 II 1.71 

Technical Skill/Physical Effort <Mean) 

I Technical skill required II 1.98 II 1.98 

I Physical effort required II 1.82 II 1.84 

:encholQgjcal Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality II 1.96 II 1.96 

I Outcome depends on the skill and judgment of physiciim II 2.04 II 1.96 

.lstimated risk of malpractice suit with poor outcome II 1.78 II 1.76 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Semnents <Mean) 

I Pre-Service intensity/complexity II 2.07 II 1.83 

!Intra-Service intensity/complexity II 2.05 II 2.02 

I Post-Service intensity/complexity ~I 1.76 II 1.62 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
-..VPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
.ecommendations for the appropriate formula and format. 

The IWPUT for 32552 based on the specialty society recommendations is 0.052 
The IWUPT of reference code 36589 is also 0.052 
The IWPUT of the second reference code is 0.046 
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CPT Code: 32552 

The societies feel that the recommended value and IWPUT are representative for this procedure. The overwhelming 
number of patients are cancer patients who previously would have been considered end of life. Initially it was thought 
that the catheter would never be removed. It is now obvious that in a number of the patients the pleural effusion resolv 
and the catheter is no longer needed. Therefore the catheter is removed prior to end of life. The patient population\\ 
has their tunneled pleural catheter removed will still need to be followed by the physician to ensure that fluid 
accumulation remains resolved and they are still being followed for their cancer. It is important to see the patient back at 
least once after the removal of the catheter with x-ray confirmation and exam followed by discussion with the patient to 
ensure that the fluid and dyspnea is resolved. 
The societies feel that this procedure is more complicated than the reference service procedure as reflected by the RVU 
and the differences in work. The survey procedure has two or three wound sites as opposed to one and the catheter is 
going into the chest with risk of pneumothorax. Due to the patient's cancer, the assessment of the patient is more 
extensive requiring a more extensive physical exam, a more extensive discussion with the patient and their family, and 
looking at the chest x-rays. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. fuclude the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 32999 

How often do physicians in your specialtv perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Cardiothoracic Surgery How often? Commonly 

Specialty Interventional Radiology How often? Sometimes 

Specialty Radiology How often? Sometimes 

Estimate the number of times this service might be provided nationally in a one-year period? 2402 
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CPT Code: 32552 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. The Medicare frequency for 2006 for tunneled pleural catheter insertion is 
2883, it is estimated that approximately 60 % of the total number of patients are Medicare patients, which results in an 
~stimated total frequency of 4805. Of this number, it is estimated that 50% of the catheters are ultimately removed which 
esults in 2,402 catheters removed yearly. 

Specialty Cardiothoracic surgery Frequency 1152 Percentage 47.96 % 

Specialty Interventional Radiology Frequency 408 Percentage 16.98 % 

Specialty Radiology Frequency 240 Percentage 9. 99 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
1,441 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. The Medicare frequency for 2006 for tunneled pleural catheter insertion is 
2883, it is estimated that approximately 50% of the catheters are ultimately removed which results in 1,441 Medicare 
catheters removed yearly. 

Specialty Cardiothoracic Surgery Frequency 691 Percentage 47.95 % 

Specialty Interventional Radiology Frequency 230 Percentage 15.96% 

Specialty Radiology Frequency 144 Percentage 9. 99 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 
Facility Direct Inputs 

CPT Long ~escriptor:_ ~-~o~al of indwelling tunneled pleural catheter with cuff 

Sample Size: 950 Response Rate: (%): 8.4% Global Period: 010 

Geographic Practice Setting %: Rural 1% Suburban 25% 

Type of Practice%: 5% Solo Practice 
25% Single Specialty Group 
18% Multispecialty Group 
38% Medi(fal School Faculty Practice Plan 

Urban 59% 

CPT Code: 32552 

Please provide a brief description of the process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: 
The Practice Expense Committee consisted of physician representatives from SIR, ACR and the STS. 

'ease describe the clinical activities of your staff: 

.t're-Service Clinical Labor Activities: 

The clinical staff fills out the pre-service diagnostic and referral forms. They call the hospital to schedule space and 
equipment needed in the facility and coordinate with the facility, the patient and other offices as necessary to prepare for 
the procedure. The clinical staff will educate the patient on what they need to do pri01: to the procedure including 
instructions to bring a bottle with them for pre-procedure drainage. The clinical staff will also call in any prescriptions 
necessary for the patient prior to the procedure as well as other offices and the patient to fmalize the procedure. 

Intra-Service Clinical Labor Activities: 

Post-Service Clinical Labor Activities 

Discharge day management 
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CPT Code: 32552 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 
Non Facility Direct Inputs 

CPT Long Descriptor: Removal of indwelling tunneled pleural catheter with cuff 

Sample Size: 950 Response Rate:(%) 8.4% Global Period: 010 

Geographic Practice Setting %: Rural 1% Suburban 25% 

Type ofPrac~ice %: 5% Solo Practice 
25% Single Specialty Group 
18% Multispecialty Group 
38% Medical School Faculty Practice Plan 

Urban 59% 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 
The PE committee consisted of physician representatives from SIR, ACR and the STS 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The clinical staff will help with checking the patient in, putting them in the room and helping them gown 
if necessary. The clinical staff will provide pre-service education to the patient on what to expect for the 
procedure and obtain consent. They will prepare the room and set up the surgical tray and other 
necessary supplies and assist with positioning and administering the local anesthesia to the patient. 

Intra-Service Clinical Labor Activities: 

This is a sterile procedure therefore, once the clinical staff is gloved, they will remain in the room and 
assist the physician with the entire procedure. 

Post-Service Clinical Labor Activities: 

Once the procedure is completed the clinical staff will monitor the patient and help them get off the table 
and get dressed if necessary. They will check the dressing and provide the patient with information on 
how to care for their wound as well as activities they are allowed to participate in over the next several 
days. The clinical staff will also call in any prescriptions and coordinate follow-up care. The clinical staff 
will also clean the room and the surgical instruments used. 
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AMA Specialty Society 
Recommendation 

AMA Spectalty Society Recommendabon 

A I B I c 
_!... ~--~pecialty Society RVS Upd_~l! CoJIImlttee Recommendation ·----· --

Meeting Date: October 2008 ; 
I 

2 

3 LOCATION Code StaffTvpe 

4 GLOBAL PERIOD 

5 TOTAL CLINICAL LABOR TIME L037D RNILPNIMTA 

6 TOTAL PRE..SERV CLINICAL LABOR TIME L037D RNILPNIMTA 

7 TOTAL SERVICE PERIOD CLINICAL LABOR TIME L037D RN!LPNIMTA 

8 TOTAL POST ..SERV CLINICAL LABOR TIME L037D RN/LPNIMTA 

9 PRE..SERVICE 

Start: Following visit when decision for surgery or 
1 o procedure made 

11 Complete pre-service diagnostic & refeiTl!l fonns L037D RN/LPNIMTA 

12 Coordinate pre-surgery services L037D RNILPNIMTA 

13 Schedule space and equipment in facmty L037D RNILPNIMTA 

14 Provide pre-service education/obtain consent L037D RN/LPNIMTA 

15 Follow-up phone calls & prescriptions L037D RN/LPNIMTA 

16 Other Clinical Activity (please specify) L037D RN/LPNIMTA 
End:When patient enters office/facility for 

17 surgery/procedure 

18 SERVICE pERIOD-'· 
,, -.: ~- ... , 

' ' 
. ~ 

Start: When patient enters office/facility for 
19 surgery/procedure: Services Prior to Procedure 

20 Review charts L037D RN/LPNIMTA 

21 Greet patient and provide gowning L037D RN/LPNIMTA 

22 Obtain vital signs L037D RN/LPNIMTA 

23 Provide pre-service education/obtatn consent L037D RNILPNIMTA 

24 Prepare mom, equipment. supplies L037D RNILPNIMTA 

25 Setup scope (non facility setting only) L037D RN!LPNIMTA 

26 Prepare and position patient/ monitor patient/ set up IV L037D RNILPNIMTA 

27 Sedate/applyane~esia L051A RN 

28 Intra-service 

29 Assist physician in perfonning procedure L037D RNILPNIMTA 

30 Post ..Service 

31 Monitor pl following service/check tubes, monitors, drains L037D RNILPNIMTA 

32 Clean mom/equipment by physician staff L037D RNILPNIMTA 

33 Clean Scope L037D RN/LPNIMTA 

34 Clean Surgical Instrument Package L037D RN/LPNIMTA 

35 Complete diagnostic fonns, lab & X-ray requisitions L037D RN/LPNIMTA 

36 Review/read X-ray, lab, and pathology reports L037D RNILPNIMTA 
Check dressings & wound/ home care instructions /coordinate 

37 office visits /prescriptions L037D RNILPNIMTA 
'U<IY "'g"g"~'"~"' ;:1;:1.<.)0 •~ """u~~. vv~uv- •u 

38 minutes L037D RN/LPNIMTA 

39 Other Clinical Activity (please specify) L037D RNILPNIMTA 

40 End: Patient leaves office 

41 POST ..SERVICE Period 

42 Start: Patient leaves office/facility 

43 Conduct phone calls/call in prescriptions L037D 

45 List Number and Level of Offtee Visits 

46 99211 16 minutes 16 

47 99212 27 minutes 27 

48 99213 36 minutes 36 

49 99214 53 minutes 53 

50 99215 63 mtnutes 63 

51 Other 

52 Total Office Visit Time L037D RNILPNIMTA 

~ 
Other ----------------- --------

54 End: with last office visit before end of global period 

96 

0 I E 

32552 
Removal of i~dwelling 

tunneled pleural 
catheter with cuff 

Office Facilitv 

10 10 
83 52 
13 19 
43 6 
27 27 

2 5 
3 3 

3 
5 5 
3 3 

.-
'' > 

3 
2 

2 
2 

15 

3 
3 

10 

3 

6 

1 1 

27 27 
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AMA Specialty Society 
Recommendation 

...2.. 

2 
•3 

55 

56 

57 

58 

59 

60 

61 

62 

63 

64 

65 

66 

67 

68 

69 

70 

71 

AMA Spec1aity Society Recoonmendabon 

A I B I c 
AMA_Specialty Society RVS Update_ C?<!mmi~~! Recommt:ndati~ _ __:_ _______ 

Meeting Date: October 2008 : ; 
' ' 

' 
' 

LOCATION Code Staff Type 

MEDICAL SUPPLIES Code Unit 

pack, minimum multi-specialty visit 5A048 pack 

pack, post-op incision care (suture) 5A054 pack 

gloves, sterile 58024 pair 

drape, sterile, for Mayo stand 58012 item 

drape, sterile barrier 16in x 29in 58007 item 

povidone swabsticks (3 pack uou) SJ043 item 

needle, 18-27 g 5C029 item 

syringe 1 0-12ml 5C051 item 

swab-pad, alcohol SJ053 item 

lidocaine 1o/o-2% inj (Xylocaine) 5H047 ml 

gauze, sterile 4in x 4in (10 pack uou) 5G056 item 

Equipment: Code 

table, power EF031 

light, exam EQ168 

mayo stand EF015 

instrument pack, basic EQ137 

97 

D I E 

.32552 
Removal of indwelling 

·tunneled pleural 
catheter with cuff 

Office Facility 

1 1 
1 1 
2 
1 
2 
1 
2 
1 
2 

20 
1 

·-

1 1 
1 1 
1 1 
1 

Page2 



AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

Chemical Pleurodesis 

In February 2009, the CPT Editorial Panel created two new codes and revised one to describe the instillation of a fibrinolytic agent and 
provide further specificity to chemical pleurodesis. Chemical pleurodesis is the instillation of a chemical to get the visceral pleura of the 
lung to stick to the parietal pleura of the chest wall so the lung will not collapse. This revision to the definition allows the service to also 
be reported for fibrinolysis using a fibrinolytic agent. The revision to the descriptor also includes chemical instillation for fibrionlysis. , 
The current code, 32560 Chemical pleurodesis (eg,for recurrent or persistent pneumothorax) (2009 Work RVU = 2.19) by definition is 
specific to chemical pleurodesis and does not include fibrinolysis or the instillation of chemicals other than those to obtain symphysis of 
the visceral and parietal pleural surfaces for situations such as· malignant pleural effusions or pneumothorax. The instillation ofthe 
fibrinolytic chemical is similar to the instillation of a pleurodesis agent or talc, the only difference is the type of chemical that is instilled 
into the chest. Fibrinolytics are designed to break up debris or fibrin within the chest thus freeing up an entrapped lung. 

32560 Instillation, via chest tube/catheter, agent for pleurodesis (eg, talc for recurrent or persistent pneumothorax) 
The specialty recommended the survey 251

h percentile, 2.00 work RVUs (lower than its current value in 2009 of2.19 work RVUs), 
which the RUC agreed was too high. The RUC reviewed the recommended physician time for 32560, and after clarification from the 
specialty, it was agreed that pre-service time package 1A (Straightforward Patient/Procedure with No Sedation/Anesthesia) was 
appropriate however, because of the reviews of the chest radiograph and/or chest CT which is required given the location of the chest 
tube, status of lung inflation and potential presence of any residual fluid or air in the chest, the RUC agreed that an additional 5 
minutes of pre-service evaluation time was required. The RUC also determined that the intra-service time as described by the 
specialty was best reflected with the surveyed median intra-service time, 20 minutes. After establishing the accurate service physician 
time (pre/intra/post=25/20/20), from the straightforward patient procedure without sedation/anesthesia pre-time standard and specialty 
survey, the RUC made comparisons to other codes with similar service times and intensities. These reference codes included 62311 
Injection, single (not via indwelling catheter), not including neurolytic substances, with or without contrast (Work RVU=1.54 and 
pre/intra/post times= 3 5/20/15), 32421 Thoracentesis, puncture of pleural cavity for aspiration, initial or subsequent (Work RVU = 
1.54, 000 day global, pre/intra/post times= 1 0/28/1 0) and 4 7 525 Change of percutaneous biliary drainage catheter (Work RVU= 1.54 
and pre/intra/post times=25/20/1 0). Based on these comparisons, the RUC recommends a work RVU of 1.54 for code 32560. 

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



32561 Instillation(s), via chest tube/catheter, agent for fibrinolysis (eg,fibrinolytic agent for break up ofmultiloculated effusion); 
initial day 
The specialty recommended the survey 25th percentile of 1.80 work RVUs, which the RUC agreed was too high. The RUC reviewed 
the recommended physician time for 32561 and determined that the intra-service time as described by the specialty was best reflected 
with the surveyed median intra-service time, 15 minutes. After establishing the accurate service physician time 
(pre/intra/post=20/15/1 0), from the straightforward patient procedure without sedation/anesthesia and specialty survey, the RUC 
determined that the intra-service work intensity for 32561 is the same as 32560. Therefore, the RUC agreed to use a building block 
approach to value 3256I. The RUC used the intra-service work per unit of time from 32560, 0.0309, and as there is a five minute 
difference in intra-service physician time between 32561 and 32560, removed 0.15 RVUs (0.0309 x 5 minutes) from the 
recommended value for 32560. This calculation results in I.39 RVUs. This retains the relativity of the survey medians for these two 
services as well. The RUC further validated this recommended RVU by co.mparing the surveyed code to 36580 Replacement, 
complete, of a non-tunneled centrally inserted central venous catheter, without subcutaneous port or pump, through same venous 
access (Work RVU=1.31 and pre/intra/post times=25/15/10), and 27096 (Work RVU = 1.40, 000 day global, pre/intra/post times= 
I 0/25/5), and noted the similar intensities and service times. Based on these comparisons, the RUC recommends a physician work 
relative value of 1.39 for CPT code 32561. 

32562 Instillation(s), via chest tube/catheter, agent for fibrinolysis (eg, fibrinolytic agent for break up of multiloculated effusion); 
subsequent day 
The specialty recommended the survey 25th percentile, I.50 Work RVUs, which the RUC agreed was too high. The RUC reviewed the 
recommended physician time for 32562 and determined that the intra-service time as described by the specialty was best reflected 
with the surveyed median intra-service time of 10 minutes. After establishing the accurate service physician time 
(pre/intra/post=20/1 0/I 0), from the straightforward patient procedure without sedation/anesthesia pre-time package and specialty 
survey, the RUC determined that the intra-service work intensity for 32562 is the same as 32560. Therefore, the RUC agreed to use a 
building block approach to value 32562. The RUC used the IWPUT of 32560, 0.0309, and as there is a I 0 minute difference in intra­
service physician time between 32562 and 32560, removed 0.30 RVUs (0.0309 x 10 minutes) from the recommended value for 32560. 
This calculation results in I.18 RVUs (1.54- 0.30). This retains the relativity ofthe survey medians for these two services as well. 
The RUC further validated this recommended RVU by comparing the surveyed code to 67505 Retrobulbar injection; alcohol (Work 
RVU=1.27 and pre/intra/post times=25/10/5), 27096 (Work RVU = 1.40, 000 day global, pre/intra/post times= 10/25/5), and 36516 
Therapeutic apheresis; with extracorporeal selective adsorption or selective filtration and plasma reinfusion (Work RVU = 1.22, 000 
day global, pre/intra/post times = 25/15/1 0) and noted the similar intensities and service times. Based on these comparisons, the RUC 
recommends a physician work relative value of 1.24 for CPT code 32562. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 



..... 
0 
0 

Practice Expense 
The RUC agreed that although these services are predominately performed in the inpatient facility setting, the services may be rarely 
performed in the non-facility setting. The RUC reviewed the direct practice expense inputs for the non-facility setting and 
recommended by the specialty society and made no edits other than adjust the assist physician time to be equal to 100% of the 
physician intra-service work time. The RUC agreed that there are no direct practice expense inputs in the facility setting for these 
services. 

Work Neutrality 
The RUC recommendations for this issue result in a work value savings to be redistributed via the conversion factor. 

""" 
CPT Code CPT Descriptor Global WorkRVU 
(loNew) Period Recommendation 

The instillation of a fibrinolytic agent may be performed mutiple times per day over the course of several days. Code 32561 should be 
reported only once on the initial day of treatment. Code 32562 should be reported only once on each subsequent day of treatment 

... 32560 Instillation, via chest tube/catheter, Gehemieal agent for pleurodesis ( eg, talc for 
000 1.54 

recurrent or persistent pneumothorax) 

(For chest tube insertion use 32551) 
.32561 Instillation(s), via chest tube/catheter, agent for fibrinolysis (eg, fibrinolytic agent 

000 1.39 
for break up of multiloculated effusion); initial day 

(For chest tube insertion, use 32551) 
.32562 subsequent day 

000 1.24 

(For chest tube insertion, use 32551) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 3 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMNmNDATION 

CPT Code: 32560 

CPT Code:32560 Tracking Number U 1 Specialty Society Recommended RVU: 2.00 

Global Period: 000 RUC Recommended RVU: 1.54 

CPT Descriptor: Instillation, via chest tube/catheter, agent for pleurodesis (eg, talc for recurrent or persistent 
pneumothorax)(For chest tube insertion, use 32551) 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 73-year-old man presents with shortness of breath. The patient has had two previous 
pneumothoraces and the present chest x-ray shows right pneumothorax, which was treated through a previously placed 
chest tube. Talc pleurodesis is recommended. 

Percentage of Survey Respondents who found Vignette to be Typical: 73% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure ~ the Hospital/ ASC setting? No _ 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 53% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 73% 

Is moderate sedation inherent in your reference code (Office setting)? Yes 
Is moderate sedation inherent in your reference code (Hospital/ASC setting)? Yes 

Description of Pre-Service Work: The patient's medical record is reviewed and the chest radiograph and or chest CT is 
reviewed with special attention to the location of the chest tube, status of lung inflation and presence of any residual fluid 
or air in the chest. The status of the indwelling chest tube with regarqs to drainage and air leak is ascertained. The 
procedure is explained to the patient and informed consent is obtained. The drug is ordered from the pharmacy. 
Materials needed for the procedure are gathered at the patient's bedside. 

Description of Intra-Service Work: The patient is positioned. The connection between the chest tube and drainage unit is 
prepped and draped in sterile fashion. Clamps are placed on either side of the connection and the tube is disconnected 
from the drainage hose. A syringe containing the chemical is inserted into the chest tube, the clamp is removed from the 
tube and the chemical is gently injected over several minutes into the thoracic cavity. The clamp is reapplied on the chest 
tube which is reconnected to the drainage unit. The patient is sequentially moved to each of six positions to distribute the 
chemical throughout the pleural cavity and the chemical is left to dwell in the chest cavity for typically about 30 minute 
Thereafter the clamp is removed and suction reinstituted. 

Description of Post-Service Work: Pain is assessed and treated if present after pleurodesis. A chest radiograph is 
ordered and reviewed to ensure the lung is well inflated. A procedure report is either dictated or written into the medical 
record. 
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CPT Co"de: 32560 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2009 

Presenter(s): 
Keith Naunheim, MD, STS; Scott Manaker, MD , ACCP; Burt Lesnick, MD, ACCP; Alan 
Plummer, MD for ATS 

3pecialty(s): STS/AATS/ACCP/ATS 

CPT Code: 32560 

Sample Size: 80 'Resp N: 30 I Response: 37.5 % 
- ---. -- - ---

Sample Type: Random 

Low 25th octl Median* 75th octl Hi.g_h 

Service Performance Rate 1.00 5.00 5.50 27.50 400.00 

Survey RVW: 1.00 2.00 2.78 3.50 8.00 

Pre-Service Evaluation Time: ~5.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 2.00 15.00 20.00 30.00 75.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

**Physician standard total mmutes per ElM vis1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1a-Straightforw Pat/Procedure(no sedation/anesthes 

CPT Code: 132560 Recommended Physician Work RVU: 2.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 18.00 13.00 5.00 

Pre-Service Positioning Time: 1.00 1.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 6.00 6.00 0.00 

Intra-Service Time: 20.00 

Immediate Post Service-Time: 20.00 

Post O_perative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

ischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

1
Jffice time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 32560 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
32551 

Global 
()()(} 

WorkRVU 
3.29 

Time Source 
RUC Time 

CPT Descriptor Tube thoracostomy, includes water seal (eg, for abscess, hemothorax, empyema), when performed 
(separate procedure) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
31622 000 2.78 RUC Time 92,211 
CPT Descriptor 1 Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; diagnostic, with or without 
cell washing (separate procedure) 

MPC CPT Code 2 
32421 

Global 
()()(} 

Work RVU Time Source 
1.54 RUC Time 

Most Recent 
Medicare Utilization 

124,935 

CPT Descrjptor 2 Thoracentesis, puncture of pleural cavity for aspiration, initial or subsequent 

Other Reference CPT Code 
31615 

Global 
()()(} 

WorkRVU 
2.09 

Time Source 
Harvard Time 

CPT Descriptor Tracheobronchoscopy through established tracheostomy incision 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 % of respondents: 23.3 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

32560 32551 

I Median Pre-Service Time II 25.00 II 46.00 

I Median Intra-Service Time II 20.00 II 24.00 

Median Immediate Post-service Time 20.00 25.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 

Median Total Time 65.00 95.00 
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CPT Code: 32560 .. I Other time if appropriate II II 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Jud2ment <Mean} 
The number of possible diagnosis and/or the number of 3.88 II 3.75 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 3.75 II 3.63 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 3.75 II 3.63 

Technical Skill/Physical Effort <Mean} 

I Technical skill required II 4.13 II 4.00 

I Physical effort required II 4.00 II 4.00 

IE:cboloeical Stress <Mean} 

I The risk of significant complications, morbidity and/or mortality II 3.88 II 3.75 

I Outcome depends on the skill and judgment of physician II 3.75 II 3.63 

3stimated risk of malpractice suit with poor outcome II 4.13 II 4.00 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Se!!ments <Mean} 

I Pre-Service intensity/complexity II 2.00 II 4.00 

I Intra-Service intensity/complexity II 3.75 II 3.63 

I Post-Service intensity/complexity II 3.38 II 3.25 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
'WPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
.econvnendations for the appropriate fonnula and fonnat. 

The Societies felt that the 25m percentile was more representative for the intraservice time and work values, therefore 
the STS/ACCP/ATS recommend an RVW of2.0 with an intra-service time of 15 minutes for an IWPUT of0.071 
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CPT Code: 32560 

SERVICES REPORTED Wim MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unliste~"' 
code is reviewed) 32560 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Cardiothoacic Surgery How often? Commonly 

Specialty Pulmonary Disease How often? Commonly 

Specialty General Surgery How often? Sometimes 

Estimate the number of times this service might be provided nationally in a one-year period? 9175 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. For Medicare, 6,423 procedures are done each year and Medicare 
accounts for approximately 70% of the procedures. -

Specialty Cardiothoracic surgery Frequency 3762 Percentage 41.00 % 

Specialty Pulmonary Disease Frequency 2491 Percentage 27.14 % 

Specialty General Surgery Frequency 1452 Percentage 15.82 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
6,423 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty 
Please explain the rationale for this estimate. based on current RUC database data 

Specialty Cardiothoracic surgery Frequency 2633 Percentage ~0.99% 
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Specialty Pulmonary Disease 

Specialty General Surgery 

Frequency 1734 

Frequency 1091 

Percentage 26.99 % 

Percentage 16.98 % 

>o many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

CPT Code: 32560 . 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 32421 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMN.ffiNDATION 

CPT Code: 32561 

CPT Code:32561 Tracking Number U2 Specialty Society Recommended RVU: 1.80 

Global Period: 000 RUC Recommended RVU: 1.36 

CPT Descriptor: Instillation(s), via chest tube/catheter, agent for fibrinolysis (eg, fibrinolytic agent for break up of 
multiloculated effusion); initial day 
(For chest tube insertion, use 32551) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 57-year-old diabetic woman presents with right lower lobe pneumonia and a complicated 
parapneumonic effusion, a chest tube was previously placed for drainage. A chest CT confirms several sizable 
loculations. Instillation of fibrinolysis through the existing chest tube is recommended. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform a. 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 53% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 80% 

Is moderate sedation inherent in your reference code (Office setting)? Yes 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? Yes 

Description of Pre-Service Work: The patient's medical record is reviewed and the chest radiograph and or chest CT is 
reviewed with special attention to the location of the chest tube, status of lung inflation and presence of any residual fluid 
or air in the chest. The status of the indwelling chest tube with regards to drainage and air leak is ascertained. The 
procedure is explained to the patient and informed consent is obtained. The drug is ordered from the pharmacy. 
Materials needed for the procedure are gathered at the patient's bedside. 

Description of Intra-Service Work: The patient is positioned. The connection between the chest tube and drainage unit is 
prepped and draped in sterile fashion. Clamps are placed on either side of the connection and the tube is disconnected 
from the drainage hose. A syringe containing the fibrinolytic agent is inserted into the chest tube, the clamp is removed 
from the tube and the fibrinolytic agent is injected into the thoracic cavity. The clamp is replaced on the chest tube which 
is reconnected to the drainage unit. The patient is sequentially moved to each of six positions to distribute the fibrinolyt; 
agent throughout the pleural cavity for 2 hours. Thereafter the clamp is removed and suction reinstituted. 

Description of Post-Service Work: A chest radiograph is ordered and reviewed to ensure the lung is well inflated. A 
procedure report is either dictated or written into the medical record. 
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CPT Code: 32561 
SURVEY DATA 
RUC Meeting Date (mm/yyyy} 104/2009 

Presenter(s}: 
,Keith Naunheim, MD, STS; Scott Manaker, MD , ACCP; Burt Lesnick, MD, ACCP; Alan 
Plummer, MD for ATS 

3pecialty(s}: STS/AA TS/ACCP/ATS 

CPT Code: 32561 

Sample Size: 80 IResp N: 30 I Response: 37.5 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hjg_h 

Service Performance Rate 0.00 1.25 5.00 10.00 50.00 

SurveyRVW: 1.00 1.80 2.50 3.35 8.00 

Pre-Service Evaluation Time: 20.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 2.00 10.00 15.00 30.00 75.00 

Immediate Post Service-Time: 10.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s}: 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

--.. **Phys1c1an standard total m1nutes per ElM VISit: 99291 (70}; 99292 (30}; 99231 (20}; 99232 (40}; 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60}; 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1a-Straightforw Pat/Procedure(no sedation/anesthes 

CPT Code: 132561 Recommended Physician Work RVU: 1.80 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 13.00 13.00 0.00 

Pre-Service Positioning Time: 1.00 1.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 6.00 6.00 0.00 

Intra-Service Time: 15.00 

Immediate Post Service-Time: 10.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

\ischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

1Jffice time/visit(s}: 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 32561 
Is the recommended. value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technq_lpgy or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
32551 

Global 
()()() 

WorkRVU 
3.29 

Time Source 
RUCTime 

CPT Descriptor Tube thoracostomy, includes water seal (eg, for abscess, hemothorax, empyema), when performed 
(separate procedure) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
31622 000 2.78 RUC Time 92,211 
CPT Descriptor 1 Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; diagnostic, with or without 
cell washing (separate procedure) 

MPC CPT Code 2 
36556 

Global 
()()() 

Work RVU Time Source 
2.50 RUC Time 

Most Recent 
Medicare Utilization 

582,643 

CPT Descriptor 2 Insertion of non-tunneled centrally inserted central venous catheter; age 5 years or older 

Other Reference CPT Code 
32421 

Global 
()()() 

WorkRVU 
1.54 

Time Source 
RUCTime 

CPT Descriptor Thoracentesis, puncture of pleural cavity for aspiration, initial or subsequent 

o RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 % of respondents: 23.3 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

32561 32551 

I Median Pre-Service Time II 20.00 II 46.00 

I Median Intra-Service Time II 15.00 II 24.00 

Median Immediate Post -service Time II 10.00 25.00 

Median Critical Care Time I 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 

Median Total Time 45.00 95.00 
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._I O;_th_er_tim_e_if""""ap~p_ro~p_ria_t_e __________ _,l ~.-1 ___ ....JI ._I ____ __. 

lNTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of 3.86 II 
management options that must be considered '-------' ._ ____ ___. 

3.71 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

....____3_.8_6 ---.JI .__I __ 3.7_1 _ __. 

._lu~r~~-oc~y~o_f_m_edi_._cai __ dec __ is_w_n_~ __ ·~----------------~~ .... 1 ___ 3_.8_6 __ _,11._ ____ 3_.7_1 __ ---.~ 

Technical Skill/Physical Effort (Mean) 

._I T_ec_hni_._cal_skill_· _reqwr_.:..._· ed ___________ ---.~1._1 _4_.2_9 _ _.11.____4_.1_4_--.~ 

Ll P...;..hY::....;s...,.icai ___ e_ffo.;_rt_requ~_ired ____________________ __.l ._I ___ 4_.o_o __ ....JII ._ __ 4_.o_o _ __, 

Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality ll.___ __ 4_.o_o __ ....JI ._I __ 3_.8_6 _ ___. 

\._Ou __ tco_m __ e _depe...__nds ___ on_th_e_s_kil_· l_an_d....:J:...·u~dgm::..._e_nt_o_f.:...ph....:y_si_cian _____ __,l .... I ___ 3_.8_6 __ _.11 ._ __ 3_.7_1 _ __, 

_.:.s_· nma_· __ ted __ ns_· k __ of_mal___,p._ra_c_tice __ sw_·_t WI_._th_,poo'--r_o_u_tc_om_e ______ ___.l ._1 __ 3_.7_1_~1 '-I __ 3_.5_7 _ ___, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

._l~-~--~-~_·ce __ ~ __ ens_l~·ty~/oo __ m~pl_en_·~ty---------------------'1._1 ___ 3_.7_1 __ _,1._1 ___ 3_.5_7 __ ---.~ 

I._ Intra ___ -S_e~_·ce __ in_tens--'ity'-/-co_m..._p_len_·ty..:.-_______________ __.ll 3.86 I ._I __ 3_.7_1 _ __, 

L.:l P...:.o..:..:st ..... -~..:.:~:.....:..:.·ce..:....::;in:.:.te.::.ns...;..ity~/-co_mp-!-le_n~·ty:__ ______________ ] '-I __ 3_.4_3 __ _,11.__ __ 3_.2_9 __ ---.~ 

Additional Rationale 

CPT Code: 32561 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
WPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
.ecommendations for the appropriate forrrwla and format. 
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CPT Code: 32561 
The specialties were asked to include the following questions in the survey to identify how often these procedures would 
be performed and what fibrinolytic agent is typically used for the procedures. The questions and responses are as follows 
(responses for the first three questions are based on the median survey value): 

What is the typical number of fibrinolytic instillations performed on the initial day (3256X)? 
Median - 1/day 

What is the typical number of fibrinolytic instillations performed each subsequent day (3256X1)? 
Median - 1/day 

What is the typical number of days in a row that fibrinolytic instillations will be provided to a patient? 
Median - 3 days 

What is the typical agent used for fibrinolytic instillations (eg. streptokinease, tissue plasminogen 
activator-TPA, etc ... )? 
70% of respondents indicated that TPA was the typical agent 

The Societies feel that the 25th Percentile is more representative of the work involved in the procedure 
and recommends that the 25th Percentile time and RVW be used for this code which results in an RVW of 
1.80 and an intra time of 10 minutes, which results in an IWPUT of 0.121 for the procedure with pre-time 
package 1a. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
[8J Other reason (please explain) HCPCS code for alteplase- TPA (tissue plasminogen activator) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. J2997 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 32560 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Cardiothoacic Surgery How often? Commonly 
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CPT Code: 32561 
Specialty Pulmonary Disease How often? Commonly 

Specialty General Surgery How often? Sometimes 

Estimate the number of times this service might be provided nationally in a one-year period? 917 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. The fibrinolytic procedures is estimated to add about 10% more cases to 
the pleurodesis procedure 

Specialty Cardiothoracic surgery Frequency 375 Percentage 40.89% 

Specialty Pulmonary Disease Frequency 249 Percentage 27.15 % 

Specialty General Surgery Frequency 145 Percentage 15.81 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 642 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 

explain the rationale for this estimate. based on 10% of current RUC database data for pleurodesis 

Specialty Cardiothoracic surgery Frequency 263 Percentage 40.96 % 

Specialty Pulmonary Disease Frequency 17 4 Percentage 27.10 % 

Specialty General Surgery Frequency 102 Percentage 15.88 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance lnfonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 94003 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARYOFRECO~ATION 

CPT Code: 32562 

CPT Code:32562 Tracking Number U3 Specialty Society Recommended RVU: 1.50 

Global Period: 000 RUC Recommended RVU: 1.18 

CPT Descriptor: Instillation(s), via chest tube/catheter, agent for fibrinolysis (eg, fibrinolytic agent for break up of 
multiloculated effusion); subsequent day 
(For chest tube insertion, use 32551) 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 57-year-old diabetic woman presents with right lower lobe pneumonia and a complicated 
parapneumonic effusion, through a previously placed chest tube. A chest CT confirms several sizable loculations. 
Instillation of fibrinolysis is recommended. The patient had an initial treatment with a fibrinolytic agent with only a 
partial response and thus requires subsequent treatments through the existing chest tube 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 70% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 87% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: The chest radiograph and or chest CT is reviewed with special attention to the location 
of the chest tube, status of lung inflation and presence of any residual fluid or air in the chest. The status of the 
indwelling chest tube with regards to drainage and air leak is ascertained. The drug is ordered from the pharmacy. 
Materials needed for the procedure are gathered at the patient's bedside. 

Description of Intra-Service Work: The patient is positioned. The connection between the chest tube and drainage unit is 
prepped and draped in sterile fashion. Clamps are placed on either side of the connection and the tube is disconnected 
from the drainage hose. A syringe containing the fibrinolytic agent is inserted into the chest tube, the clamp is removed 
from the tube and the fibrinolytic agent is injected into the thoracic cavity. The clamp is replaced on the chest tube which 
is reconnected to the drainage unit. The patient is sequentially moved to each of six positions to distribute the fibrinolyf 
agent throughout the pleural cavity for 2 hours. Thereafter the clamp is removed and suction reinstituted. 

Description of Post-Service Work: A chest radiograph is ordered and reviewed to ensure the lung is well inflated. A 
procedure report is either dictated or written into the medical record. 
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CPT Code: 32562 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4/2009 

Presenter( s): 
Keith Naunheim, MD, STS; Scott Manaker, MD , ACCP; Burt Lesnick, MD, ACCP; Alan 
Plummer, MD for ATS 

Specialty(s): STS/AATS/ACCP/ATS 

CPT Code: 32562 

Sample Size: _ 8~ _____ ,Resp N: 30 I Response: 37.5% 
-

Sample Type: Random 

Low 25th Dctl Median* 75th octl Hiah 

Service Performance Rate 0.00 1.00 5.00 10.00 50.00 

Survey RVW: 0.50 1.50 2.00 2.90 4.80 

Pre-Service Evaluation Time: 15.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 0.00 10.00 10.00 15.00 60.00 

Immediate Post Service-Time: 10.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

**Physrcran standard total minutes per E/M visit: ,99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time packag~ that best corresponds to the data which was collected in the survey 
process: 1 a-Straightforw Pat/Procedure( no sedation/anesthes 

CPT Code: 132562 Recommended Physician Work RVU: 1.50 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 13.00 13.00 0.00 

Pre-Service Positioning Time: 1.00 1.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 6.00 6.00 0.00 

Intra-Service Time: 10.00 

Immediate Post Service-Time: 10.00 ( 

Post O»erative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

ischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

1uffice time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 32562 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
32421 

Global 
000 

WorkRVU 
1.54 

Time Source 
RUCTime 

CPT Descriptor Thoracentesis, puncture of pleural cavity for aspiration, initial or subsequent 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
31622 000 2.78 RUC Time 92,211 
CPT Descriptor 1 Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; diagnostic, with or without 
cell washing (separate procedure) 

MPC CPT Code 2 
32422 

Global 
000 

WorkRVU Time Source 
2.19 RUC Time 

Most Recent 
Medicare Utilization 

91,633 

CPT Descriptor 2 Thoracentesis with insertion of tube, includes water seal (eg, for pneumothorax), when performed 
(separate procedure) 

Other Reference CPT Code 
32551 

Global 
000 

WorkRVU 
3.29 

Time Source 
RUCTime 

CPT Descriptor Tube thoracostomy, includes water seal (eg, for abscess, hemothorax, empyema), when performed 
(separate procedure) 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post -service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 11 % of respondents: 36.6 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

32562 32421 

I Median Pre-Service Time II 20.00 II 10.00 

I Median Intra-Service Time II 10.00 II 28.00 

Median Immediate Post-service Time 10.00 10.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

I Prolonged Services Time 0.0 0.00 
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CPT Code: 32562 

I Median Total Time II 
40.00 

II 
48.00 

I Other time if appropriate 

iNTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Jud1!lnent <Mean} 
The number of possible diagnosis and/or the number of 3.18 II 3.00 
management options that must be considered 

II The amount and/or complexity of medical records, diagnostic 2.91 2.36 
tests, and/or other infonnation that must be reviewed and analyzed 

I Urgency of medical decision making II 2.82 II 2.55 

Technical Skill/Phfl!ical Effort <Mean} 

I Technical skill required II 2.82 II 3.18 

I Physical effort required II 2.73 II 3.09 

~choiQgical Stress <Mean} 

I The risk of significant complications, morbidity and/or mortality II 2.91 II 3.00 

I Outcome depends on the skill and judgment of physician II 2.91 II 2.91 

I Estimated risk of malpractice suit with poor outcome II 3.09 II 2.91 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments <Mean} 

I Pre-Service intensity/complexity II 2.82 II 2.82 

!Intra-Service intensity/complexity II 2.36 II 2.82 

I Post-Service intensity/complexity II 2.36 II 2.18 

Additional Rationale 

"escribe the process by which your specialty society reached your fmal recommendation. If your society has used an 
HPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 

Recommendations for the appropriate fonnula and fonnat. 
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_ CPT Code: 32562 
The specialties were asked to include the following questions in the survey to identify how often these procedures would 
be performed and what fibrinolytic agent is typically used for the procedures. The questions and responses are as follows 
(responses for the first three questions are based on the median survey value): 

What is the typical number of fibrinolytic instillations performed on the initial day (3256X)? 
Median - 1/day 

What is.the typical number of fibrinolytic instillations performed each subsequent day (3256X1)? 
Median - 1/day 

What is the typical number of days in a row that fibrinolytic instillations will be provided to a patient? 
Median - 3 days 

What is the typical agent used for fibrinolytic instillations (eg. streptokinease, tissue plasminogen 
activator-TPA, etc ... )? 
70% of respondents indicated that TPA was the typical agent 

The Societies feel that the 25th Percentile is more representative of the work involved in the procedure 
and therefore recommend that an RVW of 1.50 and an intra time of 10 minutes be use which results in 
an IWPUT of 0.091 for the procedure with pre-time package 1a. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: Yes 

, Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
181 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) HCPCS code for alteplase- TPA (tissue plasminogen activator) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. J2997 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 32560 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Cardiothoacic Surgery How often? Commonly 
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CPT Code: 32562 
Specialty Pulmonary Disease How often? Commonly 

Specialty General Surgery How often? Sometimes 

.!stimate the number of times this service might be provided nationally in a one-year period? 1834 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. the frequency would be double the initial code, one instillation per day 
after the initial for 2 days. 

Specialty Cardiothoracic surgery Frequency 752 Percentage 41.00% 

Specialty Pulmonary Disease Frequency 498 Percentage 27.15 % 

Specialty General Surgery Frequency 290 Percentage 15.81 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
1,284 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. he frequency would be double the initial code, one instillation per day after 
the initial for 2 days. 

Specialty Cardiothoracic surgery Frequency 526 Percentage 40.96 % 

Specialty Pulmonary Disease Frequency 349 Percentage 27.18 % 

Specialty General Surgery Frequency 203 Percentage 15.80 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLn 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 96570 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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CPT Code: ------Specialty Society('s) _______ _ 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

000 Day Global Period 
Non Facility Direct Inputs 

CPT Long Descriptors: 

32560- Instillation, via chest tube/catheter, agent for pleurodesis ( eg, talc for recurrent or 
persistent pneumothorax 

32651 - Instillation(s), via chest tube/catheter, agent for fibrinolysis (eg, fibrinolytic agent for 
break up of multiloculated effusion); initial day 

32652- Instillation(s), via chest tube/catheter, agent for fibrinolysis (eg, fibrinolytic agent for 
break up of multiloculated effusion); subsequent day 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

Crosswalk to existing code 32560 and expert panel review 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

32560- The clinical staff will educate the patient on the procedure and obtain consent from the 
patient for the procedure 

32651- The clinical staff will educate the patient on the procedure and obtain consent from the 
patient for the procedure 

32652- The clinical staff will educate the patient on the procedure and obtain consent from the 
patient for the procedure 

Intra-Service Clinical Labor Activities: 

32560 

-During the intra-service time the clinical staff will greet the patient, provide gowning and obtain 
vital signs from the patient. They will prepare the room including laying out the supplies and 
preparing the necessary equipment. The clinical staff will assist with preparing and positioning 
the patient for the procedure. The procedure is typically performed with conscious sedation in the 
office so the staff will also set up the IV, help sedate the patient and help monitor the patient 
during the procedure. 

The procedure is a sterile procedure so the clinical staff will assist the physician in instilling the 
talc and be sterilely gloved though the entire procedure. 
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CPT Code:. _____ _ 
Specialty Society('s). _______ _ 

Once the procedure is completed, the clinical staff will be responsible for monitoring the patient 
following the conscious sedation and will monitor the chest tube for drainage. The clinical staff 
will also clean the room and equipment once the procedure is completed. 

32651 

During the intra-service time the clinical staff will greet the patient and provide gowning and 
obtain vital signs from the patient. They will prepare the room including laying out the supplies 
and preparing the necessary equipment. The clinical staff will assist with preparing and 
positioning the patient for the procedure. 

The procedure is a sterile procedure so the clinical staff will assist the physician in instilling the 
TP A and be sterilely gloved though the entire procedure. 

Once the procedure is completed, the clinical staff will be responsible for monitoring chest tube 
for drainage. The clinical staff will also clean the room and equipment once the procedure is 
completed. 

32652 

During the intra-service time the clinical staff will greet the patient and provide gowning and 
obtain vital signs from the patient. They will prepare the room including laying out the supplies 
and preparing the necessary equipment. The clinical staff will assist with preparing and 
positioning the patient for the procedure. 

The procedure is a sterile procedure so the clinical staff will assist the physician in instilling the 
TP A and be sterilely gloved though the entire procedure. 

Once the procedure is completed, the clinical staff will be responsible for monitoring chest tube 
for drainage. The clinical staff will also clean the room and equipment once the procedure is 
completed. 
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AMA Specialty Society Recommendation 
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April2009 
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Recommendation 
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Recommendation 

CMS Staff 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

October 2008 

Nikaidoh Procedure 

The CPT Editorial Panel created two codes to describe a new repair technique applied to children suffering from transposition of the 
great arteries with ventricular septal defect and pulmonary stenosis. 

33782 
The RUC reviewed the specialty survey society data from 40 thoracic surgeons for 33782 Aortic root translocation with ventricular 
septal defect and pulmonary stenosis repair (ie, Nikaidoh procedure); without coronary ostium reimplantation reconstruction. The 
RUC noted that the reference code, 33413 Replacement, aortic valve; by translocation of autologous pulmonary valve with allograft 
replacement of pulmonary valve (Ross procedure) (Work RVU=59.74), selected by the survey respondents was very similar to the 
surveyed code. The reference code and the surveyed code have very similar intra-service times, 297 minutes and 3qo mit;mtes, ,, 
respectively. The intensities for the surveyed code were slightly higher than the reference code, which the specialty society explained 
was due to the typical patient being a 14 month old child as opposed to the reference code which is performed on an adult. The RUC 
agreed that due to the very similar intra-service times and slightly higher intensities as compared to the reference code, 33782 is 
appropriately valued at 60.00 RVUs, the survey median. The RUC recommends 60.00 RVUs for 33782. 

33783 
The RUC reviewed the specialty society survey data from 40 thoracic surgeons for 33783 Aortic root translocation with ventricular 
septal defect and pulmonary stenosis repair (ie, Nikaidoh procedure); with reimplantation of 1 or both coronary ostia. The RUC 
noted that the reference code, 33413 Replacement, aortic valve; by translocation of autologous pulmonary valve with allograft 
replacement of pulmonary valve (Ross procedure) (Work RVU=59.74), selected by the survey respondents was less difficult to 
perform than the surveyed code. The reference code has significantly less intra-service time than the surveyed code, 297 minutes and 
360 minutes, respectively. The intensities for the surveyed code were higher than the reference code, which the specialty society 
explained was due to the typical patient being a 12 month old child as opposed to the reference code which is performed on an adult. 
In addition, the surveyed code requires additional suture lines and physicians have to control has more bleeding as compared to the 
reference code. The RUC agreed that due to the higher intra-service times and higher intensities as compared to the reference code, 
33783 is appropriately valued at 65.00 RVUs. The RUC recommends 65.00 RVUs for 33783. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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PLI Crosswalk 
The RUC agreed with the specialty society that 33413 is an appropriate PLI crosswalk for 33782 as they are similarly valued and 
performed by the same specialty. However, the RUC established a new PLI crosswalk for 33783, 33980 Removal of ventricular assist 
device, implantable intracorporeal, single ventricle (Work RVU=64.86) as they determined this service would be more appropriate as 
it is closer in work RVUs to the proposed work for the surveyed code. 

Practice Expense: 
The RUC recommends the standard 090 day global practice expense packages for these services as they are only performed in the facility 
setting. 

CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommenda-

tion 

•33782 
Bl 

Aortic root translocation with ventricular septal defect and pulmonary stenosis repair 
090 60.00 

(ie, Nikaidoh procedure); without coronary ostium reimplantation reconstruction 

(Do not reQort 33782 in conjunction with 33412, 33413, 33608, 33681, 33770, 33771, 
33778 33780 33920) 

B2 
with reimplantation of 1 or both coronary ostia •33783 

090 65.00 

2 
CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 33782 

CPT Code:33782 Tracking Number B1 Specialty Society Recommended RVU: 60.00 

Global Period: 090 RUC Recommended RVU: 60.00 

CPT Descriptor: Aortic root translocation with ventricular septal defect and pulmonary stenosis repair (ie, Nikaidoh 
procedure); without coronary ostium reimplantation 

(Do not report 33782 in conjunction with 33412, 33413, 33608, 33681, 33770, 33771, 33778, 33780, 33920) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 14-month-old boy was born with mild cyanosis and a heart murmur. Echocardiography at 
birth revealed transposition of the great arteries (discordant ventricular-arterial connections) with ventricular septal defect 
and left ventricular outflow tract obstruction. The child's oxygen saturation on room air was 85% at birth and remained 
between 80% and 90% throughout the first 14 months of life. At age 14 months, the oxygen saturations began to fall to 
the 70% range and the child was referred for surgical intervention secondary to falling oxygen saturation levels. 

At age 14 months, therefore, the child's clinical and echocardiographic data was reviewed at Joint Cardiology and 
Cardiac Surgery Conference and the decision was made to proceed with a Nikaidoh procedure (Aortic root translocation 
over left ventricle) . 

.?ercentage of Survey Respondents who found Vignette to be Typical: 76% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No Percent of survey respondents who 
stated it is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No Percent of survey respondents who stated it is 
typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 

Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 
Write preoperatve orders, review pertinent clinical information. Talk with family and coordinate with facilty and other 
physicians. Wait for induction of anesthesia and insertion of lines. Position patient. Scrub and gown, prep and drape. 

Description of Intra-Service Work: Under general endotracheal anesthesia, in the supine position, the patient is prepped 
and draped in standard aseptic fashion. Skin incision made via standard median sternotomy. Sternum is divided in the 
lidline. Cardiac cannulae placed. Cardiopulmonary bypass initiated. Snares are snugged down on the caval cannulae 
Jlowing for complete heart bypass. The aorta is mobilized as are the proximal coronary arteries. With the heart still 

perfused, the aortic root is dissected off the right ventricle with the coronaries intact. The aorta is crossclamped and cold 
cardioplegic solution is injected into the aortic root. The ascending aorta is divided just below the crossclamp. The 
pulmonary artery is opened longitudinally with the incision carried down across the pulmonary annulus to the VSD thus 
creating unobstructed left ventricular outflow. Septal muscle is excised as necessary. The aortic root is now translocated 
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CPT Code: 33782 
. posteriorly with the back wall sewn to the remnant of the pulmonary valve annulus. A patch is used to close the VSD, 

which superiorly attaches to the anterior wall of the proximal aortic root thus providing unobstructed flow from the LV 
to the aorta. The pulmonary bifurcation is widely mobilized and brought anterior to the distal ascending aorta (the 
LeCompte maneuver). An end-to-end anastomosis is performed between the proximal ascending aorta and the dis• 
ascending aorta. Right ventricular to pulmonary artery continuity is established either with a valved conduit or 
attaching the posterior wall of the main pulmonary artery remnant to the right ventricle and roofmg it with a non-valvea 
patch. Air is evacuated from the cardiac chambers and the crossclamp is released. After satisfactory rewarming and 
resuscitation, the child is then weaned from cardiopulmonary bypass. The cannulae are removed and the sites secured. 
Chest tubes and temporary pacing wires are placed. The sternum is closed with wires, the abdominal fascia, skin and 
subcutaneous tissue closed in layers. 

Description of Post-Service Work: 
Apply dressing, insure patient stability. Dictate op note, write post-op orders. Discuss the procedure outcome with the 
family, nurses, and other physicians. Order labs and medications. Carefully monitor patient's in hospital progress and 
chart progress notes, answer nurse, staff, and family questions. Discharge patient, provide post-op wound care 
management, activity, dietary, and medication instructions. 
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CPT Code: 33782 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) ]10/2008 

Presenter(s ): Kirk Kanter, MD and John Mayer, MD 

)pecialty(s): STS,AATS -

CPT Code: 33782 

Sample Size: 103 'Resp N: 40 I Response: 38.8 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hjg_h 

Service Performance Rate 0.00 0.00 1.00 1.00 5.00 

Survey RVW: 43.00 58.00 60.00 60.00 80.00 

Pre-Service Evaluation Time: 75.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 150.00 240.00 300.00 300.00 600.00 

Immediate Post Service-Time: 60.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 140.00 99291x 2.00 99292x 0.00 

Other Hospital time/visit(s): 225.00 - 99231 X 1.00 99232x 1.00 99233x 3.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 40.00 99211 x 0.00 12x 0.00 13x 0.00 14x 1.00 15x 0.00 

.,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

'*Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 133782 Recommended Physician Work RVU: 60.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 300.00 

Immediate Post Service-Time: 60.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 140.00 99291x 2.00 99292x 0.00 

Other Hospital time/visit(s): 225.00 99231x 1.00 99232x 1.00 99233x 3.00 

Oischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

ffice time/visit(s): 40.00 99211 x 0.00 12x 0.00 13x 0.00 14x 1.00 15x 0.00 

!Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology /Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
33413 

Global 
090 

WorkRVU 
59.74 

CPT Code: 33782 

Time Source 
RUCTime 

CPT Descriptor Replacement, aortic valve; by translocation of autologous pulmonary valve with allograft replacement of 
pulmonary valve (Ross procedure) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
33863 090 58.71 RUC Time 1,739 
CPT Descriptor 1 Ascending aorta graft, with cardiopulmonary bypass, with or without valve suspension; with aortic 
root replacement using composite prosthesis and coronary reconstruction 

MPC CPT Code 2 Work RVU Time Source 
Most Recent 

Medicare Utilization 

CPT Descriptor 2 

Other Reference CPT Code WorkRVU Time Source 

CPT Descriptor 

RELATIONSiflP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 31 % ofrespondents: 77.5 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: . RUCTime 

33782 33413 

I Median Pre-Service Time II 63.00 II 95.00 

I Median Intra-Service Time II 300.00 II 297.00 

Median Immediate Post-service Time 60.00 40.00 

Median Critical Care Time 140.0 140.00 

Median Other Hospital Visit Time 225.0 225.00 

Median Discharge Day Management Time 38.0 38.00 

I Median Office Visit Time 40.0 63.00 

0.0 0.00 

~ 898.00 

I Prolonged Services Time 

I Median Total Time 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

\fental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 4.58 114.32 
management options that must be considered '--------' '---------' 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____4_.5a _ __.ll.___4_.2_9 _ __, 

._I U_rg"'"e_nc...:.y_o_f_m_edi_.cal_dec_is_io_n_makin_.-'g=-----------'1 Ll __ 3_.3_5_ ..... 1 L..l __ 3_.3_2 _ ___. 

Technical Skill/Physical Effort (Mean) 

I'-T_ec_hni_._cal_skil_· l_r_equrr.o...__· ed ___________ ___.l._l _4_.94 _ ___,1 L-1 __ 4_.7_4 _ ___, 

Ll P_hy::....s_ical_e_ffo_rt_f_e...!,.qwr_· _ed ___________ ___.ll 4.71 1'-1 __ 4_.6_5 _ ___, 
Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 4_.84 _ __,11.__ __ 4_.6_1 _ ____, 

I Outcome depends on the skill and judgment of physician I Ll __ 5_.o_o_...~l ._1 __ 4_.77 __ ....~ 

I Es.;_;_tima----t.;_ed_n....,.· s_k.;_of_mal__;,.:.P;....ra_cu_· c_e_sw_·t_Wl_.th__....!,.poo_r_ou_tco----m_e ___ ___.l'-1 __ 3_.6_5_ ..... 1 ._I __ 3_.6_1 _ ___. 

INTENSITY/COMPLEXITY MEASURES CPf Code Reference 
Service 1 

Time Segments (Mean) 

I._Pr_e_-S_e_rv_ic_e,_int_e_ns_ity.:...l_co_m ...... p_Ie_xi...::ty _________ __.l ._I __ s_.oo _ __,ll ..... __ 4_.oo _ ___, 

L..l Intr_a-_S_erv_i_ce_int_ens_i....::.ty_lc_omp_._Ie_XI....::·ty ___________ ___.l L-1 _s_.oo _ ___.l ._I __ s_.oo _ ___, 

._I P_o_st-_S_erv_i_ce_in_t_ens--=ity'-/c_o_m.:..pl_eXI_.ty..:...._ ________ __.l ._I __ 4_.00 _ __,1 ._I __ 4_.00 _ ___. 

Additional Rationale 

CPT Code: 33782 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 
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CPT Code: 33782 
1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 

questions: No 

Why is the procedure reported lJ.Sing multiple codes instead of just one code? (Check all that apply.) 

D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 

D 
D 
D 
D 

Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. fuclude the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 33413 and 33681 or 33413 and 33412 or 33771-22 if coronary artery buttons are re-implanted 33780 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty cardiothoracic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 50 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Based on the number of cases reported in the STS database 

Specialty cardiothoracic surgery Frequency 50 Percentage 100.00% 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 0 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. This is a congenital cardiac procedure, so it will rarely if ever be performed on 
Medicare Patients 

Specialty cardiothoracic surgery Frequency 0 Percentage 0.00% 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 
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CPT Code: 33782· 
Do many physicians perform this service across the United States? 

iTofessional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECO~NDATION 

CPT Code: 33783 

CPT Code:33783 Tracking Number B2 Specialty Society Recommended RVU: 65.00 

Global Period: 090 RUC Recommended RVU: 65.00 

CPT Descriptor: Aortic root translocation with ventricular septal defect and pulmonary stenosis repair (ie, Nikaidoh 
procedure); with reimplantation of 1 or both coronary ostia 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 12-month-old girl was born with mild cyanosis and a heart murmur. Echocardiography at 
birth revealed transposition of the great arteries (discordant ventricular-arterial connections) with ventricular septal defect 
and left ventricular outflow tract obstruction. The child's oxygen saturation on room air was 90% at birth and remained 
between 80% and 90% throughout the first year of life. At 12 months of age, the oxygen saturation started to fall to the 
70% to 80% range. The child was referred for surgical intervention secondary to falling oxygen saturation levels. 

The child's clinical and echocardiographic data was reviewed at Joint Cardiology and Cardiac Surgery Conference and 
the decision was made to proceed with a Nikaidoh procedure (Aortic root translocation over left ventricle). In the 
operating theatre, the surgeon identified a pattern of coronary artery branching necessitating individual transfer of the 
coronary arteries, with coronary artery button re-implantation after suitable coronary artery mobilization. 

Percentage of Survey Respondents who found Vignette to be Typical: 76% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No Percent of survey respondents wt 
stated it is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No Percent of survey respondents who stated it is 
typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 

Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 
Write preoperatve orders, review pertinent clinical information. Talk with family and coordinate with facilty and other 
physicians. Wait for induction of anesthesia and insertion of lines. Position patient. Scrub and gown, prep and drape 

Description of Intra-Service Work: Under general endotracheal anesthesia, in the supine position, the patient is prepped 
and draped in standard aseptic fashion. Skin incision made via standard median sternotomy. Sternum is divided in the 
midline. Cardiac cannulae placed. Cardiopulmonary bypass initiated. Snares are snugged down on the caval cannulae 
allowing for complete heart bypass. The aorta is mobilized as are the proximal coronary arteries. The aorta is 
crossclamped and cold cardioplegic solution is injected into the aortic root. The ascending aorta is divided just below the 
crossclamp. The coronary ostia are excised from the aortic root with an oval of aortic tissue and mobilized. The aortic 
root is dissected off the right ventricle. The pulmonary artery is opened longitudinally with the incision carried dov 
across the pulmonary annulus to the VSD thus creating unobstructed left ventricular outflow. Septal muscle is excised <.. 

necessary. The aortic root is now translocated posteriorly with the back wall sewn to the remnant of the pulmonary valve 
annulus. A patch is used to close the VSD which superiorly attaches to the anterior wall of the proximal aortic root thus 
providing unobstructed flow from the LV to the aorta. The previously excised coronary buttons are transferred back to 
the translocated aortic root either using the original coronary button harvest sites in the aortic root or creating new 
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CPT Code: 33783 
defects for transfer and closing the original harvest sites. The pulmoilary bifurcation is widely mobilized and brought 
anterior to the distal ascending aorta (the LeCompte maneuver). An end-to-end anastomosis is performed between the 
proximal ascending aorta and the distal ascending aorta. Right ventricular to pulmonary artery continuity is established 
either with a valved conduit or by attaching the posterior wall of the main pulmonary artery remnant to the right 
•entricle and roofmg it with a non-valved patch. Air is evacuated from the cardiac chambers and the crossclamp is 

released. After satisfactory rewarming and resuscitation, the child is then weaned from cardiopulmonary bypass. The 
cannulae are removed and the sites secured. Chest tubes and temporary pacing wires are placed. The sternum is closed 
with wires, the abdominal fascia, skin and subcutaneous tissue closed in layers. 

Description of Post-Service Work: 
Apply dressing, insure patient stability. Dictate op note, write post-op orders. Discuss the procedure outcome with the 
family, nurses, and other physicians. Order labs and medications. Carefully monitor patient's in hospital progress and 
chart progress notes, answer nurse, staff, and family questions. Discharge patient, provide post-op wound care 
management, activity, dietary, and medication instructions. 
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CPT Code: 33783 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) j10/2008 

Presenter(s): Kirk Kanter, MD and John Mayer, MD 

Specialty(s ): STS,AATS 

CPT Code: 33783 

Sample Size: 103 'Resp N: 40 I Response: 38.8 % 

Sample Type: Random 

Low 25th _D_Ctl Median* 75th octl Hi9..h 
Service Performance Rate 0.00 0.00 0.00 1.00 6.00 

Survey IRVW: 48.00 60.00 61.00 65.00 86.60 

Pre-Service Evaluation Time: 75.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 150.00 280.00 300.00 360.00 ' 600.00 

Immediate Post Service-Time: 60.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 140.00 99291x 2.00 99292x 0.00 

Other Hospital time/visit(s): 225.00 99231x 1.00 99232x 1.00 99233x 3.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 40.00 99211 x 0.00 12x 0.00 13x 0.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**PhysiCian standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); ............... \ 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 133783 Recommended Physician Work RVU: 65.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 360.00 

Immediate Post Service-Time: 60.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 140.00 99291x 2.00 99292x 0.00 

Other Hospital time/visit(s): 225.00 99231x 1.00 99232x 1.00 99233x 3.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 40.00 99211 x 0.00 12x 0.00 13x 0.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
33413 

Global 
090 

WorkRVU 
59.74 

CPT Code: 33783 

Time Source 
RUC Time 

CPT Descriptor Replacement, aortic valve; by translocation gf autologous pulmonary valve with allograft replacement of 
pulmonary valve (Ross procedure) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
33863 .090 58.71 RUC Time 1,739 
CPT Descriptor 1 Ascending aorta graft, with cardiopulmonary bypass, with or without valve suspension; with aortic 
root replacement using composite prosthesis and coronary reconstruction 

MPC CPT Code 2 Work RVU Time Source 
Most Recent 

Medicare Utilization 

CPT Descriptor 2 

')ther Reference CPT Code WorkRVU Time Source 

CPT Descriptor 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
avaDable, Harvard if no RUC time avaDable) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 30 % of respondents: 75.0 % 

TIME ESTIMATES <Median> Key Reference Source of Time 
CPfCode: CPT Code: RUCTime 

33783 33413 

I Median Pre-Service Time II 63.00 II 95.00 

I Median Intra-Service Time II 360.00 II 297.00 

I Median Immediate Post-service Time 60.00 40.00 

I Median Critical Care Time 140.0 140.00 

I Median Other Hospital Visit Time 225.0 225.00 

[edian Discharge Day Management Time 38.0 38.00 

1 Median Office Visit Time I 40.0 63.00 

I 0.0 0.00 

I~ 898.00 

I Prolonged Services Time 

I Median Total Time 

138 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) . 

The number of possible diagnosis and/or the number of I 4.56 II 
management options that must be considered '-------' '--------' 

4.28 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

..___4.5_a---..~1 ...... 1 __ 4.2_a _ __.l 

._I U_r=-ge_nc-=y'-o_f_m_edi_·cal_dec_is_io_n_making __ · ::;._ _______ __,lj 3.42 I ._I __ 3_.3_6 _ __, 

Technical Skill!Phvsical Effort <Mean) 

I Technical skill required II II '-· ---'---~-------------~ 4.~ ._ __ 4_.7_5_~ 

I._P_hy:....s_ical_e_ffi_ort_r_e...:..qwr_· _ed ___________ ~ll 4.72 I ._1 __ 4_.64 __ _. 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 4_.94 _ __.1 ._I __ 4_.64 __ _. 

._I Out_c_om_e_depe~_nd.s_o_n_th_e_skill_._and___..::..ju_dgm.:::.._e_nt_o_f...:..p-=hy'-sl_.ci __ an __ __,l ._I __ 5_.00 __ __.1 ._I __ 4_.7_8 _ __, 

._l8_nma_._ted_ru_·k_o_f_mal~p_rn_cn_·re_Slll_·t_~_·th~poo_r_ou_tco_m_e ____ __.l._l __ 3_.6_9 __ ~1._1 __ 3_.6_7_~ 

INTENSITY/COMPLEXITY MEASURES CPf Code Reference 
Service 1 

Time Segments (Mean) 

I.__ Pr_e-_Se_rv_ire_int_e_ns-'ity._lco_mp..:..l_eXl_.ty..:...._ ________ __,l ._I _4_.00 _ ___.1 ._I __ 4_.00 _ ___, 

._lm_m_-Se_rn_·ce_int_ens_i~ty_lc_omp~le_Xl~·ty.__ _______ __.l._l _5_.00 _ ___.1._1 __ 5_.00 _ ___, 

._I P_os_t-_S_ern_·_ce_int_ens_l.....::·ty~/c_o_mp.!...l_eXl_.ty..:...._ _________ --'IIL...-_4_.00 _ ___.1 ._I __ 4_.00_---J 

Additional Rationale 

CPT Code: 33783 

Describe the process by which your specialty society reached your fmal recorrunendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

The expert panel reviewed the data and felt that the 75rn percentile was more representative of the differential of work fot 
the coronary reimplantation than the sorn percentile and that this was not correctly represented in the data. The expert 
panel feels that this is primarily because physicians typically perform only one procedure or the other. In addition, the 
expert panel felt that the both 3377Xl and 3377X2 are more difficult procedures than the reference code, 33413. The 
sorn percentile for the 3377Xl represents this difference and the 75rn percentile for 3377X2 represents this differece from 
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CPT Code: 33783 
33413 and the additional work of coronary reimplantation. The 75m percentile was used for both the time and the work 
RVU for 3377X2. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCYINFO~TION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 33413 and 33681 or 33413 and 33412 or 33771-22 if coronary artery buttons are re-implanted 33780 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty cardiothoracic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 50 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Based on the number of cases reported in the STS database 

Specialty cardiothoracic surgery Frequency 50 Percentage 100.00 % 

~pecialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 1 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
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CPT Code: 33783 
explain the rationale for this estimate. This is a congenital cardiac procedure, so it will rarely if ever be performed on 
Medicare Patients 

Specialty cardiothoracic surgery Frequency 1 Percentage 100.00 % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 33980 because it is more similar in value 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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CPT Code: ----
Specialty Society('s) ________ _ 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 
Facility Direct Inputs 

CPT Long Descriptor: 

Sample Size: 103 Response Rate: (%): 38.8% Global Period: 090 

Geographic Practice Setting %: Rural 0% Suburban 17% 

Type of Practice%: 0% Solo Practice 
12% Single Specialty Group 
5% Multispecialty Group 
83% Medical School Faculty Practice Plan 

Urban83% 

Please provide a brief description of the process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: 
The Committee consists of congenital and adult cardiac surgeons from around the country. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The clinical staff fills out the pre-service diagnostic and referral forms. They call the hospital to schedule space and 
equipment needed in the facility. They will also coordinate with anesthesia, the pediatric cardiologist, the OR, and the 
intensive care unit to ensure space. The clinical staff will educate the patient's parents on what they need to do to 
prepare the child for surgery prior to the procedure. The clinical staff will also help coordinate parental accommodations 
if necessary. The clinical staff will also call in any prescriptions necessary for the patient. 

Intra-Service Clinical Labor Activities: 

Post-Service Clinical Labor Activities 

The clinical staff will help coordinate the discharge of the patient from the hospital. 
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AMA Specialty Society 
Recommendation 

AMA Specialty Society Recommendation 
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with ventricular septal with ventricular septal 
defect and pulmonary defect and pulmonary 

stenosis repair (ie, stenosis repair (ie, 
Nikaidoh procedure); Nikaidoh procedure); with 

without coronary ostium lll'f!!imolaintlltitm of 1 or 
reimplantation coronary ostia 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

Ventricular Assist Devices 

In February 2009, the CPT Editorial Panel created three new codes to describe the replacement of ventricular assist devices (VAD). 
With the transition of V ADs to longer term uses, it has become necessary to replace the V AD pump for mechanical failure or 
embolization. The three new codes describe the removal and replacement of intracorporeal and extracorporeal of V ADs. 

33981 
The specialty society requested that code 33981 Replacement of extracorporeal ventricular assist device, single or biventricular 
pump(s); single or each pump be contractor priced. The specialty society determined that the work RVU from the survey results were 
not representative of the work involved in this procedure. The specialty society believes that the code and vignette are representative for 
the procedure, but that the survey respondents took extra work/factors outside the pump replacement descriptor for the code into account 
when valuing the procedure (such as cannula replacement). The specialty society determined that the procedure will b~ properly valued; if 
it is surveyed with the entire family of codes. The specialty society plans to submit the rest of the family of V AD codes to CPT for 
review at the October 2009 meeting. The RUC agrees with the specialty society and recommends that code 33981 be contractor 
priced. 

33982,33983 
The RUC reviewed codes 33982 Replacement of ventricular assist device; implantable intracorporeal, single ventricle, without 
cardiopulmonary bypass and 33983 Replacement of ventricular assist device; implantable intracorporeal, single ventricle, with 
cardiopulmonary bypass and had a thorough discussion regarding the specialty survey results for these two services. The RUC 
determined that the low performance rate ofthese services, low survey response rate and other typical methods of valuation 
(references codes/building block) rendered inappropriate work RVUs for these services. Therefore, the RUC recommends that 
codes 33982 and 33983 be contractor priced. The specialty society indicated that they intend to review the entire family of V AD 
codes to determine the next steps. The VAD replacement codes will be valued with the new VAD code family or as part of the 5-year 
review with identified V AD codes if appropriate. · 

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



93750 
The RUC reviewed code 93750 Interrogation of ventricular assist device (VAD), in person, with physician analysis of device 
parameters (eg, drivelines, alarms, power surges), review of device function (eg, flow and volume status, septum status, recovery), 
with programming, if performed, and report and agreed with the specialty society that 93750 is comparable to reference service 
95973, Electronic analysis of implanted neurostimulator pulse generator system (eg, rate, pulse amplitude and duration, 
configuration of wave form, battery status, electrode selectability, output modulation, cycling, impedance and patient compliance 
measurements); complex spinal cord, or peripheral (except cranial nerve) neurostimulator pulse generator/transmitter, with 
intraoperative or subsequent programming, each additional 30 minutes after first hour (List separately in addition to code for primary 
procedure) (work RVU = 0.92). However, the RUC noted that the reference service is a ZZZ global, whereas the surveyed code is a 
XXX global. The survey respondents indicated that 93750 does not require any pre-service or post-service time, making it similar to a 
ZZZ global code. As such, the RUC determined that 93750 is very similar to the reference service 95973. In addition, the two codes 
require identical intra-service time of30 minutes. Therefore, the RUC agreed that the physician work and time required to perform 
both services is identical. The RUC recommends a physician work RVU of 0.92 for code 93750. 

Practice Expense 
The RUC reviewed and approved the direct practice expense inputs for code 93750 as recommended by the specialty society. 

CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

The insertion of a ventricular assist device {V AD) can be gerformed via }2ercutaneous {0048T) or transthoracic {33975, 33976, 33979) angroach. The location 
of the V AD may be intracomoreal or extracomoreal. 

Removal of a V AD (33977, 33978,33980, 0050T) includes removal of the entire device, including the cannulas. 

Reglacement of a V AD gumg includes the removal of the gumg and insertion of a new gumg, connection, de-airing, and initiation of the new gumg. 

Reglacement of the entire device, i.e.gumg(s) and cannulas, is renorted using the insertion codes. Do not also regort removal. 

(For percutaneous implantation of extracorporeal ventricular assist device or for removal of percutaneously implanted extracorporeal ventricular assist device, 
see Category III codes 0048T, 0050T. For renlacement of a gercutaneously glaced extracomoreal ventricular assist device, use 33999) 

.33981 Vl Replacement of extracorporeal ventricular assist device, single or hi ventricular XXX Contractor Price 
pump(s); single or each pump 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 
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CPT Code Tracking CPT Descriptor 
(•New) Number 

.33982 V2 Replacement of ventricular assist device; implantable intracorporeal, single 
ventricle, without cardiopulmonary bypass 

• 33983 V3 implantable intracorporeal, single ventricle, with cardiopulmonary 
bypass 

.93750 V4 Interrogation of ventricular assist device (V AD), in person, with physician 
analysis of device parameters ( eg, drivelines, alarms, power surges), review of 
device function ( eg, flow and volume status, septum status, recovery), with 
programming, if performed, and report 

(Do not reoort 93750 in coniunction with 33975 33976 33979 33981-33983) 
0050T Removal of a ventricular assist device, extracorporeal, percutaneous trans septal 

access, single or dual cannulation 

(For reQlacement of a ventricular assist device, extracomoreal, Qercutaneous 
transseotal access use 33999) 

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

Global WorkRVU 
Period Recommendation 

XXX Contractor Price 

XXX Contractor Price 

XXX 0.92 

N/A 
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March 31, 2009 

Dear Dr. Rich, 

Re: Recommendations for code 33981 -Replacement of extracorporeal ventricular assist device, 
single or biventricular pump(s); single or each pump 

The STS would like to request that new code 33981 - be carrier priced for 2010. The Society 
feels that the value from the survey results is not representative of the work involved in this 
procedure. 

The original code proposal that the STS developed was more comprehensive and included several 
additional codes. However, due to various reasons, the STS ended up separating out the 4 new 
codes from the rest of the proposal. The STS believes that the code and vignette are 
representative for the procedure, but that the members surveyed took extra work/factors outside 
the pump replacement descriptor for the code into account when valuing the procedure (such as 
cannula replacement). The STS feels that the procedure will be properly valued if it is surveyed 
with the entire family of codes. The STS plans to submit the rest of the family of V AD codes to 
CPT for review at the October meeting. 

Sincerely, 

Jim Levett, MD 

STS/AATS RUC Advisor. 

149 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 33981 

CPT Code:33981 Tracking Number Vl Specialty Society Recommended RVU: CP 

Global Period: XXX RUC Recommended RVU: CP 

CPT Descriptor: Replacement of extracorporeal ventricular assist device, single or biventricular pump(s); single or each 
pump 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old patient with life-limiting ventricular dysfunction presents with mechanical 
failure of his ventricular assist device. He is scheduled for device pump replacement. 

Percentage of Survey Respondents who found Vignette to be Typical: 80% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 70% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 100% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 

Description of Intra-Service Work: Inflow and outflow cannulas are clamped, and the assist device pump is removed and 
inspected. A new ventricular assist device pump is physically connected to the inflow and outflow cannulas. The pump is 
primed _and de-aired to prevent gas emboli7...ation. The device is activated to support the circulation, and its flow 
characteristics varied to ensure that adequate flow rates are achievable, and that there is unobstructed inflow and 
outflow. During the process of V AD initiation, the patient's intravascular volume and vasoactive drug therapy are 
adjusted to achieve satisfactory, stable cardiovascular function and end-organ perfusion. 

Description of Post-Service Work: 
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CPT Code: 33981 
SURVEY DATA 
RUC Meeting Date (mm/yyyy} jo4t2009 

Presenter(s}: Joseph Cleveland, MD; Keith Naunheim, MD 

Specialty(s}: cardiothoracic surgery 

CPT Code: 33981 

Sample Size: 33 'Resp N: 10 l Response: 30.3 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl H!Q.h 
Service Performance Rate 0.00 3.00 4.00 9.00 10.00 

Survey RVW: 3.00 25.00 30.00 30.00 45.00 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 20:00 

lntra-Seuvice Time: 90.00 180.00 240.00 240.00 300.00 

Immediate Post Service-Time: 120.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit{s}: 0.00 99211x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 {70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38 
99239 (55); 99211 (7); 99212 (16); 99213 (23}; 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 133981 Recommended Physician Work RVU: 0.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 240.00 

Immediate Post Service-Time: 120.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit{s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
33975 

Global 
XXX 

WorkRVU 
20.97 

CPT Descriptor Insertion of ventricular assist device; extracorporeal, single ventricle 

KEY MPC COMPARISON CODES: 

CPT Code: 33981 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global WorkRVU Time Source Medicare Utilization 

XXX 0.00 
CPT Descriptor 1 

Most Recent 
MPC CPT Code 2 Global WorkRVU Time Source Medicare Utilization 

0.00 

CPT Descriptor 2 

Other Reference CPT Code Global WorkRVU Time Source 
33976 XXX 22.70 RUCTime 

CPT Descriptor Insertion of ventricular assist device; extracorporeal, biventricular 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 5 

TIME ESTIMATES <Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

I Median Immediate Post-service Time 

I Median Critical Care Time 

I Median Other Hospital Visit Time 

I Median Discharge Day Management Time 
1 
\1edian Office Visit Time 

!rolonged Services Time 

I Median Total Time 

CPT Code: 
33981 

II 63.00 II 

II 240.00 II 
120.00 

0.0 

0.0 

0.0 

0.0 

0.0 

~ 
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% of respondents: 50.0 % 

Key Reference Source of Time 
CPT Code: RUCTime 

33975 

120.00 

330.00 

180.00 

0.00 

0.00 

0.00 

0.00 

0.00 

630.00 



INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~.....-_4_.a_o ~I .__I __ 4.6_o_.-~ 

~.....__4_.6o _ __.ll...._ __ 4.4_o_.-~ 

._I U_r=ge_n....:cy'-o_f_m_edi_._cal_dec_is_io_n_making_·-=-----------'1 ~...1 __ 4_.a_o_....~l ~...1 __ 4_.6_0_----J 

Technical Skill/Physical Effort (Mean) 

I~...T_ec_ruu_·~_l_s~_·_lr_~~·-ed ___________ ~l~...l __ 4_.4_0_~1~...1 __ 4_.2_0_~ 

~...1 P--'hy::....s_ical_e_ffo_rt_r_e_..quired_· ____________ __.! .... I __ 2_.2_0_~11 ..... __ 4_.6_0_~ 
Psychological Stress (Mean) 

I The risk of significant compli~tions, morbidity and/or mortality I ~...1 __ 4_.6_0_....~1 ~...1 __ 4_.6_0_----J 

I Outcome depends on the skill and judgment of physician I ._I __ 4_.8_0 _ _.I .... 1 __ 4_.6_0 _ ___, 

~-.I Es....:._tima__;_ted.:..__ns....,.· _k...:..of ...... mal=p~ra_c_ti_ce....,.s....,.w_·t _WI_·th_poo~.:....r o...:..u...:..tc....,.o_m:....e ___ ~l ~...1 __ 4_.o_o _....~1 ~...1 __ 3_.2_0 _ ___, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPfCode Reference 
Service 1 

I ~...~_e_-_Se_~_i_ce_~_ens:;_:...,:ity::..../c_o_m_..p_le_xi~ty---------~~~-~ __ 4_.4_0_~11~... __ 4_.4_0 _ _..... 

~...IIntra __ -Se_rvx_·c_e_~_e_ns_i~ty-/c_o_m.._pl_ext_.ty.::....-________ ~1 .... 1 __ 4_.4_o _ _.I .... I __ 4_._40 _ ___, 

~-.I P_o_st_-S_ervx_·ce_~_e_ns_ity.::..l_co_m~p'-le_XI--'.ty::...._ ________ __.l ._I __ 4_.6_0 _ _.1 .... 1 __ 4_._60_~ 

Additional Rationale 

CPT Code: 33981 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

The STS would like to request that this code be carrier priced for 2010. The society feels that this value is nat 
representative of the work involved in this procedure. This was originally part of a bigger code set and the STS feels that 
it would be more properly valued if we submit the rest of the family of codes to CPT and then value this code with the 
new family of codes. 
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CPT Code: 33981 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported 6n the same date with other CPT codes? If yes, please respond to the 
following questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 

· involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
:ode is reviewed) 33999 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty cardiothoracic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 100 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. 

Specialty cardiothoracic surgery Frequency 100 Percentage 100.00 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 100 
lf this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
.<plain the rationale for this estimate. 

Specialty cardiothoracic surgery Frequency 100 Percentage 100.00 % 

Specialty Frequency 0 Percentage 0.00% 
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CPT Code: 33981 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 33982 

CPT Code:33982 Tracking Number V2 Specialty Society Recommended RVU: 50 

Global Period: XXX RUC Recommended RVU: CP 

CPT Descriptor: Replacement of ventricular assist device; implantable intracorporeal, single ventricle, without 
cardiopulmonary bypass 

CLINICAL DESCRIPTION OF SERVICE! 

Vignette Used in Survey: A 50-year-old patient with life-limiting ventricular dysfunction presents with mechanical 
failure of his ventricular assist device. He is scheduled for device pump replacement. 

Percentage of Survey Respondents who found Vignette to be Typical: 70% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

ls moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 70% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 100% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review the surgical procedure including the pre-operative work-up, review of 
periopeative durgs, and prophylaxix against deep vein thrombosis/pulmonay embolism. Change into scrub clothes, check 
with lab on availability of blood and/or cross match, check that necessary surgical instruments, supplies,and devices are 
available in the OR. Coordinate care with the OR team, including anesthesia, nursing, physician assistants, and pump 
technicians, prepare for the need to go on cardiopulmonary bypass urgently if needed. Supervise setup of bypass 
equipment. Review planned procedure and positioning and draping of patient. Position patient, scrub and gown. 

Description of Intra-Service Work: A reoperative median sternotomy is performed and the patient if fully anticoagulated. 
The implanted ventricular ass.ist device is dissected free from surrounding scar tissue, avoiding injury to vital structures. 
The dissection is extended to permit ready access to the great vessels and the right heart for urgent cannulation to 
institute cardiopulmonary bypass should it be necessary. V AD flow rates are gradually reduced, and the patient carefully 
weaned from its assistance with adjustment of intravascular volume and inotropic agents. Inflow and outflow cannulas 
are clamped, and the assist device pump is removed and inspected. A new ventricular assist device is physically 
onnected to the inflow and outflow cannulas. The device is primed and de-aired to prevent gas embolization. The 

.. evice pump is activated to support the circulation, and its flow characteristics varied to ensure that adequate flow rates 
are achievable, and that there is unobstructed inflow and outflow. During the process of VAD initiation, the patients 

Description of Post-Service Work: Apply dressing, manage postop medications, manage fluid and monitor ventilatory 
support and other non-cardica subsystems and use of blood products. Monitor for post op bleeding, heart failure, and 
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CPT Code: 33982 
coagulopathic events. Discuss procedure outcome with patient family and other coordinating physicians. Write post-op. 
orders and dictate report. 
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CPT Code: 33982 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2009 

Presenter(s): Joseph Cleveland, MD; Keith Naunheim, MD 

)pecialty(s): cardiothoracic surgery 
- ~ 

CPT Code: 33982 

Sample Size: 33 IResp N: 10 I ~ Response: 30.3 % 

Sample Type: Random 

Low 2Sth DCtl Median* 75th DCtl Hiqh 

Service Performance Rate 0.00 0.00 1.50 4.25 10.00 

SurveyRVW: 4.00 36.25 50.00 55.00 80.00 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 60.00 195.00 330.00 360.00 500.00 

Immediate Post Service-Time: 120.00 

Post 0Derative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 
00rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

. . .. 
·'*Physrcran standard total mrnutes per ElM vrsrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 133982 Recommended Physician Work RVU: 50.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-service Time: 330.00 

Immediate Post Service-Time: 120.00 

Post 0Derative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

l")ischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Jffice time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
33979 

Global 
XXX 

WorkRVU 
45.93 

CPT Code: 33982 

Time Source 
RUCTime 

CPT Descriptor Insertion of ventricular assist device, implantable intracorporeal, single ventricle 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 
33975 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

Global 
XXX 

WorkRVU 
20.97 

Time Source 
RUCTime 

CPT Descriptor Insertion of ventricular assist device; extracorporeal, single ventricle 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 80.0 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

33982 33979 

I Median Pre-Service Time II 63.00 II 52.50 

I Median Intra-Service Time II 330.00 II 410.00 

Median Immediate Post-service Time 120.00 150.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time 1~1 
612.50 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

\lental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 4.88 II 
management options that must be considered .___ ___ __. '----------' 

4.75 

The amount and/or complexity of medical records, diagnostic 
tests, and! or other information that must be reviewed and analyzed 

.___5_.oo_-..~l ~.-I __ 4.8_8_--~ 

._lu_rg=:..e_nc~y_o_f_m_edi_·cal_dec_is_io_n_maki_ . ...;ng::.._ _______ __.ll 5.00 I ._1 __ 4_.8_8 _ __, 

Technical Skill/Physical Effort (Mean) 

._I T_ec_hni_._cal_skil_· l_r_eqwr.:..-· ed ___________ ___.ll 4.88 I ._I __ 4_.7_5_~ 

._I P_hy::....;s_ical_e_ffi_ort_r_eqwr~· _ed ___________ __JII 5.00 11...__ __ 4_.8_8 _ ____, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and! or mortality I ._I ___ 5_.00_---..~1 ._I __ 4_.8_8 ----~ 

._I Ou_tc_om_e depe__.__nds_o_n_th_e_s_kill_and--=-judgm-"'"_e_n_t o_f...:.p....:hy:_s_ic_ian __ __.l ._I __ 5_.00 _ ___.1 ._I __ 4_.88 __ _, 

I Es_tima_t_ed_ns_· _k_of_mal..._.::p_ra_c_tice_su_it_WI_·th~poo......;_r--ou_t_;co;.::m:....e ___ --JI ._I __ 4_.00 _ __.1 ._I __ 4_.00 __ _. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

.... l~_e_-~_nn_·ce_~_e_ns_ity~/oo_m....:p~le_~....:·ty'------------'11 4.75 11...____4_.63_-..1 

._lmrr_a_-~_nn_·c_e_~_e_ns_ity::....;/_co_m...:.p_k_xi~ty------------'11 5.00 I ~.-I _4_.88_--l 

I ,_P_o_~--~_N_i_ce_~_ens--=ity'-/oo_m~~-e~_·ty~----------'11 5.00 I ._I _4_.88 _ __. 

Additional Rationale 

CPT Code~ 33982 

Describe the process by which your specialty society reached. your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
l?.ecommendations for the appropriate formula and format. 

SERVICES REPORTED WITH MULTIPLE CPf CODES 
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CPT Code: 33982 
1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 

following questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. --
0 Multiple codes allow flexibility to describe-exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

FREQUENCYINFO~TION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 33999 ' 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty cardiothoracic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 50 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. 

Specialty cardiothoracic surgery Frequency 50 Percentage 100.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0. 00 % 

-Estimate the number of times this service might-be provided to Medicare patients nationally in a one-year period? 50 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 

Specialty cardiothoracic surgery Frequency 50 Percentage 100.00 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? No 
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CPT Code: 33982 · 

Professional Liability Insurance Infonnation (PLI) 

..:>oes the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 33983 -

CPT Code:33983 Tracking Number V3 Specialty Society Recommended RVU: 50 

Global Period: XXX RUC Recommended RVU: CP 

CPT Descriptor: Replacement of ventricular assist device; implantable intracorporeal,- single ventricle, with 
cardiopulmonary bypass 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old patient with life-limiting ventricular dysfunction presents with mechanical 
failure of his ventricular assist device. He is scheduled for device pump replacement. 

Percentage of Survey Respondents who found Vignette to be Typical: 80% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 70% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 100% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review the surgical procedure including the pre-operative work-up, review of 
periopeative durgs, and prophylaxix against deep vein thrombosis/pulmonay embolism. Change into scrub clothes, check 
with lab on availability of blood and/or cross match, check that necessary surgical instruments, supplies,and devices are 
available in the OR. Coordinate care with the OR team, including anesthesia, nursing, physician assistants, and pump 
technicians. Supervise setup of bypass equipment. Review planned procedure and positioning and draping of patient. 
Position patient, scrub and gown. 

Description of Intra-Service Work: A reoperative median sternotomy is performed and the patient if fully anticoagulated. 
The implanted ventricular assist device is dissected free from surrounding scar tissue, avoiding injury to vital structures. 
The dissection is extended to permit ready access to the great vessels and the right heart. The patient does not tolerate 
weaning from the VAD, and is therefore cannulated for cardiopulmonary bypass. This is initiated, the inflow and 
outflow V AD cannulas are clamped, and the assist device is removed and inspected. A new ventricular assist device 
pump is physically connected to the inflow and outflow cannulas. The pump is primed and de-aired to prevent gas 
embolization. The device is activated to support the circulation, and its flow characteristics varied to ensure that adequat 
flow rates are achievable, and that there is unobstructed inflow and outflow. During the process of V AD initiation, tht.. 
patients intravascular volume and vasoactive drug therapy are adjusted to achieve satisfactory, stable cardiovascular 
function and end-organ perfusion. Hemostasis is achieved and the sternotomy closed over drains. 

Description of Post-Service Work: 
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CPT Code: 33983 

Apply dressing, manage postop medications, manage fluid and monitor ventilatory support and other non-cardica 
subsystems and use of blood products. Monitor for post op bleeding, heart failure, and coagulopathic events. Discuss 
procedure outcome with patient family and other coordinating physicians. Write post-op orders and dictate report. 
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CPT Code: 33983 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4/2009 

Presenter(s): Joseph Cleveland, MD; Keith Naunheim, MD 

Specialty(s): cardiothoracic surger-Y 

CPT Code: 33983 

Sample Size: 33 IResp N: 10 
I 

Response: 30.3 % 

Sample Type: Random 

Low 25th Dctl Median* 75th DCtl Hjg_h 

Service Performance Rate 0.00 1.00 5.00 8.00 10.00 

Survey IRVW: 4.00 40.00 50.00 54.75 80.00 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 25.00 

Intra-Service Time: 120.00 240.00 360.00 360.00 500.00 

Immediate Post Service-Time: 120.00 

Post O_perative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 133983 Recommended Physician Work RVU: 50.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 360.00 

Immediate Post Service-Time: 120.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

REFERENCE SERVICE: 

Key CPT Code 
33979 

Global 
XXX 

WorkRVU 
45.93 

CPT Code: 33983 

Time Source 
RUCTime· 

CPT Descriptor Insertion of ventricular assist device, implantable intracorporeal, single ventricle 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the ROC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global WorkRVU Time Source Medicare Utilization 

0.00 
CPT Descriptor 1 

Most Recent 
MPC CPT Code 2 Global WorkRVU Time Source Medicare Utilization 

0.00 

CPT Descriptor 2 

Other Reference CPT Code Global WorkRVU Time Source 
33976 XXX 22.97 RUCTime 

CPT Descriptor Insertion of ventricular assist device; extracorporeal, biventricular 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 80.0 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

33983 33979 

I Median Pre-Service Time II 63.00 II 120.00 

I Median Intra-Service Time II 360.00 II 360.00 

I Median Immediate Post-service Time I 120.00 200.00 

I Median Critical Care Time I 0.0 '0.00 

I Median Other Hospital Visit Time I 0.0 0.00 

I Median Discharge Day Management Time I 0.0 0.00 

I 0.0 0.00 ' · 1edian Office Visit Time 

rolonged Services Time I 0.0 0.00 

I Median Total Time I~ 680.00 

166 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 4.89 II 
management options that must be considered '--------' ,_ ____ ___, 

4.78 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

,____5_.o_o_ ..... l .... 1 __ 4_.8_9 _ ___. 

._I U_r.:.ge_nc_:;y_o_f_m_edi_·cal_dec_is_io_n_maki __ ·n.:.g ------------'1 ._I __ 5_.o_o _ _.l ._I __ 4_.8_9 _ __, 

Technical Skiii/Phvsical Effort (Mean) 

Ll T_ec_hni_·cal~skill_._r_eqwr_.__· _ed ___________ __JI Ll __ 5_.o_o_..JI Ll __ 4_.8_9_---l 

._I P-'hy::..s_ical_e_ffi_ort_I'_equ_.__ired ____________ --..~11 4.89 I ._1 __ 4_.7_8_---l 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 5_.00 _ __.1 Ll __ 4._89 __ ..J 

I Outcome depends on the skill and judgment of physician ILl __ s_.oo _ ___.l ._1 __ 4_.8_9_---l 

Ll&~wm~·~ted~ru~k_o~f~mru~~-a_oo_·re __ ~_·t_~_·th~poo~r~oo~~~o~m~e _____ ~l._l __ 4_.oo _ ___.l._l __ 4_.oo __ _. 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

L~~-~-s~e~~-k~e_m_re~ns~ity~/~co_m~p-'re-~~·ty~------------~'1 4.78 1 L-1 _4_.67_--..~ 

._lmrr_a_-~_~_ire_~_e_ns_ity::../_co_m~p_le_xi~ty __________ ___,ll 4.89 I ._I __ 4_.22 _ __, 

I LP_o_s~_S_e~_i_re_~_ens_l~·ty~/oo_m~¢_e~_·ty~-------------~'1 s.oo I L-1 _4_.89_--..~ 

Additional Rationale 

CPT Code: 33983 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

SERVICES REPORTED WITH MULTIPLE CPf CODES 
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CPT Code: 33983 
1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 

following questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 33999 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty cardiothoracic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 50 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. 

Specialty cardiothoracic surgery Frequency 50 Percentage 100.00 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 50 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 

Specialty cardiothoracic surgery Frequency 50 Percentage 100.00 % 

>ecialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? No 
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CPT Code: 33983 

Professional Liability Insurance Infonnation (PLI) 
\ 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 93750 

CPT Code:93750 Tracking Number V 4 Specialty Society Recommended RVU: 1.75 

Global Period: XXX RUC Recommended RVU: 0.92 

CPT Descriptor: Interrogation of ventricular assist device (V AD), in person, with physician analysis of device 
parameters (eg, drivelines, alanns, power surges), review of-device function (eg, flow and volume status, septum status, 
recovery), with programming, if performed, and report 
(Do not report 93750 in conjunction with 33975, 33976, 33979, 33981-33983) 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: A 50-year-old patient is seen for regular, scheduled ventricular assist device follow-up 
assessment (E/M reported separately). The V AD is interrogated. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 65% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 80% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 

Description of Intra-Service Work: The physician disconnects the patient from their battery and attaches the outflow 
conduit to a cable which in turn is connected to a non-portable V AD Systems Monitor which downloads information 
from the patient's VAD and performs a series of diagnostic checks (i.e., VAD stroke rate, flow volume, pump rate, 
alarm history) to ensure the V AD is functioning within specified parameters. This real-time data is compared to 
recorded data to determine functioning as well as patient compliance with V AD operating instructions when the patient is 
engaged in activities of daily living. 

Jescription of Post-Service Work: 
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CPT Code;. 93750 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4t2009 

Presenter(s): Joseph Cleveland, MD; Mihai Gheorghiade, MD; Keith Naunheim, MD 

Specialty(s): cardiothoraic surgery, cardiology 

CPT Code: 93750 

Sample Size: 67 IResp N: 20 I Response: 29.8 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hi.g_h 

Service Performance Rate 0.00 25.00 40.00 67.50 300.00 

Survey RVW: 0.95 1.75 2.50 4.00 9.00 

Pre-Service Evaluation Time: 20.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 0.00 20.00 30.00 210.00 480.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
**Physician standard total m1nutes per ElM vis1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); _____ , __ _ 
99239 (55); 99211 (7); 99212 {16}; 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 {30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 193750 Recommended Physician Work RVU: 1.75 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package Pre-Service Time 

Pre-Service Evaluation Time: 0.00 7.00 -7.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 30.00 

Immediate Post Service-Time: 0.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s}: 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
99233 

Global 
XXX 

WorkRVU 
2.00 

CPT Code:·93750 

Time Source 
RUCTime 

CPT Descriptor Subsequent hospital care, per day, for the evaluation and management of a patient, which requires at 
least 2 of these 3 key components: A detailed interval history; A detailed examination; 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 patient is unstable or has developed a 
significant complication or a significant new problem. Physicians typically spend 35 minutes at the bedside and on the 
patient's hospital floor or unit. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99478 

Global Work RVU 
XXX 2.75 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

10 
CPT Descriptor 1 Subsequent intensive care, per day, for the evaluation and management of the recovering very low 
birth weight infant (present body weight less than 1500 grams) 

MPC CPT Code 2 
99204 

Global 
XXX 

WorkRVU Time Source 
2.30 RUC Time 

Most Recent 
Medicare Utilization 

3,254,499 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of a new patient, which requires 
these 3 key components: A comprehensive history; A comprehensive examination; 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 presenting problem(s) are of moderate to 
high severity. Physicians typically spend 45 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code 
93289 

Global 
XXX 

WorkRVU 
0.78 

Time Source 
RUCTime 

CPT Descriptor Interrogation device evaluation (in person) with physician analysis, review and report, includes 
connection, recording and disconnection per patient encounter; single, dual, or multiple lead implantable cardioverter­
defibrillator system, including analysis of heart rhythm derived data elements 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 9 % of respondents: 45.0 % 

TME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

93750 99233 

I Median Pre-Service Time II 0.00 II 10.00 

I Median Intra-Service Time II 30.00 II 30.00 
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',''. '• .. ·-·. CPT Code:· 937.50 

Median hnmediate Post-service Time 0.00 15.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Prolonged Services Time -0.0 0.00 

Median Total Time 30.00 55.00 

Other time if appropriate 

INTENSITY/COMPLEXITY :MEASURES (Mean) 

Mental Effort and JudPment <Mean} 
The number of possible diagnosis and/or the nwnber of 4.44 II 2.56 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 2.56 II 2.44 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 4.22 II 3.00 

Technical SkiiiiPhisical Effort <Mean} 

I Technical skill required II 4.44 II 3.44 

I Physical effort required II 3.78 II 3.11 

Psvchol~cal Stress <Mean} 

I The risk of significant complications, morbidity and/or mortality II 4.78 II 3.33 

I Outcome depends on the skill and judgment of physician II 4.78 II 3.33 

I Estimated risk of malpractice suit with poor outcome 'I 4.11 II 3.11 

INTENSITY/COMPLEXITY :MEASURES CPrCode Reference 
Service 1 

Time Segments <Mean} 

I Pre-Service intensity/complexity II 2.89 II 2.11 

I Intra-Service intensity/complexity II 3.56 II 2.56 

[Post-Service intensity/complexity II 4.00 II 3.11 
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CPT Code: 93750··. 
Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

The cardiothoracic surgeon and the cardiologists both follow the patient after V AD insertion. The typical pattern of care for a patient 
after discharge from the hospital in the outpatient setting for the first year post V AD insertion is as follows: 

I 51 month - the patient is seen weekly for evaluation and V AD device interrogation and programming 

2nd month- the patient is seen every other week for evaluation and V AD device interrogation and programming 

Months 3 - 12- the patient is seen monthly for evaluation and V AD device interrogation and programming 

SERVICES REPORTED WITII MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
[8J Other reason (please explain) This procedure will be reported with an E/M service on the same 
day. The level and type of evaluation will vary by patient 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 0 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty cardiothoracic surgery How often? Rarely 

Specialty cardiology How often? Rarely 

Jpecialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 10000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. 

174 



' '.' CPT Code: 93750 

Specialty cardiothoraic surgery Frequency 5000 Percentage 50.00 % . 

Specialty cardiology Frequency 5000 Percentage 50.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
5,984 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. here are 500,000 heart failure patients each year. Of that number 
approximately 374 will receive a long-term V AD device (based on current RUC database numbers). For the patients 
who receive a long term V AD device, the typical patient will be seen for 16 visits during the year (see additional 
rationale below for typical patient visit pattern). 

Specialty cardiothoraic surgery Frequency 2992 Percentage 50.00 % 

Specialty cardiology Frequency 2992 Percentage 50.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 93289 is a more appropriate crosswalk 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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CPT Code: 93750 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: 
93750 -Interrogation of ventricular assist device (VAD), in person, with physician analysis of device 
parameters ( eg, drivelines, alarms, power surges), review of device function ( eg, flow and volume status, 
septum status, recovery), with programming, if performed, and report 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

There is no pre-service clinical labor associated with this procedure. The clinical staff time for these 
activities would be captured under the ElM code which is reported separately 

Intra-Service Clinical Labor Activities: 
The clinical staff will prepare the equipment and the room for the interrogation and then will assist the 
physician with a portion of the interrogation procedure as necessary. The clinical staff will then clean the 
equipment and the room at the conclusion of the procedure. 

Post-Service Clinical Labor Activities: 

There is no post-service clinical labor associated with this procedure. 
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AMA Spec1alty Society Recommendation 

April2009 , 
(AIMA/S~Jec:iallty Society RVS Update Committee Recommendation j 

AMA Specialty Society 
Recommendation 178 

of ventricular assist 
in person, with physician analysis 

device parameters (eg, drivelines, alarms, 
power surges), review of device function 

(eg, flow and volume status, septum 
status, recovery), with programming, if 

performed, and report 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

Pharyngeal Wall Resection with Flap 

The CPT Editorial Panel at the February 2009 Meeting revised code 42894 Resection of pharyngeal wall requiring closure with 
myocutaneous or {asciocutaneous flap, or free muscle. skin or fascial flap with microvascular anastamosis to include identification of 
fasciocutaneus flaps as well as pedicled flaps and use of microvascular anastomosis and requested that the parenthetic note be 
reconciled with the language in the listed codes to direct the user to the appropriate codes. The RUC reviewed the current service 
description of 42894 as it contains the sentence: "The flap is sewn to the pharyngeal defect using interrupted sutures in two layers" to 
ensure there is no overlap in work between 42894 and the flap repair service. The RUC determined that there is no overlap in work 
between 42894 and the flap repair services (15732, 17534, 15757 or 15758) and indicated that these flap repair service should be 
reported separately as indicated in the parenthetical. The RUC recommends that the aforementioned sentence be removed from 

_.. the intra-service description for code 42894. 
(X) 
0 

CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommen-

dation 

.&42894 Y1 
Resection of pharyngeal wall requiring closure with myocutaneous or fasciocutaneous flap, 

090 33.61 
or free muscle, skin or fascial flaQ with microvascular anastamosis (No Change) 
(For flao used for reconstruction see codes 15732 15734 15756 15757 or 15758) 

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



RE: CPT Minutes February 2009 Meeting: Tab 20 Pharyngeal Wall Resection With Flap, 
proposed Editorial Change 

Tab 20: Pharyngeal Wall Resection With Flap 

This issue was presented by Joseph Leonard, MD and Richard Waguespack, MD of the American 
Academy of Otolaryngology- Head and Neck Surgery. 

The Panel accepted Option B of this request to editorially revise code 42894 to include 
identification of fasciocutaneus flaps as well as pedicled flaps and use of microvascular 
anastomosis. The Panel requested that the parenthetic note be reconciled with the 
language in the listed codes to direct the user to the appropriate codes. The RUC will be 
asked to review the current service description as it contains the sentence: "The flap is 
sewn to the pharyngeal defect using interrupted sutures in two layers." This work is part 
of the flap repair service. 

Surgery 
Digestive System 
Pharynx, Adenoids, and Tonsils 
Excision, Destruction 

.&.42894 Resection of p 

microvascular anastamosis 

(For flap used for reconstruction, resort see codes 15732, 15734, 15756, 15~. 
' 

or 15758) 

Staff Note: After Panel review, Richard W. Waguespack, MD responded that 15757 was to 
remain in the instructional parenthetical. To reflect this information, the 
descriptor was revised to include a free skin flap to correlate with the listed 
flap codes. 

It is the opinion of the American Academy of Otolaryngology- Head and Neck Surgery (AAOHNS) 
that there is no overlapping work between the just-revised resection code 42894 (CPT Editorial 
Panel's February 2009 meeting) and the series of flap closure codes with which it is to be 
reported. The change only specifies, and expands beyond myocutaneous, the types of 
currently-utilized and extensive flaps with which the resection is reconstructed. The existing 
intraservice work in the RUC database, reviewed in 2005, is as follows: 

After tracheotomy is complete, a separate incision is outlined at level of the mid potion of 
the thyroid ala, curving posteriorly to the mastoid tip. A lazy "S" inferior extension is used 
if necessary. This incision is carried through the skin, subcutaneous tissues and platysma 
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muscle. Flaps are raised in the subplatysmal plane up to the mandible (care must also be 
taken to avoid injuring the marginal mandibular nerve along this dissecti,on plane), down 
to the clavicle and back to the trapezius muscle. Care is taken not to connect this incision 
with the tracheotomy incision. [If necessary, a separately reportable ipsilateral neck 
dissection is completed including removal of the sternomastoid muscle.] The lip is split in 
the midline creating a Z-Piasty at the labiomental crease. The cheek flap is elevated back 
to the mental foramen. The first bicuspid tooth is removed. The mandibular periosteum 
is elevated on the inner and outer surface. A mandibular reconstruction plate is coapted 
to the mandible prior to osteotomy. The plate is then affixed to the mandible with 
transosteal screws. [Typically two separate plates are used for tooth-bearing mandibles; 
one larger plate and one tension band.] The plates and screws are then removed and set 
aside for use in closing the mandibulotomy. The mandible is divided using an oscillating 
saw. The lateral floor of mouth mucosa and the mylohyoid muscle are divided allowing 
the mandible to swing laterally. The submandibular gland is removed if not done 
previously. The position of the tumor, hypoglossal nerve and superior laryngeal nerve are 
confirmed. The blood supply to the tumor including facial vein, lingual and ascending 
pharyngeal arteries are ligated and divided as needed. With the tumor in direct view, the 
anterior pharyngeal and tongue base cuts are completed making sure to obtain an 
adequate tumor margin. While protecting the ascending carotid artery, the remaining 
cuts are completed, being careful to allow adequate margins of resection around the 
cancer. Frozen section margins are harvested. Orient resected specimen for the 
pathologist. Wound is irrigated and hemostasis assured while awaiting histologic 
assessment of margins. Review results of frozen section with the pathologist. Further 
resection of any involved margins is completed. Fresh surgical instruments are obtained. 
The surgeon changes gown and gloves to avoid contamination of the flap donor site with 
oral secretions or tumor. [Harvesting of a flap for reconstruction is performed as a 
separately reported procedure.] The flap is sewn to the pharyngeal defect using 
interrupted sutures in two layers. The neck wounds are copiously irrigated. The floor of 
mouth incisions are repaired. The mandibular reconstruction plate is fixed in position. 
The lip is reapproximated in two layers using a complex plastic closure ofthe vermillion 
border. A sm~ll caliber nasogastric feeding tube is placed. Closed suction drains are 
placed laterally in the wound and the wounds are closed using absorbable sutures for the 
platysma and staples for the skin. The endotracheal tube placed through the tracheotomy 
is exchanged for a cuffed tracheotomy tube and secured. 

The reconstructive flap code 15732 intraservice work descriptor states the flap goes into an 
intraoral defect and no addition.al closure is needed. With the code we are ~evising (42894), 
closure of the defect associated with pharyngeal resection is not just suturing the flap into 
place. There are additional layers of tissue including lip, floor of mouth, skin, subcutaneous 
tissue, and mandibulotomy to be closed which are included in the resection code, not the flap 
code. Since 42894 was reviewed by the RUC in 2005 and 15732 is a myocutaneous flap (existing 
language for both codes) which can be used for a number of area reconstructions, any overlap 
of work between the resection and flap codes would be inconsequential and have been taken 
into consideration during the 2005 RUC deliberations. 
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15734 does not have a description of closure of or attachment to the resection site. 

Also, intraservice work descriptors of 15756, 15757, and 15758 do say, "The flap is then 
harvested, transferred to the recipient bed, and loosely sewn in place." This "loose sewing" is 
necessary to stabilize the flap for the microvascular anastomosis and does not constitute the 
final definitive operative site closure. 

Thus, it is the AAOHNS's opinion that the changes to 42894 are strictly editorial and do not 
require survey of this code or any of those flap codes used for reconstruction. Thank you for 
your consideration and we remain, 

Respectfully, 

Joseph Leonard, MD 
CPT Advisor, AAOHNS 

Richard Waguespack, MD 
Chair, CPT & Relative Value CMTE, AAOHNS 

ADDENDA 
lntraservice 15732 Muscle, myocutaneous, or fasciocutaneous flap; head and neck (eg, 
temporalis, masseter muscle, sternocleidomastoid, levator scapulae): After the ablative part 
of the procedure has been completed, appropriate measurements of the defect are obtained 
and planning for the size of the flap is done. An incision is made over the ipsilateral temporalis 
muscle. Dissection is carried down to the temporal fascia, which is opened widely and the 
appropriate amount of muscle dissected from the temporal fossa. This muscle is then isolated 
on the deep temporal artery and its accompanying vein and the surrounding anatomic 
relationships assessed. A tunnel is created deep to the zygomatic arch with care not to disturb 
existing intact arteries and nerves. This tunnel is opened into the oral cavity and enlarged to 
accommodate the muscle flap. The flap is transposed and the vascular pedicle re-assessed. 
The flap is inset into the palatal defect and sutured in place. Because of its anatomic setting, 
no dressings are appropriate. 

lntraservice 15734 Muscle, myocutaneous, or fasciocutaneous flap; trunk: After the ablative 
part of the procedure has been completed, appropriate measurements of the defect are 
obtained and planning for the size of the flap is done. An incision is made over the ipsilateral 
latissimus muscle. Dissection is carried down to the fascia, which is elevated off the muscle. 
The anterior and posterior borders of the muscle are exposed and the dissection continues 
inferiorly until enough length is obtained to reach the defect. The inferior portion of the muscle 
is then divided and the muscle elevated off the chest wall and isolated on the thoracodorsal 
vascular pedicle. A tunnel is created subcutaneously to reach the defect and enlarged to 
accommodate the muscle flap. The flap is transposed and the vascular pedicle re-assessed. 
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The flap is inset into the chest wall defect and sutured in place after placement of a closed 
suction drain. The donor site is closed primarily over suction drains. A split-thickness skin graft 
is harvested from the ipsilateral thigh, meshed and secured to the muscle. A bolster dressing is 
applied over the skin graft. The skin graft donor site is covered with an occlusive dressing. 
lntraservice 15756 Free muscle or myocutaneous flap with microvascular anastomosis: The 
latissimus dorsi muscle without skin is harvested through a long posterolateral incision. If a 
muscle flap with skin is required, a skin paddle is outlined over the latissimus dorsi and the 
dissection is carried down to the latissimus dorsi muscle, taking care to attach the skin paddle 
to the latissimus dorsi fascia. Meticulous dissection is carried out to free the latissimus from 
the surrounding soft tissues and underlying muscles and chest wall. Once the pedicle is 
identified, microdissection to the vascular pedicle is completed. The flap is then harvested, 
transferred to the recipient bed, and loosely sewn in place. The operating microscope is then 
used to perform the microanastomosis of one artery and one or two veins using 9-0 or 10-0 
suture. Attention to detail is critical at this juncture of the procedure, as even micro-injury to 
the vessels will lead to failure of the flap. The insetting of the flap is then meticulously 
completed. A drain is placed beneath the flap. Meticulous hemostasis of the donor site is 
achieved and the wound closed in layers of drains. A bulky dressing is applied to the recipient 
site and reinforced with plaster splint. 

lntraservice 15757 Muscle Free skin flap with microvascular anastomosis: The skin flap is 
outlined on the posterolateral aspect of the thorax. The dissection is carried down the fascial 
layer of the underlying muscles. The flap is then elevated, taking care to protect the vascular 
supply to the flap. Once the pedicle is identified, microdissection of the vascular pedicle is 
completed. The flap is then harvested, transferred to the recipient bed, and loosely sewn in 
place. The operating microscope is then used to perform the microanastomosis of one artery 
and one or two veins using 9-0 or 10-0 suture. Attention to detail is critical at this juncture of 
the procedure, as even micro-injury to the vessels will lead to failure of the flap. Drains are 
placed beneath the flap and the insetting of the flap is then meticulously completed. The donor 
site wound is closed in layers over drains and dressed. A bulky dressing is applied to the 
recipient site and reinforced with a plastic splint." 

lntraservice 15758 Free fascial flap with microvascular anastomosis: An incision is made alone 
the lateral aspect of the arm and the subcutaneous tissue is carefully dissected down to the 
fascia. The fascia is then elevated off of the adjacent muscle down to the lateral intramuscular 
septum where the vessels are identified. Branches of the radial nerve are identified. The radial 
nerve is protected. The vascular pedicle is then carefully identified using microsurgical 
technique. Great care must be taken during the microvascular dissection so as to not injure the 
vessels. The flap is then harvested and transferred to the recipient bed and loosely sewn in 
position. Attention to detail is critical at this juncture of the procedure, as even micro-injury to 
the vessels will lead to failure of the flap. The microanastomoses using the operating 
microscope of one artery and one or two veins is then carried out using 9-0 or 10-0 suture. The 
insetting of the flap is then meticulously completed. The donor site wound is closed in layers 
over the drains and sterile dressings are applied. A bulky dressing is applied to ~he recipient 
site and reinforced with plaster splint. 
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00 
U1 

CPT 
Code 

42892 

Descriptor 

Revision of pharyngeal 
walls 

2005 
work 
RVU 

15.81 

RUCRec 
Work 
RVU Comment from the Public 

23.09 AHNS commented that the 
RVUs for the pharyngectomy 
procedures are Harvard-based 
and have never been reviewed 
by the RUC. AHNS believes that 
many other RUC reviewed 
procedures with similar lime and 
visit patterns have significantly 
higher work RVUs and higher 
IWPUT values than the 
pharyngectomy codes. 

RUC Rationale 

The RUC agreed with the specially's contention that there is compelling evidence 
that the previous Harvard evaluation mechanism or methodology was flawed. The 
original Harvard data Is based on twelve otolaryngologists. Pre- and post-service 
data were not surveyed and this code was not part of the Harvard Phase 4 
refinement. There was a lack of effort to compare work with Intra-specialties or 
other apeclaltles. Additionally, the patient population as alao changed since 1995. 
Many patients today are either not candidates for chemo-radlatlon therapy 
because of advanced disease or have failed chemo-radlatlon therapy. 

The RUC recommends a work RVU of 23.09 above the median value do to size 
of the lesion and pharyngeal walls Involved In this procedure. The RUC 
recommends the median survey times for code 42892. This procedure Is typically 
performed with codes 38720, 38724, & 31600. 

Cltangein 
Time from 

2005? 
ActiO II 

Key 
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42894 Revision of pharyngeal 
walls 

22.85 30.00 AHNS commented that the 
RVUs for the pharyngectomy 
procedures are Harvard-based 
and have never been reviewed 
by the RUC. AHNS believes that 
many other RUC reviewed 
procedures with similar time and 
visit patterns have significantly 
higher work RVUs and higher 
IWPUT values than the 
pharyngectomy codes. 

The RUC agreed that there Is compelling evidence that the previous evaluation 
mechanism or methodology was flawed. The original Harvard data Is based on 
twelve otolaryngologists. Pre- and post-service data were not surveyed and this 
code was not part of the Harvard Phase 4 refinement. There was a Jack of effort 
to compare work with Intra-specialties or other specialties. Additionally, the patient 
population as alao changed since 1995. Many patients today are either not 
candidates for chemo-radlatlon therapy because of advanced disease or have 
failed chemo-radlatlon therapy. 

The RUC recommends the survey median work RVU of 30.00 and the median 
survey times for code 42894. This procedure Is typically performed With codes 
38720, 38724, 31600, 15734, & 43246. 

111 t II II Ill II Ill I II II II II IIIII II Ill I II 111111111 It IIIII II IIIII Ill II II II II I I I II I Iaiii II II II II I I 111111111 lilt Ill II 11111111111111111 II II II II II II II II 111111111 II II II 1111111111 I I II II II II lllllllt IIIII II II II I Ill I II II II 11111111111 II II II 111111111 II II I IIIII Ill II 

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

Action Key (I ==Adopt the recommended increase in the work RVU; 2 ==Maintain the current work RVU; 3 ==Adopt the recommended dec1·ease in the work RVU; 4 =Suggest 
a new RVU; 5 =Refer the code to CPT; 6 =No consensus; 7 =Accept withdrawal by commenter, without prejudice; 8 =No Level of Interest submitted, no Recommendation 
submitted) 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code:42894 Global Period: 090 
Recommended Work Relative Value 

Specialty Society RVU: 30.00 
RUC RVU: 30.00 

CPT Descriptor: Resection of pharyngeal wall requiring closure with myocutaneous flap 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: Resection of pharyngeal wall requiring closure with myocutaneous flap 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Is conscious sedation inherent to this procedure? No Percent of survey respondents who stated it is typical? 0% 

Is conscious sedation inherent in your reference code? No 

Description of Pre-Service Work: • Write preadmission orders for preoperative medications 
• _Review medical history, endoscopy, pathology and radiology reports 
• Review results of preadmission testing (lab, EKG, chest x-ray) 
• Meet with patient and family to review planned procedure and post-operative management 
• Reexamine patient to make sure that physical fmdings have not changed and update H&P 
• Obtain informed consent 
• Review airway and medical management with anesthesiologist 
• Verify that all required instruments and supplies are available 
' Change into scrub clothes 

Monitor/assist with positioning of patient - with placement of a transverse shoulder roll to provide neck 
extension. 
• Make sure anesthesia monitoring equipment will not interfere with draping 
• Review radiographic images on view box and review planned incisions and procedure - including reconstruction 
and dental continuity/integrity for planned mandibulotomy 
• Outline areas of skin to be prepped and mark surgical incisions 
• Scrub and gown 
• Monitor/assist with prepping and draping- with care to protect the eyes 
• Assist anesthesiologist in endotracheal intubation 
• Perform surgical "time out" with operating surgical team 

Description of Intra-Service Work: After tracheotomy is complete, a separate incision is outlined at level of the mid 
potion of the thyroid ala, curving posteriorly to the mastoid tip. A lazy "S" inferior extension is used if necessary. This 
incision is carried through the skin, subcutaneous tissues and platysma muscle. Flaps are raised in the subplatysmal 
plane up to the mandible (care must also be taken to avoid injuring the marginal mandibular nerve along this dissection 
plane), down to the clavicle and back to the trapezius muscle. Care is taken not to connect this incision with the 
tracheotomy incision. [If necessary, a separately reportable ipsilateral neck dissection is completed including removal of 
the sternomastoid muscle.] The lip is split in the midline creating a Z-Plasty at the labiomental crease. The cheek flap is 
elevated back to the mental foramen. The first bicuspid tooth is removed. The mandibular periosteum is elevated on the 
inner and outer surface. A mandibular reconstruction plate is coapted to the mandible prior to osteotomy. The plate is 
then affixed to the mandible with transosteal screws. [Typically two separate plates are used for tooth-bearing 
mandibles; one larger plate and one tension band.] The plates and screws are then removed and set aside for use in 
'osing the mandibulotomy. The mandible is divided using an oscillating saw. The lateral floor of mouth mucosa and 
_Je mylohyoid muscle are divided allowing the mandible to swing laterally. The submandibular gland is removed if not 

done previously. The position of the tumor, hypoglossal nerve and superior laryngeal nerve are confirmed. The blood 
supply to the tumor including facial vein, lingual and ascending pharyngeal arteries are ligated and divided as needed. 
With the tumor in direct view, the anterior pharyngeal and tongue base cuts are completed making sure to obtain an 
adequate tumor margin. While protecting the ascending carotid artery, the remaining cuts are completed, being careful 
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to allow adequate margins of resection around the cancer. Frozen section margins are harvested. Orient resected 
specimen for the pathologist. Wound is irrigated and hemostasis assured while awaiting histologic assessment of 
margins. Review results of frozen section with the pathologist. Further resection of any involved margins is completed. 
Fresh surgical instruments are obtained._ The surgeon changes gown and gloves to avoid contamination of the flap doP 

site with oral secretions or tumor. [Harvesting of a flap for reconstruction is performed as a separately repon 
procedure.] The flap is sewn to the pharyngeal defect using interrupted sutures in two layers. The neck wounds are 
copiously irrigated. The floor of mouth incisions are repaired. The mandibular reconstruction plate is fixed in position. 
The lip is reapproximated in two layers using a complex plastic closure of the vermillion border. A small caliber 
nasogastric feeding tube is placed. Closed suction drains are placed laterally in the wound and the wounds are closed 
using absorbable sutures for the platysma and staples for the skin. The endotracheal tube placed through the 
tracheotomy is exchanged for a cuffed tracheotomy tube and secured. 

Description of Post-Service Work: Post-service Hospital Work 
· • Apply sterile dressings. Monitor patient during reversal of anesthesia. Monitor transport of patient from 

operating room to recovery room. Discuss postoperative recovery care with anesthesia and nursing staff. Check 
postoperative chest x-ray to confirm adequate placement of nasogastric feeding tube. Review immediate postoperative 
care with PACU/ICU staff. Write postoperative orders. Discuss procedure and outcome with family in waiting area. 
Write postoperative note. Dictate operative report and copy the referring physician. 
• Write orders for postoperative medications, diet, and patient activity 
• Check wounds and monitor patient progress. Chart notes. Review patient management with nursing staff 
• Check postoperative laboratory examination, including hematocrit and electrolytes, and adjust fluid replacement 
as indicated. 
• Advance tube feedings as tolerated. 
• Monitor closed suction drainage 
• Tracheotomy tube is changed to uncuffed metal tube on when appropriate. [Trach tube is removed when patient 
can tolerate plugging of uncuffed metal tube] 
• Manage dressings and monitor status of incision for signs of infection or fistula. 
• Monitor pulmonary status by physical examination, periodic chest x-ray, if indicated, and by observing ft 
postoperative fever or leukocytosis. 
• Assure adequate level of pain control 
• Discuss case with speech therapist 
• Refer to physical therapist for shoulder rehab 
• Review results of pathologic examination of surgical specimen and convey information to patient and family. 
• Write orders for follow-up, post-discharge labs, x-rays, home care, and physical therapy 
• Write prescriptions for medications and supplies needed post-discharge. 
• Home restrictions (ie, diet, activity, bathing) are discussed with the patient and family members. 
• All appropriate medical records are completed, including day of discharge progress notes, discharge summary 
and discharge instructions, and insurance forms. 

Post-service Office Work 
• If trach tube not removed prior to discharge, examine site at dressing change. If trach removed prior to 
discharge, monitor hecl.ing of incicion at site. 
• Examine patient, remove sutures and staples 
• Answer patient/family questions 
• Order and review progress of speech and swallowing rehabilitation. 
• Monitor diet caloric intake, arrange dietitian consultation if needed, 
• Remove nasogastric feeding tube when patient is taking adequate oral intake. 
• Post discharge labs/fllms are ordered and reviewed - begin routine surveillance for recurrent tumor 
• Discuss the need for postoperative radiation with patient 
• Arrange for postoperative radiation therapy consultation as needed. Discuss case with radiation oncologist an~ 
prepare documents for transmission to that office. 
• Discuss dental consult 
• Monitor healing of pharynx with indirect laryngoscopy or flexible fiberoptic laryngoscopy 
• Monitor for malocclusion of dentition from the mandibulotomy, as well as possible mandibular nonunion 
• Dictate progress notes for medical chart 
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SURVEY DATA 
RUC Meeting Date (mm/yyyy) 108/2005 

Wayne Koch, MD (AHNS} 

Presenter(s): 
Drew Ridge, MD (AHNS} 
John Coleman, MD (AHNS} 
James Denneny, MD (AAO-HNS) 

Specialty(s }: 
American Head and Neck Society (AHNS} 

- ' - American Academy of OtolarynQology- Head and Neck Surgery (AAO-HNS) 

CPT Code: 42894 

Sample Size: 80 IResp n: 39 
I 

Response: 48.7% 

Sample Type: Random 

Low 25th DCtl Median* 75th Dctl H!g_h 

Survey RVW: 20.00 27.50 30.00 35.00 43.00 

Pre-Service Evaluation Time: 60.0 

Pre-Service Positioning Time: 15.0 

Pre-Service Scrub, Dress, Wait Time: 20.0 

- Intra-Service Time: 160.00 240.00 240.00 345.00 -480.00 

Post-Service Total Min** CPT code I # of visits 

lmmed. Post-time: 40.00 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 

Other Hospital time/visit(s): 218.0 99231x 3.0 99232x 4.0 99233x 1.0 

Discharge Day Mgmt: 36.0 99238x 1.00 99239x 0.00 

Office time/visit(s): 145.0 99211x 0.0 12x 1.0 13x 4.0 14x 1.0 15x 0.0 . . .. 
**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (63}; 99292 (32}; 99233 (41); 99232 (30); 
99231 (19); 99238 (36}; 99215 (59}; 99214 (38}; 99213 (23}; 99212 (15}; 99211 (7}. 
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KEY REFERENCE SERVICE: 

Key CPT Code 
43107 

Global 
090 

WorkRVU 
39.94 

CPT Descriptor Total or near total esophagectomy, without thoracotomy; with pharyngogastrostomy or cervical 
esophagogastrostomy, with or without pyloroplasty (transhiatal) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
33405 

Global 
090 

WorkRVU 
34.95 

CPT Descriptor 1 Replacement, aortic valve, with cardiopulmonary bypass; with prosthetic valve other than homograft 
or stentless valve 

MPC CPT Code 2 
15756 

Global 
090 

CPT Descriptor 2 Free muscle or myocutaneous flap with microvascular anastomosis 

Other Reference CPT Code 
33426 

Global 
090 

WorkRVU 
35.18 

WorkRVU 
32.95 

CPT Descriptor Valvuloplasty, mitral valve, with cardiopulmonary bypass; with prosthetic ring 

RELATIONSlfiP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 6 %of respondents: 15.3 % 

TIME ESTIMATES <Median) Key Reference 
CPT Code: CPT Code: 

42894 43107 

~...I M_edian_._Pr_e_-Se_rv_i_ce_T_im_e __________ _.ll 95.00 ll...___90_._oo _ ___, 

I Median Intra-Service Time II 240.00 II 300.00 

Median Immediate Post -service Time II 40.00 45.00 

Median Critical Care Time II 0.0 120.00 

Median Other Hospital Visit Time II 218.0 207.00 

Median Discharge Day Management Time II 36.0 I 45.00 

I~ 99.00 

I I 
906.00 

Median Office Visit Time 

Median Total Time 

Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

\1ental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of I 4.80 I .... 1 __ 4._60 _ __, 
management options that must be considered .......__ ___ _. 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

...___4_.80 _ __.1 .... 1 __ 4_.60 _ __, 

.... 1 u_r=-ge_nc...::.y_o_fm_edi_·cal_dec_is_io_n _making_· ..:...... _______ __.I ._I _4_.80 _ __.1 ._I __ 4_.60 __ __. 

Technical Skill/Physical Effort (Mean) 

I._T_ec_~_·cal_s_kill_r~~·-ed __________ __.l._l _4_.80 _ __,1._1 __ 4._60 _ ___, 

._I P_,hy'-si_·cal_effi_o_n_re__,qwr_·_ed ___________ _.l ._I _4_.80 _ __,11...__4_.80 __ ..... 

Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 11~.-_4_.80 _ __,1 ._I __ 4_.80 __ _. 

._I Ou_tco_m_e_depe~_nds_on_the_s_kill_· _and---=j_udgm-=--_ent_o_f_._p_.hy'-si_cian ___ __.l ._I __ 4_.80 _ __.1 ._I __ 4_.60 __ _. 

L;...IEs:...:...nma ..... · .......... ted .......... ris ..... k ..... o ..... fmal=p~ra_c_tic_e_sw_·t_WI_.th_.!:.,.poo.;..;.....ro ..... u ..... tc ..... om ..... e ___ __JI ._1 __ 4_.40 _ __.1 ..... 1 __ 4_.40 __ _. 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

._I P_re_-S_e_rv_ic_e _int_e_ns_,ity'-/c_o_m.:....pl_eXI_.ty::...--________ __.1 ._I _4_.80 _ __.11..___4_.60 _ __. 

._I Intr_a_-S_erv_i_ce_int_ens_i...::.ty_lc_om_,p..._le_XI...:..ty'------------'1 ._I _4_.8_0 _ _.1 ._I __ 4_.80 _ __, 

._I P_os_t-_Se_rv_ice_int_e_ns_ity..:../_co_m....:.p_le_xi...::.ty ________ __,l ._I _4_.80 _ __,11..___4_.80 _ __. 

COMPELLING EVIDENCE RATIONALE (Required to be Completed) 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
'lease see attachment FOR FAMILY 4 

SERVICES REPOR1ED Wim MULTIPLE CPI' CODES 
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1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 

questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple-codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 38720,38724,31600, 15734&43246 

Five-Year Review Specific Questions: 

Please indicate the number of survey respondent percentages responding to each of the following questions (for example 
0.05 = 5%): 

Has the work of performing this service changed in the past 5 years? Yes 38% No 62% 

(Use the subset of the people who responded "Yes" to answer the following questions) 
A. This service represents new technology that has become more familiar (i.e., less work): 

I agree 3% I do not agree 97% 
B. Patients requiring this service are now: 

more complex (more work) 93% less complex (less work) 0% no change 7% 
C. The usual site-of-service has changed: 

from outpatient to inpatient 0% from inpatient to outpatient 0% no change 100% 
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Addendum to RUC Summary of Recommendation Form 
Five-Year Review of Physician Work 

Resulting Practice Expense Direct Input Modifications 

CPT Code: 

Current Time Data (2005 Medicare Physician Payment Schedule- Utilize Report Provided by AMA Staff with Survey Packet) 
-

Complete if Code is priced in the non-facility: 
Physician Intra-Service Time: 
Clinical Staff Type: Intra Assist Physician Time: Staff% of 
Staff #1 Physician time 

Clinical Staff Type: Intra Assist Physician Time: Staff% of 
Staff #2 Physician time 

Complete if the global period is 010, or 090 
Discharge Day (none, lh, or full) 99238: 
Number and Level of Office Visits: 99211: 

99212: 
99213: 
99214: 
99215: 

Revised Time Data (Base physician time tkJta on new survey tkJta and recommentkJtions; use current staff type and ratios from 
bove to compute new clinical staff intra assist physician time. The change in staff intra-assist physician time is the difference 

oetween the current and revised intra-assist physician time) 

Complete if Code is priced in the non-facility: 
Physician Intra-Service Time: 
Clinical Staff Type: Intra Assist Physician Time: Staff % of Physician time Change: 
Staff #1 In 

Time 

Clinical Staff Type: Intra Assist Physician Time: Staff % of Physician time Change: 
Staff #2 In Time 

Complete if the 2}obal period is 010, or 090 
Discharge Day (none, 1h, or full) 99238: 
Number and Level of Office Yisits: 99211: 

99212: 
99213: 
99214: 
99215: 
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AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

Laparoscopic Paraesophageal Hernia Repair 
' 

In February 2009, the Society of American Gastrointestinal and Endoscopic Surgeons (SAGES) requested to defer RUC review of this 
issue until April2009 after the CPT Editorial Panel clarifies SAGES' October 2008 request to develop two new codes instead of one 
code to describe laparoscopic paraesophageal hernia repair. The CPT Editorial Panel reviewed this issue at its February 2009 meeting 
and created two new codes to describe the laparoscopic approach to repair of paraesophageal and diaphragmatic hernias with and 
without implantation of mesh. 

43,281 . 
The RUC reviewed code 43281 Laparoscopy, surgical, repair of paraesophageal hernia, includes fundoplasty, when performed; without 
implantation of mesh and compared it to key reference service 43279 Laparoscopy, surgical, esophagomyotomy (Heller type), with 
fundoplasty, when performed (work RVU = 22.00, 80 minutes pre-time, 150 minutes intra-time and 30 minutes immediate post-time). 
The RUC reviewed the pre-service time and agreed with the specialty society that pre-service time package 4- Facility Difficult 
patient/difficult procedure with some modifications was appropriate. The RUC agreed that an additfonal12 minutes of positioning 
time was appropriate ( 15 minutes total positioning time) to reposition the patient from supine to modified lithotomy position after 
anesthesia is induced as well as adjust the operating room table and anesthesia lines so that the operative site is assessable for 
laparoscopic equipment/monitors, surgeon and assistants to visualize and perform the operation. The RUC also agreed to remove 5 
minutes of scrub/dress/wait time (15 minutes total scrub/dress/wait time) as this was the median indicated by the survey respondents. 
The RUC determined that the intra-service time of 180 minutes and immediate post-service time of 30 minutes appropriately accounts 
for the physician time required to perform this service. 

The RUC reviewed the survey intensity and complexity measures required for 43281 compared to key reference service 43279 and 
determined that 43281 is slightly more intense and complex. The specialty society indicated and the RUC agreed that the survey 
median work RVU of26.50 appropriately accounts for the work required to perform this service. To provide additional support for 
this work RVU the specialty society indicated that code 43644 Laparoscopy, surgical, gastric restrictive procedure; with gastric 
bypass and Roux-en-Y gastroenterostomy (raux limb 150 em or less) (work RVU = 29.24) was also cited by the survey respondents as 
a reference service. The intensity required to perform 43644 is similar to code 43281, further 43644 has the same intra-service time 

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



but more post-operative work. If the additional 99232 visit and difference in office visits are subtracted the work RVUs for 43281 and 
43644 is similar, 26.50 versus 26.85 respectively. 

29.24 RVU for 43644 
-1.39 one less 99232 
-1.00 difference in office visit RVUs (2x99213 versus 1 each 99214, 9921-3, 99212 
26.85 

The RUC recommends the survey median work RVU of 26.50 for code 43281. 

43282 
The RUC reviewed code 43282 Laparoscopy, surgical, repair of paraesophageal hernia, includes fundoplasty, when performed,: with 
implantation of mesh and compared it to key reference service 43644 Laparoscopy, surgical, gastric restrictive procedure; with 
gastric bypass and Roux-en-Y gastroenterostomy (roux limb 150 em or less) (work RVU = 29.24, 75 minutes pre-time, 180 minutes 

\0 intra-time and 30 minutes immediate post-time). The RUC reviewed the pre-service time and agreed with the specialty society that 
U1 pre-service time package 4 - Facility Difficult patient/difficult procedure with some modifications was appropriate. The RUC agreed 

that an additional12 minutes of positioning time was appropriate (15 minutes total positioning time) to reposition the patient from 
supine to modified lithotomy position after anesthesia is induced as well as adjust the operating room table and anesthesia lines so that 
the operative site is assessable for laparoscopic equipment/monitors, surgeon and assistants to visualize and perform the operation. 
The RUC also agreed to remove 5 minutes of scrub/dress/wait time (15 minutes total scrub/dress/wait time) as this was the median 
indicated by the survey respondents. The RUC determined that the intra-service time of 210 minutes and immediate post-service time 
of 30 minutes appropriately accounts for the physician time required to perform this service. Code 43282 requires an additional 30 
minutes of intra-service time compared to key reference service 43644 and other upper GI laparoscopic bariatric procedures to account 
for the additional time to dissect and remove the sac, consid~r important components of adequate repair, working high into the 
mediastinum along the esophagus in front of the aorta and in close proximity to the pleura and to sew the mesh. 

The RUC reviewed the survey intensity and complexity measures required for 43282 compared to key reference service 43644 and 
determined that 43282 is slightly more intense and complex. The specialty society indicated and the RUC agreed that the survey 
median work RVU of 30.00 appropriately accounts for the work required to perform this service. Additionally, this recommendation, 
which is 3.50 work RVUs greater than 43281, accounts for the increased intra-operative time for mesh placement) and increased 
intensity for this more complex procedure. The RUC recommends the survey median work RVU of 30.00 for 43282. 

CPT five-digit c<>des, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 



'; 

New Technology 
The RUC discussed how to ensure that 43281 and 43282 is not reported when repair of esophageal sliding hernia is performed. The 
specialty society indicated that they will address and provide correct coding education via a CPT Assistant article as well as the 
American College of Surgeons bulletin. The RUC recommends that codes 43281 and 43282 be placed on the new technology list to 
solely review the volume of these services in a couple years to ensure appropriate reporting.. ; 

Practice Expense 
The RUC recommends the standard 090-day global direct practice expense inputs for 43281 and 43282. 

CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

43280 Laparoscopy, surgical, esophagogastric fundop/asty (eg, Nissen, Toupet 
procedures) 

090 18.00 

(No Change) 

•43281 Z1 Laparoscopy, surgical, repair of paraesophageal hernia, includes fundoplasty, when 090 26.50 
performed; without implantation of mesh 

•43282 Z2 with implantation of mesh 090 30.00 

{For transthoracic uaraesouhageal hernia reuair, see 39520. For transabdominal 
uaraesouhageal hernia reuair, see 39502) 

{Do not reuort 43281, 43282 in conjunction with 43280, 43450, 43453, 43456, 
43458,49568) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 3 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 43281 

CPT Code:43281 Tracking Number Z1 Specialty Society Recommended RVU: 26.50 

Global Period: 090 RUC Recommended RVU: 26.50 

CPT Descriptor: Laparoscopy, surgical, repair of paraesophageal hernia, includes fundoplasty, when performed; 
without implantation of mesh 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 64-year-old woman presents with dysphagia, reflux, and intermittent chest pain. A work-up 
including upper GI series, endoscopy, and CT scan of the chest and abdomen demonstrates a Type III paraesophageal 
hernia with greater than 50% of the stomach present in the chest. She undergoes laparoscopic repair without 
implantation of mesh 

Percentage of Survey Respondents who found Vignette to be Typical: 88% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 13% , Admitted (more than 24 hours) 87% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform 
E&M service later on the same day 91% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Assure appropriate selection, timing, and administration of DVT prophylaxis. 
Determine indication for intra-operative antibiotics and prescribe as necessary. Assess need for beta-blockers, order as 
required. Review preadmission work-up, with particular attention to imaging information and reports and pulmonary and 
cardiac co-morbidities. Reexamine patient to make sure that physical findings have not changed, and update H&P. 
Review results of preadmission testing (lab, EKG, chest x-ray, availability of blood products). Meet with patient and 
family to review planned procedure and post-operative management. Discuss the possibility of mesh implantation to 
reinforce the hiatal repair. Review and obtain informed consent, including witness. Review length and type of 
anesthesia with anesthesiologist. Verify that all required instruments and supplies are available, including reusable and 
disposable laparoscopic equipment. Perform team checklist verification (anesthesia, OR staff, house staff). Assist in 
transfer of patient from gurney to operating table. Assist anesthesia team with line placement and induction of anesthesia 
and intubation. Monitor/assist with positioning of patient. Indicate areas of skin to be prepped and mark surgical 
incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under general anesthesia, surgicallaparoscopy is performed. Pneumoperitoneum is 
established to distend the abdomen, and the laparoscope is introduced. Gas flow and intra-abdominal pressure are 
carefully monitored so as not to impair ventilation or venous return. Four to six trocar ports are sited through the 
anterior abdominal wall above the umbilicus. The viscera are inspected. An orogastric tube may be placed to 
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CPT Code: 43281 
decompress the stomach if it will pass. The liver is retracted to allow visualization of the esophageal hiatus. The 
stomach is gently retracted into the abdomen to assess its degree of tethering in the thorax. The peritoneum overlying the 
right crus is incised and the plane along the hernia sac is developed. The dissection is extended anteriorly and laterally 
to the left crus. The base of the crural confluence is dissected free of adhesions to the sac. The hernia sac is carefully 
lissected into the mediastinum with caudal traction. The interfaces between the pleura. pericardium. spine and aorta are 
developed as the dissection is carried cephalad to the top of the hernia sac. The sac contents are completely reduced 
back into the abdominal cavity. The hernia sac is then excised taking care to avoid injury to stomach and vagal trunks. 
An esophageal dilator may be placed transorally. The esophagus is identified and dissected circumferentially and along 
its mediastinal course in order to reduce tension. allowing the gastroesophageal junction to rest comfortably within the 
abdominal cavity. Care is taken to identify and preserve the vagus nerves. The gastro-splenic ligament and the short 
gastric vessels are divided if necessary. The retro-esophageal window is developed and the esophagus is retracted 
caudally. The crural pillars are then approximated with sutures. Anterior reinforcement of the diaphragm is performed 
with sutures as needed, the tightness of the repair being gauged visually or by the presence of the bougie or other device. 
Partial or total fundoplasty is then performed with sutures. Additional sutures may be placed to attach the gastric 

fundus and/or body to the diaphragm. The operative field is carefully inspected to ensure hemostasis. Esophageal tubes 
are removed as per surgeon preference. The liver retractor and then trocars are removed. The wounds are closed. 

Description of Post-Service Work: 
Hospital: 
Apply sterile adhesive strips and dressings. Monitor patient during reversal of anesthesia. Avoidance of sudden 
straining during extubation is stressed. Assist in transfer of patient from operating table to gurney. Monitor transport of 
patient from operating room to recovery room. Discuss postoperative recovery care with anesthesia and nursing staff 
including need for patient controlled analgesia and anti-emetics. Instruct nursing staff in care of tubes and other devices. 
Review post-operative labs. Discuss procedure and outcome with family in waiting area. Write brief operative note or 

complete final operative note and place in chart and record. Dictate operative report and copy referring physician(s). 
Discontinue perioperative antibiotic therapy as appropriate. Write orders for transferring to general surgical floor and 
discuss ongoing care with floor nurses. Order x-rays (e.g. barium esophagram) as per routine Examirie patient, 
1cluding reviewing vital signs and respiratory status and confirming as necessary. Auscultate heart and lungs Manage 

dressings to wounds daily, monitoring status of incision, looking for signs of infection. Continue prophylaxis for DVT. 
Monitor daily for adequacy. Assess need for beta-blockers. order as required. Monitor and document patient progress. 
Assess pain scores and adequacy of analgesia. Monitor fluid and electrolyte status and renal function. Review 
nursing/other staff patient chart notes. Write orders for labs, x-rays, medications, diet, and patient activity. Chart 
patient progress notes, daily. Review available x-rays (if ordered) Answer patient and family questions. Answer 
nursing/other staff questions. Advance diet, as appropriate. Discuss in detail dietary restrictions for the immediate post­
operative period (e.g. liquid, mechanical soft or regular diets and their duration) Write orders for follow-up, post­
discharge labs, x-rays, home care, and physical therapy. Write prescriptions for medications needed post-discharge. 
Home restrictions (i.e., diet as above, activity, bathing) are discussed with the patient, family members and discharging 
nurse. The patient is discharged when there is return of bowel function, adequate nutritional intake, and pain is 
controlled with oral analgesics. All appropriate medical records are completed, including day of discharge progress 
notes, discharge summary, discharge instructions, and insurance forms. 

Office: 
Talk with and examine patient and assess ease of swallowing. Assess pulmonary function. Remove dressings, sutures, 
when appropriate. Review activity and restrictions. Monitor healing of incisions with appropriate physical examination 
Discuss advancement of diet with slow introduction of solid foods. Monitor dietary caloric intake by weight. Answer 
patient/family questions. Write prescriptions for medication and therapy, as necessary. Discuss progress with referring 
physician(s) (verbal and written). Dictate/type progress notes for medical chart. 
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CPT Code: 43281 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4/2009 

Presenter(s): Michael Edye, MD, FACS; Christopher Senkowski, MD, FACS; Keith Naunheim, MD, 
FACS 

Specialty(s): general surgery, thoracic surgery, laparoscopic surgery 

CPT Code: 43281 

Sample Size: 300 IResp N: 83 I . Response: 27.6% 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hjg_h 

Service Performance Rate 1.00 3.00 6.00 10.00 80.00 

SurveyRVW: 18.00 24 .. 00 26.50 30.00 42.00 

Pre-Service Evaluation Time: 55.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 90.00 120.00 180.00 180.00 300.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 46.00 99211 x 0.00 12x 0.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physicran standard total minutes per ElM visrt: 99291 (70}; 99292 {30}; 99231 (20}; 99232 (40}; 99233 (55}; 99238(38}; 
99239 (55}; 99211 (7}; 99212 (16}; 99213 (23}; 99214 (40}; 99215 (55}; 99354 (60}; 99355 (30}; 99356 (60}; 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 143281 Recommended Physician Work RVU: 26.50 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 15.00 3.00 12.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 20.00 -5.00 

Intra-Service Time: 180.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 46.00 99211x 0.00 12x 0.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 43281 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
's this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
43279 

WorkRVU 
22.00 

Time Source 
RUCTime 

CPT Descriptor Laparoscopy, surgical, esophagomyotomy (Heller type), with fundoplasty, when performed 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 17 

TIME ESTIMATES <Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

I Median Immediate Post-service Time 

I Median Critical Care Time 

I Median Other Hospital Visit Time 
1 "iedian Discharge Day Management Time 

edian Office Visit Time 

I Prolonged Services Time 

I Median Total Time 

CPT Code: 
43281 

II 70.00 II 
II 180.00 II 

30.00 II 
0.0 I 
60.0 

38.0 

46.0 

0.0 

I~ 
200 

% of respondents: 20.4 % 

Key Reference Source of Time 
CPT Code: RUCTime 

43279 

80.00 

150.00 

30.00 

0.00 

60.00 

38.00 

46.00 

0.00 

404.00 



IN'IENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 
The number of possible diagnosis and/or the number of 3.71 II 
management options that must be considered '-------' '--------J 

3.59 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

'---4_.oo _ ___,IIL.. __ 3_.s_a _ ___, 

._I U_r.:::.ge_n_,cy:...o_f_m_edi_._cai_dec_is_io_n_making_ . .....:::.. ________ _.l ._1 __ 3_.6_5 _ _,1 '-1 __ 3_.4_1 _ ___, 

TechnicaJ Skill/PhysicaJ Effort <Mean) 

'-1 T_ec_hni_._cai_skil_· _I r_equired.:...._. ___________ ___.! L-1 _4_.4_7 _ _.1 L-1 __ 4_.2_9 _ ___, 

L..,;l P-=hy!,..;s.:..;ical.;;:_e_ffo.;...rt_r_equired=· ___________ ____.II 3.88 I '-I __ 3_.5_9 _ ___, 

PsvchologicaJ Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 11.____4_.0_6 _ _.11.....__ __ 4_.00 __ _. 

L.l Ou_tc_om_e_depe~n_ds_on_the_skill_· _and_.::..ju_dgm:::._e_n_t o_f..:.p....;hy::...s_ic_ian ___ -...~1 '-1 __ 4_.3_5 _ _,1 '-1 __ 4_.2_4 _ ___, 

L.l Es_tima_t_ed_ns_· _k_o_f mal----'p~ra_cn_·_ce_sw_·t_WI_.th__,_poo_r _ou_tc_o_m_e ___ ---JI '-1 __ 3_.94 _ __,1 .... 1 __ 3_.7_1 _ __, 

IN'IENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

1'-~-e_-S_e_~_·ce_~_ens_I_,·ty:.../oo_mp~I-en_·~ty---------~'._l __ 3_.a_a _ _.l'-1 __ 3_.a_a _ __, 

'-lhmrn __ -~~~_ice_~_e_ns_i~ty_loo_m_p~I_en_·ty~----------'1._1 __ 4_.2_4 _ _.1'-1 __ 4_.06 __ _. 

'-IP_o_&_-~_~_k_e_~_e_ns_ity~/_c_omp~Ie_n_·ty~----------'1._1 __ 3_.0_6 _ _.11.____3.;....00~--' 

Additional Rationale 

CPT Code: 43281 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Comparison to key reference code: 43279 Laparoscopy, surgical, esophagomyotomy (Heller type), with fundoplasty, 
when performed 

New code 43281 Laparoscopy, surgical, repair of paraesophageal hernia, includes fundoplasty, when performed; without 
implantation of mesh has become widely used with long term follow-up. The existing code structure reflects an abdominal 
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CPT Code: 43281 
via laparotomy approach and a thoracic via thoracotomy approach, but not the laparoscopic approach which we believe 
represent the majority of procedures for this condition. Patients undergoing this procedure are usually elderly and very 
commonly have cardiac and respiratory co-morbidities, are on anti-platelet agents or anti-coagulation, and require arterial 
lines and careful anesthetic monitoring. In comparison to the key reference code, pre- and post-work would be nearly 
dentical. Intra-operative time is 30 minutes greater for new code 43281. 

Pre-Time: With respect to the pre-service time, we recommend package 4 (difficult, patient I difficult procedure) with 
the following modifications: 

• Evaluation: no change ( 40 min) 
• Positioning: Add 13 minutes (total = 15 min). After induction of anesthesia in supine position, the patient is 

repositioned in modified lithotomy and the OR table and anesthesia lines are adjusted so that the operative site is 
assessable for laparoscopic equipment/monitors, surgeon and assistants to visualize and perform the operation. 
This total time of 15 minutes is less than what the consensus group believes to be representative of laparoscopic 
operations, however, this is the survey median. 

• Scrub/Dress/Wait: Subtract 5 minutes (total= 15 min). Although pre-time package includes 20 minutes for 
this component of pre-time, the survey median is 15 minutes. 

RVW Recommendation: The survey intensity and complexity measures for the survey code are slightly greater than the 
reference code. Additionally, the survey data indicate the new code will require 30 minutes more intra-operative time. The 
consensus committee reviewing the survey data recommends an RVW of 26.50, which is the survey median RVU. 
This results in an IWPUT that is slightly greater than the reference code- accounting for the increased intensity and 
complexity of this operation. 

Additional support: Code 43644 was also sited as a reference by survey respondents. The intensity of this procedure is 
similar to new code 43281. This procedure has the same intra-op time but more post-op work. If you subtract the 
difference in post-op work, the result is 26.8.5 which is similar to the recommended value of 26.50. 

'9.24 RVW for 43644 
-1.39 !less 99232 
-1.00 difference in office visit RVWs (2x99213 versus 1 each 99214, 99213, 99212) 
26.85 

SERVICES REPORTED Wim MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

FREQUENCY INFORMATION 
202 



CPT Code: 43281 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 
43289 Unlisted laparoscopy procedure, esophagus 
43280-22 Laparoscopy, surgical, esophagogastric fundoplasty (eg, Nissen, Toupet procedures) 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty general surgery How often? Sometimes 

Specialty thoracic surgery How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 4000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Specialty estimate. 

Specialty general surgery Frequency 3600 Percentage 90.00% 

Specialty thoracic surgery Frequency 400 Percentage 10.00 % 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
1,200 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Specialty estimate of percentage of all patients that will undergo 
laparoscopic repair without mesh. 

Specialty general surgery Frequency 1100 Percentage 91.66 % 

Specialty thoracic surgery Frequency 100 Percentage 8.33 % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLn 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 44204 Laparoscopy, surgical; colectomy, partial, 
with anastomosis. This laparoscopic code has the same intra-op time (180 min) and similar RVW (26.29) 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 43282 

CPT Code:43282 Tracking Number Z2 Specialty Society Recommended RVU: 30.00 

Global Period: 090 RUC Recommended RVU: 30.00 

CPT Descriptor: Laparoscopy, surgical, repair of paraesophageal hernia, includes fundoplasty, when performed; with 
implantation of mesh 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: A 72-year-old woman with episodes of post-prandial chest pain and abdominal pain is found to 
have a large type III paraesophageal hernia with organo-axial volvulus. She undergoes laparoscopic repair, including 
implantation of mesh. 

Percentage of Survey Respondents who found Vignette to be Typical: 81% 

Percent of survey respondents who stated they perform the procedure; In the hospita1100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 12% , Admitted (more than 24 hours) 88% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
~M service later on the same day 100% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated mode:r:ate sedation is typical in the HospitaL'ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Assure appropriate selection, timing, and administration of DVT prophylaxis. 
Determine indication for intra-operative antibiotics and prescribe as necessary. Assess need for beta-blockers, order as 
required. Review preadmission work-up, with particular attention to imaging information and reports and pulmonary and 
cardiac co-morbidities. Reexamine patient to make sure that physical fmdings have not changed, and update H&P. 
Review results of preadmission testing (lab, EKG, chest x-ray, availability of blood products). Meet with patient and 
family to review planned procedure and post-operative management. Discuss the possibility of mesh implantation to 
reinforce the hiatal repair. Review and obtain informed consent, including witness. Review length and type of 
anesthesia with anesthesiologist. Verify that all required instruments and supplies are available, including reusabie and 
disposable laparoscopic equipment. Perform team checklist verification (anesthesia, OR staff, house staff). Assist in 
transfer of patient from gurney to operating table. Assist anesthesia team with line placement and induction of anesthesia 
and intubation. Monitor/assist with positioning of patient. Indicate areas of skin to be prepped and mark surgical 
incisions. Scrub and gown. Perform surgical "time out" with operating surgical team . 

.Jescription of Intra-Service Work: Under general anesthesia, surgical laparoscopy is performed. Pneumoperitoneum is 
established to distend the abdomen, and the laparoscope is introduced. Gas flow and intra-abdominal pressure are 
carefully monitored so as not to impair ventilation or venous return. Four to six trocar ports are sited through the 
anterior abdominal wall above the umbilicus. The viscera are inspected. An orogastric tube may be placed to 
decompress the stomach if it will pass. The liver is retracted to allow visualization of the esophageal hiatus. The 
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CPT Code: 43282 
stomach is gently retracted into the abdomen to assess its degree of tethering in the thorax. The peritoneum overlying the 
right crus is incised and the plane along the hernia sac is developed. The dissection is extended anteriorly and laterally 
to the left crus. The base of the crural confluence is dissected free of adhesions to the sac. The hernia sac is carefully 
dissected into the mediastinum with caudal traction. The interfaces between the pleura, pericardium, spine and aorta 2 

developed as the dissection is carried cephalad to the top of the hernia sac. The sac contents are completely reduc. 
back into the abdominal cavity. The hernia sac is then excised taking care to avoid injury to stomach and vagal trunks. 
An esophageal dilator may be placed transorally. The esophagus is identified and dissected circumferentially and along 
its mediastinal course in order to reduce tension, allowing the gastroesophageal junction to rest comfortably within the 
abdominal cavity. Care is taken to identify and preserve the vagus nerves. The gastro-splenic ligament and the short 
gastric vessels are divided if necessary. The retro-esophageal window is developed and the esophagus is retracted 
caudally. If possible the crural pillars are approximated with sutures. Anterior reinforcement of the diaphragm is 
performed with sutures as needed, the tightness of the repair being gauged visually or by the presence of the bougie or 
other device. Determine if mesh reinforcement of the repair is necessary. A relaxing incision may be created in the 
diaphragm. A suitably sized, shaped and trimmed piece of synthetic or biologic mesh prosthesis is introduced into the 
abdomen, positioned appropriately in the hiatal region and fixed with stitches, tacks, staples or other devices. Partial or 
total fundoplasty is then performed with sutures. Additional sutures may be placed to attach the gastric fundus and/or 
body to the diaphragm. The operative field is carefully inspected to ensure hemostasis. Esophageal tubes are removed 
as per surgeon preference. The liver retractor and then trocars are removed. The wounds are closed. 

Description of Post-Service Work: 
Hospital: 
Apply sterile adhesive strips and dressings. Monitor patient during reversal of anesthesia. A voidance of sudden 
straining during extubation is stressed. Assist in transfer of patient from operating table to gurney. Monitor transport of 
patient from operating room to recovery room. Discuss postoperative recovery care with anesthesia and nursing staff 
including need for patient controlled analgesia and anti-emetics. Instruct nursing staff in care of tubes and other devices. 
Review post-operative labs. Discuss procedure and outcome with family in waiting area. Write brief operative note or 

complete fmal operative note, including the Catalogue and Lot number of the implanted mesh, and place in chart and 
record. Dictate operative report and copy referring physician(s). Discontinue perioperative antibiotic therapy : 
appropriate. Write orders for transferring to general surgical floor and discuss ongoing care with floor nurses. Order x­
rays (e.g. barium esophagram) as per routine. Examine patient, including reviewing vital signs and respiratory status 
and confirming as necessary. Auscultate heart and lungs. Manage dressings to wounds daily, monitoring status of 
incision, looking for signs of infection. Continue prophylaxis for DVT. Monitor daily for adequacy. Assess need for 
beta-blockers, order as required. Monitor and document patient progress. Assess pain scores and adequacy of 
analgesia. Monitor fluid and electrolyte status and renal function. Review nursing/other staff patient chart notes. 
Write orders for labs, x-rays, medications, diet, and patient activity. Chart patient progress notes, daily. Review 
available x-rays (if ordered). Answer patient and family questions. Answer nursing/other staff questions. Advance 
diet, as appropriate. Discuss in detail dietary restrictions for the immediate post-operative period (e.g. liquid, 
mechanical soft or regular diets and their duration). Write orders for follow-up, post-discharge labs, x-rays, home care, 
and physical therapy. Write prescriptions for medications needed post-discharge. Home restrictions (i.e., diet as above, 
activity, bathing) are discussed with the patient, family members and discharging nurse. The patient is discharged when 
there is return of bowel function, adequate nutritional intake, and pain is controlled with oral analgesics. All appropriate 
medical records are completed, L'l.cluding day of discharge progress notes, discharge summary, discharge instructions, 
and insurance forms. 

Office: 
Talk with and examine patient and assess ease of swallowing. Assess pulmonary function. Remove dressings, sutures, 
when appropriate. Review activity and restrictions. Monitor healing of incisions with appropriate physical examination 
Discuss advancement of diet with slow introduction of solid foods. Monitor dietary caloric intake by weight. Answer 
patient/family questions. Write prescriptions for medication and therapy, as necessary. Discuss progress with referring 
physician(s) (verbal and written). Dictate/type progress notes for medical chart. 
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CPT Code: 43282 
SURVEY DATA 
RUC Meeting Date {mm/yyyy) 104/2009 

Presenter{s): Michael Edye, MD, FACS; Christopher Senkowski, MD, FACS; Keith Naunheim, MD, 
FACS 

Specialty{s): general surgery, thoracic surgery, laparoscopic surgery 

CPT Code: 43282 

Sample Size: 300 'Resp N: 83 I Response: 27.6% 

Sample Type: Random 

Low 25th octl Median* 75th octl Hi.g_h 

Service Performance Rate 1.00 2.00 5.00 11.00 50.00 

SurveyRVW: 15.00 27.00 30.00 32.00 52.00 

Pre-Service Evaluation Time: 55.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 115.00 150.00 210.00 240.00 360.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 
Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit{s): 46.00 99211 x 0.00 12x 0.00 13x 2.00 14x 0.00 15x 0.00 

,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 {30); 99231 {20); 99232 {40); 99233 {55); 99238{38); 
99239 {55); 99211 {7); 99212 {16); 99213 {23); 99214 {40); 99215 {55); 99354 {60); 99355 {30); 99356 {60); 99357 {30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 143282 Recommended Physician Work RVU: 30.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 15.00 3.00 12.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 20.00 -5.00 

Intra-Service Time: 210.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

'ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

.Jffice time/visit{s): 46.00 99211 x 0.00 12x 0.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 43282 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
43644 

Global 
090 

WorkRVU 
29.24 

Time Source 
RUCTime 

CPT Descriptor Laparoscopy, surgical, gastric restrictive procedure; with gastric bypass and Roux-en-Y 
gastroenterostomy (roux limb 150 em or less) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 18 % of respondents: 21.6 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

43282 43644 

I Median Pre-Service Time II 70.00 II 75.00 

I Median Intra-Service Time II 210.00 II 180.00 

Median Immediate Post-service Time 30.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 60.0 100.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 46.0 79.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time ~I 
502.00 
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CPT Code: 43282 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean} 
The number of possible diagnosis and/or the number of 4.06 II 3.56 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 4.33 II 4.06 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 4.00 II 3.39 

Technical SkiliiPhisical Effort (Mean} 

I Technical skill required II 4.78 II 4.44 ) 

I Physical effort required II 4.44 II 4.17 

~choiQgjcal Stress <Mean} 

I The risk of significant complications, morbidity and/or mortality II 4.17 II 3.94 

I Outcome depends on the skill and judgment of physician II 4.56 II 4.33 

I Estimated risk of malpractice suit with poor outcome II 3.83 II 3.94 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments <Mean} 

I Pre-Service intensity/complexity II 4.11 II 3.89 

I Intra-Service intensity/complexity II 4.67 II 4.33 

I Post-Service intensity/complexity II 3.44 II 3.61 

Additional Rationale 

Describe the process by which your specialty society reached your final recorrnnendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate forrnu,la and format . 

...:omparison to key reference code: 43644 Laparoscopy, surgical, gastric restrictive procedure; with gastric bypass 
and Roux-en-Y gastroenterostomy (roux limb 150 em or less) 

New code 432X2 Laparoscopy, surgical, repair of paraesophageal hernia, includes fundoplasty, when performed; with 
implantation of mesh has become widely used with long term follow-up. The existing code structure reflects an abdominal 
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. ·. ' CPT Code: 43282 
via laparotomy approach and a thoracic via thoracotomy approach, but not the laparoscopic approach which we believe 
represent the majority of procedures for this condition. Patients undergoing this procedure are usually elderly and very 
commonly have cardiac and respiratory co-morbidities, are on anti-platelet agents or anti-coagulation, and require arterial 
lines and careful anesthetic monitoring. New code 43282 has similar intensity, but requires more intra-op time compared 
to the upper GI laparoscopic bariatric procedures. This includes dissection and removal of the Sac, considered important 
components of adequate repair, requires working high into the mediastinum along the esophagus, just in front of the aorta 
and in close proximity to the pleura. Post-operative work is slightly greater for morbidly obese patients undergoing 43644 
compared to code 43282. 

Pre-Time: With respect to the pre-service time, we recommend package 4 (difficult patient I difficult procedure) with 
the following modifications: 

• Evaluation: no change ( 40 min) 
• Positioning: Add 13 minutes (total = 15 min). After induction of anesthesia in supine position, the patient is 

repositioned in modified lithotomy and the OR table and anesthesia lines are adjusted so that the operative site is 
assessable for laparoscopic equipment/monitors, surgeon and assistants to visualize and perform the operation. 
This total time of 15 minutes is less than what the consensus group believes to be representative oflaparoscopic 
operations, however, this is the survey median. 

• Scrub/Dress/Wait: Subtract 5 minutes (total= 15 min). Although pre-time package includes 20 minutes for 
this component of pre-time, the survey median is 15 minutes. 

R VW Recommendation: The survey intensity and complexity measures for the survey code are slightly greater than the 
reference code. The consensus committee reviewing the survey data recommends an RVW of 30.00, which is the 
survey median RVU. This results in an IWPUT that is almost identical to the key reference code- accounting for the 
similar intensity and complexity of this operation and the differences in intra-time and post-op work. Additionally, this 
recommendation, which is 3.50 RVUs greater than 43281, accounts for the increased intra-op~tive time (for mesh 
placement) and increased intensity for this more complex procedure. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 
43289 Unlisted laparoscopy procedure, esophagus 
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CPT Code: 43282 
43280-22 Laparoscopy, surgical, esophagogastric fundoplasty (eg, Nissen, Toupet procedures) 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty general surgery How often? Sometimes 

Specialty thoracic surgery How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 1000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Specialty estimate. 

Specialty general surgery Frequency 900 Percentage 90.00% 

Specialty thoracic surgery Frequency 100 Percentage 10.00 % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 800 
'If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. Specialty estimate of percentage of all patients that will undergo laparoscopic 
repair without mesh. 

Specialty general surgery Frequency 720 Percentage 90.00% 

Specialty thoracic surgery Frequency 80 Percentage 10.00 % 

Specialty Frequency o. Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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CPT Long Descriptor: 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 
Facility Direct Inputs 

CPT Code: 43281-43282 

Z1 43281 Laparoscopy, surgical, repair of paraesophageal hernia, includes fundoplasty, when 
performed; without implantation of mesh 

Z2 43282 Laparoscopy, surgical, repair of paraesophageal hernia, includes fundoplasty, when 
performed; with implantation of mesh 

Sample Size: N/A 

Please provide a brief description ofthe process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

A consensus committee of general surgeons and thoracic surgeons agree that these procedures would not be performed in an 
office setting and would not typically be emergent. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
The clinical staff completes pre-service diagnostic and referral forms. They call the facility to schedule space and 

uipment needed and coordinate with the facility, the patient and other offices as necessary to prepare for the procedure. 
, ~1inical staff will provide and review educational materials and information including instructions on diet and changes to 

medications prior to the procedure. Clinical staff will also call in any prescriptions necessary for the patient prior to the 
procedure and contact the patient prior to the procedure to confirm pre-procedure instructions are being carrier out. 
Calls may also be necessary to coordinate changes in polypharmacy with the PCP prior to the procedure. 

Intra-Service Clinical Labor Activities: 
N/A 

Post-Service Clinical Labor Activities 
Discharge management and office visits related activities are performed. 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

Endoscopic Pancreatoscopy 

The CPT Executive Committee considered a request from the American College of Gastroenterology, the American 
Gastroenterological Association and the American Society of Gastrointestinal Endoscopy to revise the parenthetical following code 
43273 to include code 43262 to the list of codes appropriately reported in addition to code 43273 Endoscopic cannulation of papilla 
with direct visualization of common bile duct(s) and/or pancreatic duct(s) (List separately in addition to code(s) for primary 
procedure). 

The CPT Executive Committee questioned how the RUC considered sphincterotomy services and the frequency that sphincterotomy 
would be required for scope placement and therefore voted to reject the appeal and uphold the current position of the Panel pending 
determination by the RUC that sphincterotomy is not included in 43273. The RUC reviewed the background of the issue beginning 
with the addition of the code to CPT in February 2008 and discovered that the modifications to the parentheticals were changed by the 
CPT Editorial Panel after the survey initiation date. Therefore, the specialties developing recommendations for this code used the 
original parenthetical which included 43262 in their survey instrument. The RUC reviewed this service at its April 2008 meeting with 
43262 included in the parenthetical and as a code listed in the summary of recommendation form as being a primary code for the add­
on code. Given this information, the RUC recommends that 43262 be added to the parenthetical following the descriptor for 
43273 and that the intra-service description of work be modified as described below: 

After informed consent is obtained, the patient is brought to the therapeutic endoscopy suite. Sedation is 
administered intravenously, and the duodenoscope is introduced through the mouth with inspection ofthe 
esophagus, stomach and duodenum. Selective cannulation of the bile duct is obtained followed by multiple 
views of the cholangiogram under fluoroscopy. A guidewire is passed such that the tip is in the proximal 
biliary tree, and a standard biliary sphincterotomy is performed, which is reported separately. 

The cholangioscope is passed through the duodenoscope and into the biliary tree. Direct visualization is 
performed with careful inspection of the biliary and pancreatic epithelium. The mass lesion is identified and 
multiple biopsies are taken. The right and left intrahepatic biliary tree, common hepatic duct and common 
bile duct are all viewed. The cholangioscope is then withdrawn and then passed into the pancreatic duct. At 

CPT five-digit codes, two-digit modifiers, and descriptiqns only are copyright by the American Medical Association. 



the conclusion of the procedure, the cholangioscope is withdrawn and the physician proceeds with the 
remainder of the ERCP procedure. 

CPT·Code Tracking CPT Descriptor 
(•New) Number 

+43273 AAl Endoscopic cannulation ofpapilla with direct visualization of common bile duct(s) (List 
separately in addition to code(s) for primary procedure) 
(Use 43273 in conjunction with 43260,43261, 43262~ 43263-43265, 43267-43272) 

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

Global WorkRVU 
Period Recommen-

dation 

zzz 2.24 

(No Change) 
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March 31, 2009 

William Rich, III, M.D. F ACS 
Chairman 
AMA I Specialty Society RVS Update Committee (RUC) 
515 N. State St. 
Chicago IL 60654 

RE: CPT Executive Committee query regarding parenthetical for CPT code 43273 

Dear Dr. Rich: 

On behalf of the American Gastroenterological Association (AGA) and the American Society for 
Gastrointestinal Endoscopy (ASGE) we are pleased to provide the following comments in response to a 
request from the CPT Editorial Panel regarding: 

• code + 43273, Endoscopic cannulation of papilla with direct visualization of common bile duct(s) 
and/or pancreatic duct(s) 
(List separately in addition to code(s) for primary procedure) 
(Use 43273 in conjunction with 43260,43261, 43263-43265, 43267-43272) 

At the February 2009 meeting, the CPT Editorial Panel and the CPT Executive Committee requested 
further information from our societies regarding the frequency that sphincterotomy would be required for 
scope placement in response to our request that the Panel revise the parenthetical following code 43273 to 
include code 43262 (Endoscopic retrograde cholangiopancreatography (ERCP); with sphincterotomy I 
papillotomy) to the list of codes appropriately reported in addition to code 43273. We appreciate the 
opportunity to provide additional guidance as the Panel and the RUC consider this request. 

Code 43273, which describes an add-on service to ERCP procedures, was valued at the April2008 RUC 
meeting, based on recommendations from our societies which utilized survey data obtained in the usual 
manner. The CPT Executive Committee's question is whether, in valuing 43273, the RUC included the 
work of sphincterotomy (code 43262) as part of the physician work. This question, in turn, hinges on 
whether the survey respondents included sphincterotomy work as part of their responses. We believe 
there is compelling evidence to indicate that they did not, and that the survey responses reflect the work 
of cholangioscopy I pancreatoscopy alone, without sphincterotomy. 

Table 1 at the end of this letter provides the complete text which was presented to survey respondents 
who completed the questionnaires used to generate the data presented in Apri12008. It will be observed 
that the word "sphincterotomy" does not appear anywhere in this text; moreover, no part of the work 
description suggests that such work is to be included in the procedure being surveyed. In addition, it will 
be noted that the CPT Code Descriptor specifically instructs respondents that 432XX is to be used in 
conjunction with the sphincterotomy code, 43262. It would certainly be difficult to imagine that the 
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respondents would have included the sphincterotomy work element in their valuation of the code given 
these instructions and this clinical vignette. 

Second, there are good data to indicate that more often than not a sphincterotomy has already been 
performed in such patients in an earlier ERCP procedure prior to the cholangioscopy/pancreatoscopy. 
Table 2 shows data recently presented in a peer reviewed forum (Chen et al., 2008) regarding patients · 
who have undergone cholangioscopy. In this series of297 subjects, 77% (229/297) had already 
undergone sphincterotomy during an ERCP procedure prior to the cholangioscopy. Of note, of those 
patients who did undergo a sphincterotomy during the procedure in which the cholangioscopy was 
performed, the sphincterotomy was unrelated to the cholangioscopy procedure in 59% (39/66) of patients. 
This is in keeping with the clinical scenario we have reported to the CPT Executive Committee. 

In addition, the comment that a sphincterotomy is often performed during the ERCP procedure and is 
therefore unrelated to the cholangioscopy is supported by Medicare claims data. Table 3 shows a 
subgroup analysis from 3 7, 789 ERCP procedures in 2007 for three specific codes which are associated 
with diseases for which cholangioscopy or pancreatoscopy are indicated. These data show that ERCP 
patients require sphincterotomy in over 50% of the time that ERCP procedures are reported. These 
fmdings are directional in that they suggest that sphincterotomy will not always be directly related to 
cholangioscopy. Hence, data exist from two independent sources supporting the conclusion that a 
sphincterotomy is NOT uniformly performed as part of cholangioscopy and that in the majority of cases, 
sphincterotomy, when provided, is unrelated to the cholangioscopy I pancreatoscopy. The survey 
respondents, being experienced with this fact, would not be expected to include the work of 
sphincterotomy in their responses. 

In summary, we feel confident that the data presented to the RUC in April 2008 which formed the basis 
for the valuation of code 43273 did not include the work of sphincterotomy, code 43262, and that the 
RUC did not, either intentionally or accidentally, include this work in their valuation. We therefore 
recommend that the RUC advise the CPT Executive Committee that sphincterotomy is not included in the 
work of cholangioscopy/pancreatoscopy, code 43273 and we do not recommend an RVU change; the 
parenthetical which proscribes the concurrent use of code 43262 with 43273 should be amended to allow 
the concurrent use of the two codes, and the phrase "(separately reported)" should be inserted into the 
intra-service work description. 

Thank you for the opportunity to submit this recommendation. 

Sincerely, 

Joel V. Brill, MD AGAF 
AGA representative to 
the CPT/RUC Advisory 
Committee 

Nicholas Nicki, MD 
ASGE representative to 
the RUC Advisory 
Committee 
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CPT Code Descriptor 
(emphasis added) 

Typical 
Patient/Service 

Endoscopic cannulation of papilla with direct visualization of common 
bile duct(s) and/or pancreatic duct(s) 
(List separately in addition to code(s) for primary procedure) 
(Use 432XX in conjunction with 43260,43261,43262,43264,43265, 
43267 43268 43269 43271 and 432 
A 60-year old male presents with severe epigastric pain with radiation 
to the back. An abdominal ultrasound shows a normal gallbladder 
without stones and normal gallbladder wall thickness. An abdominal 
CT scan reveals a markedly dilated pancreatic duct at lcm in diameter 
and a normal biliary tree. An ERCP reveals an enlarged ampulla of 
Vater with a markedly dilated opening and mucin in the orifice. 
Pancreatoscopy is performed to evaluate a presumed intraductal 

Patients undergoing cholangioscopy with pre-existing sphincterotomy from a 
· ERCP session 

229 (77%) 

Patients having no sphincterotomy prior to or during index cholangioscopy 2 (1%) 

Patients having sphincterotomy during index cholangioscopy procedure, but 39 (13%) 
unrelated to the · 
Patients having sphincterotomy during index procedure, related to 27 (9%) 

Source: Chen YK, et al. Peroral Cholangioscopy (PO) Using a Disposable Steerable Single Operator 
Catheter for Biliary Stone Therapy and Assessment of Indeterminate Strictures- a Multi-center 
Experience Using Spyglass, DDW 2008 

Code 43264, ERCP with stone extraction 
. choledocholithiasis nnJ1rr.?nf1rr 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2008 

Cholangioscopy-Pancreatoscopy 

The clinical efficacy of cholangioscopy/pancreatoscopy is well established in the diagnosis and treatment of pancreaticobiliary disease. 
The CPT Editorial Panel met in February 2008 and agreed that the current endoscopic retrograde cholangiopancreatography (ERCP) 
codes do not adequately describe a cholangioscopy I pancreatoscopy procedure, which is a distinct and substantially different 
procedure from ERCP. The cholangioscopy I pancreatoscopy procedure is additive to a variety of ERCP procedures and ERCP codes 
are inadequate to describe this procedure. The Editorial Panel created CPT code 43273 Endoscopic cannulation of papilla with direct 
visualization of common bile duct(s) and/or pancreatic duct(s) (List separately in addition to code(s) for primary procedure) to 
accurately report and describe the work associated with this complex procedure. It is estimated that 5-l 0% of all ERCPs will require this 

~ new service 43273. 
w 

The RUC reviewed the survey results from 55 practicing gastroenterologists for newly created add-code 43273. The survey 
respondents reported physician time in the pre and post period. As physician work is typically not performed in the pre and post period 
for an add-on code, the specialty concluded this was the result of the survey respondents' lack of familiarity with the concept of 
pre/intra/post time and the survey instrument for an add-on code. The societies concluded it would be appropriate to remove the pre­
and post- time and back-out the associated work relative values from the survey median (3.25) to calculate their recommended work 
value of2.24. The RUC calculated the work relative value for 43273 by taking the survey median 3.25- ((25 minutes pre-service 
timex .0224) + (20 minutes post-service timex .0224)) = 2.24. The value of2.24 work RVUs lies between the survey median (3.25) 
and the 251

h percentile (2.00). 

The RUC compared 43273 to the specialty survey's key reference service code 43235 Upper gastrointestinal endoscopy including 
esophagus, stomach, and either the duodenum and/or jejunum as appropriate; diagnostic, with or without collection of specimen(s) by 
brushing or washing (separate procedure) (work RVU = 2.39) and agreed that new service 43273 was similar; however, it is much 
more intense and requires more skill than code 43235. The RUC also questioned the intra-service time for this new service and was 
assured by the specialty society and other RUC members that the median survey intra-service time of 45 minutes was reasonable for 
the service provided. It was also explained that this new service can only be performed with an ERCP and not separately. 

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



The RUC also compared the code 48400 Injection procedure for intraoperative pancreatography (List separately in addition to code 
for primary procedure) (work RVU = 1.95) and agreed that although both codes involve 45 minutes of intra-service time, a higher 
work value was justified because endoscopy is a more intense procedure requiring greater technical skill compared to an injection. 
The RUC agreed that the most accurate work value for new code 43273 is between the specialty's survey 25111 percentile (2.00) and its 
median (3.25). The RUC also believed the specialty calculated value of2.24 was reasonable and provided for the proper rank order 
amongst these reviewed services. The RUC recommends a relative work value of 2.24 for CPT code 43273. 

Practice Expense: 
The RUC recommends no direct practice expense inputs for this add-on code. 

New Technology: 
The RUC recommends that 43273 be added to the new techn9logy list as this procedure utilizes new techniques. 

Conscious Sedation 
The RUC determined that conscious sedation was only inherent in code 43273. 

CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

. 

0.+43273 WI 
Endoscopic cannulation of papilla with direct visualization of common 

zzz 2.24 
bile duct(s) and/or pancreatic duct(s) (List separately in addition to 
code(s) for primary procedure) 

(Use 43273 in conjunction with 43260, 43261, 43263-43265, 43267-
43272) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 43273 

CPT Code:43273 Tracking Number W1 Specialty Society Reconunended RVU: 2.24 

Global Period: ZZZ RUC Reconunended RVU: 2.24 

CPT Descriptor: Endoscopic cannulation of papilla with direct visualization of common bile duct(s) and/or pancreatic 
duct(s) (List separately in addition to code(s) for primary procedure) 
(Use 432XX in conjunction with 43260, 43261, 43262, 43263, 43264, 43265, 43267, 43268, 43269, 43271, and 43272) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 60-year old male presents with severe epigastric pain with radiation to the back. An 
abdominal ultrasound shows a normal gallbladder without stones and normal gallbladder wall thickness. An abdominal 
CT scan reveals a markedly dilated pancreatic duct at 1cm in diameter and a normal biliary tree. An ERCP reveals an 
enlarged ampulla of Vater with a markedly dilated opening and mucin in the orifice. Pancreatoscopy is performed to 
evaluate a presumed intraductal papillary mucinous neoplasm. 

Percentage of Survey Respondents who found Vignette to be Typical: 71% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? Yes Percent of survey respondents who 
stated it is typical in the Hospital/ ASC setting? 61 % 

Is moderate sedation inherent to this procedure in the office setting? 
typical in the office setting? 

Percent of survey respondents who stated it is 

Is moderate sedation inherent in your reference code (Office setting)? Yes 

Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? Yes 

Description of Pre-Service Work: 

Description of Intra-Service Work: After informed consent is obtained, the patient is brought to the therapeutic 
endoscopy suite. Sedation is administered intravenously, and the duodenoscope is introduced through the mouth with 
inspection of the esophagus, stomach and duodenum. Selective cannulation of the bile duct is obtained followed by 
multiple views of the cholangiogram under fluoroscopy. A guidewire is passed such that the tip is in the proximal 
biliary tree, and a standard biliary sphincterotomy is performed. 

The cholangioscope is passed through the duodenoscope and into the biliary tree. Direct visualization is performed with 
careful inspection of the biliary and pancreatic epithelium. The mass lesion is identified and multiple biopsies are taken. 
The right and left intrahepatic biliary tree, conunon hepatic duct and conunon bile duct are all viewed. The 

cholangioscope is then withdrawn and then passed into the pancreatic duct. At the. conclusion of the procedure, the 
cholangioscope is withdrawn and the physician proceeds with the remainder of the ERCP procedure. 

Description of Post-Service Work: 
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CPT Code: 43273 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2008 

Presenter(s): Joel V. Brill, MD (AGA) and Klaus Mergener, MD, PhD (ASGE) 

3pecialty(s): 14,, ,..,,,ua, Gastrv"'''l"'' . ., Association (AGA) & American Society for Gatsrointestinal 
IEr (ASGE) 

CPT Code: 43273 

Sample Size: 195 rResp N: 55 I Response: 28.2 % 

Sample Type: Convenience 

~ 25th octl Median* 75th octl J-ligh 

Service Performance Rate 1.00 6.00 10.00 25.00 120.00 

Survey RVW: 0.60 2.00 3.25 5.08 20.00 

Pre-Service Evaluation Time: 25.0 

Pre-Service Positioning Time: 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.0 

Intra-Service Time: 2.00 30.00 45.00 60.00 155.00 

Immediate Post Service-Time: 20.00 

PostC Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.0 l99291x 0.0 99292x 0.0 

!Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

ID~., ........ ~ .. Day Mgmt: 0.0 99238x 0.00 99239x 0.00 

!Office time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 

longed Services: 0.0 99354x 0.0 55x 0.0 56x 0.0 57x 0.0 

ician standard total minutes per E/M visit: 99291 (!0); 99292 (30); 99231 (~0); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: Select Pre-Service Package 

CPT Code: 143273 Recommended Physician Work RVU: 2.24 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 0.00 0.0 0.0 

Pre-Service Positioning Time: 0.00 0.0 0.0 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.0 0.0 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 0.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.0 99291x 0.0 99292x 0.0 ' 

Other Hospital time/visit(s): 0.0 99231x 0.0 99232x 0.0 99233x 0.0 

""ischarge Day Mgmt: 0.0 99238x 0.0 99239x 0.0 

Afice time/visit(s): 0.0 99211x 0.0 12x 0.0 13x 0.0 14x 0.0 15x 0.0 

Prolonged Services: 0.0 99354x 0.0 55x 0.0 56x 0.0 57x 0.0 

Modifier -51 Exempt Status 
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CPT Code: 43273 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? Yes 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
43235 

Global 
000 

WorkRVU 
2.39 

Time Source 
RUCTime 

CPT Descriptor Upper gastrointestinal endoscopy including esophagus, stomach, and either the duodenum and/or 
jejunum as appropriate; diagnostic, with or without collection of specimen(s) by brushing or washing (separate 
procedure) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
13133 ZZZ 2.19 RUC Time 9,840 
CPT Descriptor 1 Repair, complex, forehead, cheeks, chin, mouth, neck, axillae, genitalia, hands and/or feet; each 
additional 5 em or less (List separately in addition to code for primary procedure) 

MPC CPT Code 2 
63048 

Global 
zzz 

WorkRVU Time Source 
3.4 7 RUC Time 

Most Recent 
Medicare Utilization 

117,239 

CPT Descriptor 2 Laminectomy, facetectomy and foraminotomy (unilateral or bilateral with decompression of spin 
cord, cauda equina and/or nerve root[s], [eg, spinal or lateral recess stenosis]), single vertebral segment; each addition 
segment, cervical, thoracic, or lumbar (List separately in addition to code for primary procedure) 

Other Reference CPT Code 
48400 

Global 
zzz 

WorkRVU 
1.95 

Time Source 
RUCTime 

CPT Descriptor Injection procedure for intraoperative pancreatography (List separately in addition to code for primary 
procedure) 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 27 %of respondents: 49.0 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

43273 43235 

I Median Pre-Service Time II 0.00 II 28.00 

I Median Intra-Service Time II 45.00 II 20.00 

I Median Immediate Post-service Time II 0.00 II 15.00 

I Median Critical Care Time II 0.0 II 0.00 

I Median Other Hospital Visit Time II 0.0 II 0.00 
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CPT Code: 43273 
I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

I Prolonged Services Time 0.0 0.00 

; Median Total Time 45.00 63.00 

Other time if appropnate 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judmlent (Mean} 
The number of possible diagnosis and/or the nwnber of 4.56 II 3.19 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 4.59 II 2.96 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 4.37 II 3.04 

Technical SkiiJIPhisical Effort (Mean} 

I Technical skill required II 4.89 II 2.93 

I Physical effort required II 4.59 II 2.89 

Ps!:choiQgical Stress (Mean} 

The risk of significant complications, morbidity and! or mortality II 4.48 II 2.33 

I Outcome depends on the skill and judgment of physician II 4.70 II 2.89 

I Estimated risk of malpractice suit with poor outcome 'I 4.41 II 3.00 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Semlents (Mean} 

I Pre-Service intensity/complexity II 4.11 II 3.07 

I Intra-Service intensity/complexity II 4.85 II 3.22 

I Post-Service intensity/complexity II 4.07 II 3.04 

Additional Rationale 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
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CPT Code: 43273 
The American Gastroenterological Association (AGA) and the American Society for Gastrointestinal 

Endoscopy (ASGE) conducted a survey of code +43273, Endoscopic cannulation of papilla with direct visualization 
of common bile duct(s) and/or pancreatic duct(s). This code was approved during the February 2008 CPT Editorial 
Panel meeting. After reviewing the survey data, the societies recommend a work relative value unit ~VU) 2.24 
WRVUs and 45 minutes physician time (intra-service). The recommended value of 2.24 WRVU is between the survt.. 
WRVU median (3.25) and 25th percentile (2.00). 

Survey Process 
The survey was disseminated to 195 practicing gastroenterologists. A total of 55 responses (28% response rate) were 
received. 

2.24 WRVU Recommendation Development 
The societies convened an expert panel to review the survey data for code +43273. 

+43273 SURVEY DATA 
:fR\fiJ:'. ·f '"'··· .. / . ; .. ;.;:j\~·:'i 
Low 0.60 
25th 2.00 
Median 3.25 
75th 5.08 
High 20.00 

;,\p'fi¥;.:TIME;~: : ·.• >.:'§ ~:J*1~ 
Pre-Service Time 
Median 25 
Intra Time 
Low 2 
2!1' 30 
Median 45 
75h 60 
High 155 
Post Time 
Median 20 

The survey respondents reported physician time in the pre and post period. As physician work is typically not 
performed in the pre and post period for an add-on (ZZZ) code, the societies concluded this was the result of the 
survey respondents' lack of familiarity with the concept of pre/intra/post time and the survey instrument for an add­
on code. The societies concluded it would be appropriate to remove the pre- and post- time and back-out the 
associated WRVUs from the survey median: 

Survey Median= 3.25 WRVU 

3.25 - ((25 X .0224) + (20 X .0224)) = 2.24 WRVU 

Using the Median intra-service time of 45 minutes, a WRVU of 2.24 results in an IWPUT of 0.050 (2.24/45). The 
value of 2.24 WRVU falls in between the survey median and 25th percentile. The expert panel concluded that this 
was an appropriate value for the service. 

Data Evaluation 
As a next step of analysis the advisors compared the recommended WRVU and time values of code +43273 with the­
reference code and other similar services. 
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CPT Code: 43273 
Physician Time and WRVU Data for Reference and Other Related Services 

CPT Code Pre Intra Post Total WRVU IWPUT 
Time Time Time Time 

43235*- Upper GI Endoscopy, 28 20 15 63 2.39 0.075 
Diagnosis 
48400- Injection, Intraop, Add-On 45 45 1.95 0.043 
99358 - Prolonged E/M services, first 60 60 2.10 0.035 
hour 
* Survey reference service 

+43273 versus 43235 
The expert panel compared +43273 to the reference service code 43235. 49% of the survey respondents chose this 
code as the reference service. The society is recommending a lower WRVU for +43273 (2.24) than the WRVU 
value of the reference service 43235 (2.39). 
The advisors concluded that the relative relationship between these two codes was appropriate. 

• The intra-service time of +43273 is more than twice as long as the intra-service period for 43235 (45 
minutes versus 20 minutes). The value of the intra-service work portion of code 43235 is approximately 1.50 
WRVU for 20 minutes of intra time. 

0 2.39- ((18*.0224) + (5*.008) + (5*.0224) +(15*.0224)) = 1.4988 = 1.50 
• The recommended value for +43273 (2.24) is less than 50 percent higher when compared to the intra-service 

WRVU for code 43235. Code +43273 is a procedure of much greater complexity, involving intra time over 
twice as long. 

o Although the recommended RVU for +43273 results in a slightly lower IWPUT than for 43235, the 
respondents indicated the surveyed procedure was of greater intensity and required much more skill 
than code 43235. The expert panel agreed that +43273 was a more intense service than 43235, 
which supported the WRVU recommendation of 2.24. 

+43273 versus 48400 
fhe expert panel compared +43273 to 48400 which has a WRVU value of 1.95. The panel concluded that the 
relative relationship between these two codes was appropriate. 

• While the two codes have the same intra-service time of 45 minutes, the expert panel concluded that the 
higher WRVU for code +43273 was justified because endoscopy was a more intense procedure requiring 
greater technical skill compared to injection. · 

+43273 versus 99358 
The expert panel compared +43273 to 99358 which has a WRVU value of 2.10. The panel concluded that the 
relative relationship between these two codes was appropriate. 

• Code 99358 has more intra-service time (60 minutes) but a lower WRVU (2.10) in comparison to +43273. 
• Advisors concluded that this was justified because code 99358 reflected prolonged evaluation and 

management services, while code +43273 reflected a more intense procedural service requiring greater 
technical skill. 

In view of the above, the AGA and ASGE recommend 2.24 WRVUs and physician time of 45 minutes (intra-service) 
for code +43273. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

1Zl The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 

230 



CPT Code: 43273 
D Different specialties work together to accomplish the procedure;. each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes,-global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. The following CPT codes are identified as the primary or base code for the add-on code 
+432~:43260,43261,43262,43263,43264,43265,43267,43268,43269,43271,43272 

Primary Codes for Add-On Code +432~ 
Code Global WRVUTime Source Pre-Time Intra-Time Post-Time 

43260 0 5.95 RUC 20 46 20 
43261 0 6.26 RUC 20 55 20 

43262 0 7.38 HARVARD 50 75 28 
43263 0 7.28 RUC 47.5 76 40 

43264 0 8.89 HARVARD 50 69 28 
43265 0 10.00 RUC 40 83.5 35 

43267 0 7.38 HARVARD 47 62 25 
43268 0 7.38 HARVARD 51 78 29 

43269 0 8.20 RUC 40 71 30 
43271 0 7.38 HARVARD 47 61 26 

43272 0 7.38 RUC 25 60 20 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) Unique codes that describe cholangioscopy I pancreatoscopy currently do not exist. As such, current 
coding is very inconsistent. A variety of codes + modifiers are used when reporting a cholangioscopy I pancreatoscopy 
procedure including: 
• 47999, Unlisted procedure, Biliary tract 
• 48999, Unlisted procedure, pancreas 
• 43260 + 47999, ERCP; diagnostic, with or without collection of specimen(s) by brushing or washing + 
Unlisted procedure, Biliary tract 
• 43260+48999, ERCP; diagnostic, with or without collection of specimen(s) by brushing or washing + Unlisted 
procedure, pancreas 
• 43260- 22, ERCP; diagnostic, with or without collection of specimen(s) by brushing or washing with Service 
Modifier 
• 47550, Add-on code: Biliary Endoscopy, intraoperative (choledochoscopy) 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Gastroenterology How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 2000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. 
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CPT Code: 43273 

Specialty Gastroenterology Frequency 2000 Percentage 100.00% 

Specialty Frequency Pe~~entage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 800 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 

explain the rationale for this estimate. The number is based on input from the manufacturer who has conducted an 
analysis of Medicare and private payor claims data. -

Specialty Gastroenterology Frequency 800 Percentage 100.00 % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

lf no, please select another crosswalk and provide a brief rationale. 43260. 
;'he expert panel concluded that one of the primary codes (ERCP codes: 43260, 43261, 43262, 43263, 43264, 43265, 

43267, 43268, 43269, 43271, and 43272) associated with the add-on code +432XX would make the most appropriate 
PLI crosswalk. The base ERCP code 43260 was selected by the expert panel. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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William Thorwarth, MD 
Chair, CPT Editorial Panel 
American Medical Association 
515 N. State St. 
Chicago IL 60654 

November 21, 2008 

Dear Dr. Thorwarth, 

On behalf of the American College of Gastroenterology (ACG), the American 
Gastroenterological Association (AGA) and the American Society for Gastrointestinal 
Endoscopy (ASGE), we are writing to respond to the AMA CPT Editorial Panel's 
Executive Committee's request for clarification on whether the description of code 43273 
Endoscopic cannulation of papilla with direct visualization of common bile duct(s) and/or 
pancreatic duct(s) (List separately in addition to code(s) for primary procedure) overlaps 
with the procedure reported with code 43262, Endoscopic retrograde 
cholangiopancreatography (ERCP) with sphincterotomy. 

Code 43273 cholangioscopy I pancreatoscopy, describes the direct visualization of the 
biliary and/or pancreatic ducts. Direct visualization of the pancreatic and/or biliary tree 
allows for inspection and treatment of abnormalities that may not be detected 
radiographically. When performed, the cholangioscopy I pancreatoscopy service is 
separate and distinct from an ERCP procedure, whether the ERCP does or does not 
involve sphincterotomy. When performed for medically necessary reasons, it would be 
appropriate for physicians to be able to report 43273 together with 43262. 

It is important to note that although there may have been some question among Editorial 
Panel members of whether ERCP with sphincterotomy was included in the description of 
CPT code 43273, the description of the procedure that was provided to physicians as part 
of the valuation survey (shown below) did not include sphincterotomy: 

"Typical Patient/Service: A 60-year old male presents with severe epigastric pain with 
radiation to the back. An abdominal ultrasound shows a normal gallbladder without 
stones and normal gallbladder wall thickness. An abdominal CT scan reveals a markedly 
dilated pancreatic duct at 1 em in diameter and a normal biliary tree. An ERCP reveals an 
enlarged ampulla ofVater with a markedly dilated opening and mucin in the orifice. 

233 



William Thorwarth, MD 
Page 2 of2 

Pancreatoscopy is performed to evaluate a presumed intraductal papillary mucinous 
neoplasm." 

On reviewing the physician surveys submitted to the RBRVS Update Committee (RUC) 
when this procedure was valued earlier this year, ERCP with sphincterotomy was not part 
of the valuation of CPT Code 43273. Specifically, sphincterotomy was not included in 
the service description of the cholangioscopy I pancreatoscopy service that was 
surveyed. The code descriptor that was sent to those surveyed did show 432XX as an 
add-on procedure and clearly states to report in conjunction with the applicable ERCP 
codes (i.e. the parenthetical instruction was part of what those surveyed saw). The RUC 
identified that the valuation of 43273 should be lower than the valuation of an ERCP 
procedure. 

On behalf of the ACG, AGA and ASGE, we recommend that the AMA amend the 
parenthetical associated with CPT Code 43273 to read (change highlighted in bold italic 
font): (Use 43273 in conjunction with 43260, 43261,43262, 43263, 43264,43265, 
43267,43268, 43269, 43271, and 43272). This change should be made as soon as 
possible and be made retroactive and retrospective to January 1, 2009 so that providers 
can be reimbursed appropriately. 

We appreciate the Panel's consideration of our clarification and request and look forward 
to your decision. Should you have any questions on our comments please contact Brad 
Stillman, American College of Gastroenterology at bstillman@acg.gi.org or (301) 263-
9000, Shovana Sloan, American Gastroenterological Association at ssloan@gastro.org or 
(301) 272-1601, or Sheila Madhani, Consultant to the American Society for 
Gastrointestinal Endoscopy at sheila@marcassoc.com or (202) 833-0007. 

Sincerely, 

. ~[,~tlfl 
Daniel DeMarco, MD 
ACG 

Joel V. Brill, MD 
AGA 
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AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

Laparoscopic Longitudinal Gastrectomy 

In October 2008, the CPT Editorial Panel created a new code to describe a complex anatomic and metabolic weight loss operation that 
has been increasingly used as .a primary operation for morbid obesity. 

The RUC reviewed code 43775 Laparoscopy, surgical, gastric restrictive procedure; longitudinal gastrectomy (ie, sleeve gastrectomy) 
and compared it to code 43 771 Laparoscopy, surgical, gastric restrictive procedure; revision of adjustable gastric restrictive device 

component only (work RVU = 20.64, intra-service time= 120 minutes). The RUC reviewed the pre-service time and agreed with the 
specialty society that pre-service time package 4 F AC Difficult patient/difficult procedure with some modifications was appropriate. 
The RUC agreed that .an additional22 minutes of positioning time was appropriate (25 minutes total positioning time) to account for 
additional positioning and padding the morbidly obese patient in reverse Trendelenburg, including positioning the laparoscopic 
equipment/monitors so the surgeon and assistants may visualize and perform the operation. The RUC determined that the intra-service 
time of 120 minutes and immediate post-service time of30 minutes appropriately accounts for the physician time required to perform 
this service and was identical to code 43771. 

The specialty society indicated and the RUC agreed that the survey respondents over-estimated the physician work required to 
perform this service, as the survey median RVU would place this service out of rank order with this family of services. Therefore, the 
following building block was used to develop a relative value unit. Starting with code 43 771 Laparoscopy, surgical, gastric restrictive 
procedure; revision of adjustable gastric restrictive device component only (work RVU = 20.64, intra-service time= 120 minutes), 
another gastric restrictive procedure with identical intra-service time but one less hospital visit, and adding one 99321 hospital visit to 
arrive at a work RVU of21.40 for 43775 (20.64 + 0.76 = 21.40), which is less than the survey 25th percentile work RVU. 
Additionally, the specialty society indicated and the RUC agreed that one 99214 visit is necessary because the typical patient is 
nauseated and requires lengthy dietary and fluid balance education on the first post-operative visit. The RUC recommends a work 
RVU of 21.40 for code 43775. 

The RUC also agreed-with the specialty society's additional rationale comparing 43775 to survey respondents key reference service 
43644 Laparoscopy, surgical, gastric restrictive procedure; with gastric bypass and Roux-en-Y gastroenterostomy (roux limb 150 em 
or less) (work RVU = 29.24, intra-service time of 180 minutes) which has similar intensity and complexity measures. However, the 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. , I 



survey data indicated 43775 will require 60 minutes less intra-service time and one less hospital day (99232) than 43644. By 
subtracting the 60 minutes less IWPUT and one less 99232 from 43644 the resulting work RVU is 21.37 (which is almost identical to 
the primary building block resulting RVU of 21.40). 

Additional rationale: 
29.24 RVU for 43644 
-6.48 60 min less x 0.108 (IWPUT for 43644) 
-1.39 1 less 99232 
21.37 

The RUC also compared 43775 to code 43330 Esophagomyotomy (Heller type); abdominal approach (work RVU = 22.06, 120 
minutes intra-service time) which requires similar physician time and work. The RUC recommends a work RVU of21.40 for code 
43775. 

~ New Technology 
.....,. The RU~ recommends that code 43775 be placed on the new technology list. 

Practice Expense 
The RUC recommends the standard 090-day global direct practice expense inputs for code 43775. 

CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

•43775 BBl Laparoscopy, surgical, gastric restrictive procedure; longitudinal gastrectomy (ie, 090 21.40 
sleeve gastrectomy) 
(For ogen gastric restrictive grocedure, without gastric bYnass, for morbid 
obesitv: other than vertical-banded szastroolastv. use 43483) 

43843 
Gastric restrictive procedure, without gastric bypass, for morbid obesity; other 

090 21.08 
than vertical-banded gastroplasty 

(No Change) 

(For lagaroscogic longitudinal gastrectomy (ie, sleeve gastrectomy), use 
437XX) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 43775 

CPT Code:43775 Tracking Number BB1 Specialty Society Recommended RVU: 21.40 

Global Period: 090 RUC Recommended RVU: 21.40 

CPT Descriptor: Laparoscopy, surgical, gastric restrictive procedure; longitudinal gastrectomy (ie, sleeve gastrectomy) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 43-year-old woman presents with a life-long history of obesity and diet history that confirms 
morbid obesity (BMI greater than 40). She has been refractory to medical weight loss management and elects to 
undergo laparoscopic longitudinal gastrectomy. 

Percentage of Survey Respondents who found Vignette to be Typical: 63% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 15% , Admitted (more than 24 hours) 85% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 71 % 

s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Assure appropriate selection, timing, and administration of DVT prophylaxis. 
Determine indication for intra-operative antibiotics and prescribe as necessary. Assess need for beta-blockers, order as 
required. Review preadmission work-up, with particular attention to imaging information and reports. Reexamine 
patient to make sure that physical fmdings have not changed, and update H&P. Record patient weight. Review results of 
preadmission testing (lab, EKG, chest x-ray, availability of blood products). Meet with patient and family to review 
planned procedure and post-operative management. Review and obtain informed consent, including witness. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available, 
including reusable and disposable laparoscopic equipment. Assist in transfer of patient from gurney to operating table. 
Assist anesthesia team with line placement and induction of anesthesia and intubation. Monitor/assist with positioning of 
patient. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform surgical "time out" 
with operating surgical team. 

Description of Intra-Service Work: Under general anesthesia, surgicallaparoscopy is performed. Pneumoperitoneum is 
·tablished to distend the abdomen, and the laparoscope is introduced. Gas flow and intra-abdominal pressure are 
.uefully monitored so as not to impair ventilation or venous return. Four to six trocar ports are sited through the 

anterior abdominal wall above the umbilicus. The viscera are inspected. An orogastric tube may be placed to 
decompress the stomach. The liver is retracted to allow visualization of the stomach to the esophageal hiatus. The 
Angle of His is expo~d by dissecting the peritoneal attachments. From a site approximately 4-6 ern proximal to the 
pylorus, the gastrocolic ligament is opened and divided cephalad along the greater curvature. The dissection and 
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CPT Code: 43775 
division is carried through the gastro-splenic ligament and the short gastric vessels until the angle of His is reached. The 
posterior attachments of the stomach to the lesser sac are then dissected to free the lesser curvature. A Bougie or wide 
bore tube is passed though the mouth into the stomach and with laparoscopic visualization, is positioned along the lesser 
curvature. Starting proximal to the pylorus and staying parallel to the bougie the greater curve of the stomach is tlr 
divided longitudinally with several firings of an endoscopic stapler until the Angle of His is reached. Care is taken 
exclude the entire fundus of the stomach and to not impinge on the GE junction. The staple line may be over sewn or 
otherwise sealed per surgeon preference. Staple line integrity is checked to exclude leaks. The resected stomach 
segment is placed in a retrieval bag and extracted with enlargement of one of the trocar site incisions. The extraction 
site is closed at the fascia. The operative field is carefully inspected to ensure good hemostasis. A drain may be placed 
per surgeon preference along the gastric staple line. The liver retraction is released, and the trocars are removed. The 
incisions are closed. 

Description of Post-Service Work: 
Hospital: 
Apply sterile adhesive strips and dressings. Monitor patient during reversal of anesthesia. Assist in transfer of patient 
from operating table to gurney. Monitor transport of patient from operating room to recovery room. Discuss 
postoperative recovery care with anesthesia and nursing staff including need for patient controlled analgesia. Instruct 
nursing staff in care of tubes and other devices. Review post-operative labs. Discuss procedure and outcome with 
family in waiting area. Write brief operative note or complete final operative note and place in chart and record. 
Dictate operative report and copy referring physician(s). Discontinue perioperative antibiotic therapy as appropriate. 

·Write orders for transferring to general surgical floor and discuss ongoing care with floor nurses. Order x-rays (e.g. 
barium esophagram) as per routine. Examine patient, including reviewing vital signs and confirming as necessary. 
Auscultate heart, lungs, and abdomen for bowel sounds. Manage dressings to wounds daily, monitoring status of 
incision, looking for signs of infection. Continue prophylaxis for DVT. Monitor daily for adequacy. Assess need for 
beta-blockers, order as required. Monitor and document patient progress. Assess pain scores and adequacy of analgesia. 
Monitor fluid and electrolyte status and renal function. Review nursing/other staff patient chart notes. Write orders for 

labs, x-rays, medications, diet, and patient activity. Chart patient progress notes, daily. Review available x-rays (if 
ordered). Answer patient and family questions. Answer nursing/other staff questions. Advance diet, as appropriat 
Discuss in detail dietary restrictions for the immediate post-operative period (e.g. liquid or mechanical soft diet and iL. 
duration) and coordinate continuing care by nutritionist. Write orders for follow-up, post-discharge labs, x-rays, home 
care, and physical therapy. Write prescriptions for medications needed post-discharge. Home restrictions (i.e., diet as 
above, activity, bathing) are discussed with the patient, family members and discharging nurse. The patient is discharged 
when there is return of bowel function, adequate nutritional intake, and adequate pain control with oral analgesics. All 
appropriate medical records are completed, including day of discharge progress notes, discharge summary, discharge 
instructions, and insurance forms. 

Office: 
Talk with and examine patient. Remove dressings, sutures, when appropriate. Review activity and restrictions. Monitor 
healing of incisions with appropriate physical examination Assess effect of procedure with current weight. Answer 
patient/family questions. Write prescriptions for medication and therapy, as necessary. Coordinate continuing care by 
nutritionist. Post discharge labs/films are ordered and reviewed. Discuss progress with referring physician(s) (verbal 
and written). Dictate progress notes for medical chart. 
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CPT Code: 43775 
SURVEY DATA 
RUC Meeting Date {mm/yyyy) Jo4/2009 

Presenter{s): Michael Edye, MD, FACS; Christopher Senkowski, MD, FACS 

pecialty{s): ~ener~ surgery, bariatric surgery, laparoscopic surgery 

!CPT Code: 43775 

Sample Size: 300 IResp N: 95 I Response: 31.6 % 
-

Sample Type: Random 

I&N 251h octl ........ ·* 75th Dctl lfigh 

Service Performance Rate 0.00 5.00 10.00 30.00 150.00 

Survey RVW: 20.00 26.00 28.50 29.24 40.00 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

"" ·'· T" 
1un•a-...... y'""' 1me: 50.00 90.00 120.00 120.00 200.00 

!Immediate Post Service-Time: 30.00 

IPost C .£ •• Visits Total Min** I CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 l99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit{s): 79.00 99211x 0.00 12x 1.00 13x 1.00 14x 1.00 15x 0.00 

.,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

*Physician standard total minutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 143775 Recommended Physician Work RVU: 21.37 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 25.00 3.00 22.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 120.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

"'ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

ifice time/visit(s): 79.00 99211x 0.00 12x 1.00 13x 1.00 14x 1.00 15x 0.00 

JProlonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
43644 

Global 
090 

WorkRVU 
29.24 

CPT Code: 43775 

Time Source 
RUCTime 

CPT Descriptor Laparoscopy, surgical, gastric restrictive procedure; with gastric bypass and Roux-en-Y 
gastroenterostomy (roux limb 150 em or less) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descrigtor 1 

MPC CPT Code 2 Global 

CPT Descrigtor 2 

Other Reference CPT Code 

CPT Descrigtor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 51 % of respondents: 53.6 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

43775 43644 

I Median Pre-Service Time II 85.00 II 75.00 

I Median Intra-Service Time II 120.00 II 180.00 

II 30.00 II 30.00 

IBtjl 0.00 

60.o I 100.00 

I 38.0 I 38.00 

I 79.0 I 79.00 

I Median Immediate Post-service Time I Median Critical Care Time 
Median Other Hospital Visit Time 

Median Discharge Day Management Time 

Median Office Visit Time 

I· o.o 1 0.00 

~ 502.00 

Prolonged Services Time 

Median Total Time 

Other time if appropriate 

241 



INTENSITY/COMPLEXITY MEASURES (Mean) 

\1ental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of 4.37 II 
management options that must be considered L...-----l L-------l 

4.23 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L...__4_.5_3 ----..~1 L....l __ 4.4_6 _ __. 

~lu_r~ge_n~cy~o_f_m_edi_._cal_dec_~_io_n_~_·~----------------~~~~ __ 3_.1_0_~IIL... __ 3_.10 __ ~ 

Technical Skill/Phvsical Effort (Mean) 

lL...T_ec_lmi_._cai_ski_·l_l r_e~qu_ired ______________ __JIIL... __ 4_.6_1_~11L--__ 4_.7_5 _ __, 

L...IP_h~~-ical __ e_ffi_on __ re~qurr~·-ed _____________________ --JII~ __ 4_.2_9_~1~1 __ 4_.3_8_--l 

Psvchological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality I L-1 __ 4_.6_9_...JI ~~--4_.6_5_--l 

._I Ou.:..:;.;.tco;.;_m_;_e_;_depe~nds...:..:.._;_on_;_th __ e .;...sk:ill_· _and--::...ju_dgm=e_ru_o_f~p~hy:...:.s_ic,...ian ______ _JII 

I_Es_tima __ ted ___ ris_k_o_f_mal~pra __ cn_·c_e _sw_·t_WI_.th_.:.poo __ r_o_ut_co_m_e ______ ___.ll 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

4.78 _ 1 L....l __ 4.6_9 _ __. 

4.84 1 .__I __ 4.7_3 _ __. 

CPT Code Reference 
Service 1 

~~ Pr_;_e_-Se_rv_ic_e_int __ ens,...t_,·ty:...:./c;...o_mp.!..l_eXl_·~ty-------------------ll ~~ __ 4_.34 _ ___,1 ~~ __ 4_._30 __ ___, 

L...lmua __ -Se_rvt_·c_e_int_e_ns~ity_l_co_m~p_le_xi~ty--------~~~~--4-.~----'IIL... ___ 4_.4_7 __ ~ 

~lP,...o~&;...-Se_;_rvt~·c.;...e;...int:...:.e;...ns,...ity::.../_co_m~p~le_Xl~·ty~-----------------ll~l __ 3_.9_6_-lll~ __ 4_._oo __ ___, 

Additional Rationale 

CPT Code: 43775 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

~omparison to key reference code: 43644 Laparoscopy, surgical, gastric restrictive procedure; with gastric bypass 
and Roux-en-Y gastroenterostomy (roux limb I 50 em or less) 

New code 4377X Laparoscopy, surgical, gastric restrictive procedure; longitudinal gastrectomy (ie, sleeve 
gastrectomy) was created to report a complex anatomic and metabolic weight loss operation that has been increasingly 
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CPT Code: 43775 
used as a primary operation for morbid obesity. In comparison to the key reference code, the pre-service evaluation and 
positioning of morbidly obese patients would be essential identical for the new code. Although intra-operative intensity 
and complexity are similar for both 43644 and 43775, the new procedure is more rapidly performed. Post-operative 
hospital stay for 43644 may be one day longer, but follow-uR_ 9ffice visit work is the same. 

Pre-Time: With respect to the pre-service time, we recommend package 4 (difficult patient I difficult procedure) with 
modification to positioning: 

• Evaluation: no change ( 40 min) 
• Positioning: Add 22 minutes (total= 25 min) to account for additional positioning and padding the morbidly 

obese patient in reverse Trendelenburg, including P<?Sitioning the laparoscopic equipment/monitors, surgeon 
and assistants to visualize and perform the operation. This total time of 25 minutes is consistent with other 
laparoscopic gastric restrictive procedures that the RUC has accepted as reasonable time for this component. 

• Scrub/D.ress/Wait: no change (20 min) 

RVW Recommendation: 
As support, we compare this recommendation to another gastric restrictive procedure with similar intra-time and office 
time, but one less hospital day- 43771 Laparoscopy, surgical, gastric restrictive procedure; revision of adjustable gastric 
restrictive device component only: The consensus committee reviewing the survey data recommends an RVW of 21.40 

20.64 RVW for 43771 
+0.76 1 more 99231 
21.40 

The survey intensity and complexity measures for the reference code and survey code are almost identical. However, the 
survey data indicate the new code will require 60 minutes less intra-operative time and one less day in the hospital., to 
account for these differences, as presented below: 

29.24 RVW for 43644 
-6.48 60 min less x 0.108 (IWPUT for 43644) 
-1.39 I less 99232 
21.37 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

FREQUENCY INFORMATION 
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CPT Code: 43775 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 
43659 Unlisted laparoscopy procedure, stomach 43999 Unlisted procedure, stomach 
~3843-22 Gastric restrictive procedure, without gastric bypass, for morbid obesity; other than vertical-banded 

gastroplasty 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty general surgery How often? Sometimes 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 1500 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Bariatric surgery is performed at a rate of approximately 200,000 
procedures per year in the United States. The majority of these are either gastric bypass or adjustable gastric banding. 
The rate of longitudinal gastrectomy is estimated at 1500 procedures per year. 

Specialty general surgery Frequency 1500 Percentage 100.00% 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

.dstimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 50 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. This procedure is not typically performed on Medicare-aged patients. 

Specialty general surgery Frequency 50 Percentage 100.00% 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. The reference code RVW and intra-time are 
significantly greater than 43775. We suggest code 43279 (Laparoscopy, surgical, esophagomyotomy (Heller type), with 
fundoplasty, when performed) which has a similar total time and RVW and involves a patient that has significant co-
\Orbidities and intra-op risk. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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CPT Long Descriptor: 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 

Facility Direct Inputs 

CPT Code: 43775 

BBl 43775 Laparoscopy, surgical, gastric restrictive procedure; longitudinal gastrectomy (ie, sleeve 
gastrectomy) 

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

A consensus committee of general surgeons agree that this procedure would not be performed in an office setting and would 
not typically be an emergency procedure. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
The clinical staff completes pre-service diagnostic and referral forms. They call the facility to schedule space and 
equipment needed and coordinate with the facility, the patient and other offices as necessary to prepare for the procedure. 
Clinical staff will provide and review educational materials and information including instructions on diet and changes to 
medications prior to the procedure. Clinical staff will also call in any prescriptions necessary for the patient prior to the 
procedure and contact the patient prior to the procedure to confirm pre-procedure instructions are being carrier out. 
Calls may also be necessary to coordinate changes in polypharmacy with the PCP prior to the procedure. 

Intra-Service Clinical Labor Activities: 
NIA 

Post-Service Clinical Labor Activities 
Discharge management and office visit related activities are performed. 
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N 
U1 
0 

AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

Fistula Plug 

CPT converted a Category III code to a Category I code to report anal fistula repair with a fibrin plug, as this form of treatment has 
become more widely used. 

The RUC reviewed the survey data for 46707 Repair of anorectal fistula with plug (eg, porcine small intestine submucosa [SIS}) and 
agreed with the specialty society that an additional 7 minutes of positioning in the pre-service time period would be appropriate given 
that the patient needs to be placed in a prone jack-knife or dorsal lithotomy position and buttocks are effaced. The RUC compared the 
surveyed code to the key reference code 46280 Surgical treatment of anal .fistula (fistulectomyljistulotomy); complex or multiple, with 
or without placement of seton (Work RVU=6.28). The RUC noted that the surveyed code and its reference code have similar intra­
service times, 40 minutes and 45 minutes, respectively. The RUC compared the intensity complexity measures of the surveyed code 
and reference code and noted that overall these services required equal amounts of technical skill, physical effort and mental effort to 
perform. However, the RUC did note that the intra-service time intensity is greater in the surveyed code as the surgeon must place a 
suture through the fistula track without disrupting the track integrity, attach the other end to the "plug" and then gently pull the plug 
through the fistula track with care until it is snug, whereas in the reference code a surgeon would place a fistula probe through the 
fistula track and cut the tissue above the probe and pass a seton through the fistula and tie the ends together. Based on these 
comparisons, the RUC agreed the specialty societies' recommended work RVUs for this procedure, 6.30 Work RVUs, the survey 
median. The RUC recommends 6.30 Work RVUs for 46707. 

New Technology List: 
As this service is currently being reported with a Category III code, the RUC recommended that this code be placed on the New 
Technology List. 

Practice Expense: 
The RUC approved the practice expense inputs as recommended by the specialty societies 090 day global standards. 

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



N 
V1 ..... 

CPT Code Tracking CPT Descriptor 
(•New) Number 

46706 Repair of anal fistula with fibrin glue 

•46707 CCI Repair of anorectal fistula with plug ( eg, porcine small intestine submucosa [SIS]) 

Category III 

D 0170T Repail' ef aaereetal fisMa •;;tth pffig (eg, pereiae small ffitestiae !ffibffi\ieesa €SIS) 
(0170T has been deleted. To reoort see 46707) 

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

Global WorkRVU 
Period Recommenda-

tion 

010 2.41 

(No Change) 

090 6.30 

N/A 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 46707 

CPT Code:46707 Tracking Number CCI Specialty Society Recommended RVU: 6.30 

Global Period: 090 RUC Recommended RVU: 6.30 

CPT Descriptor: Repair of anorectal fistula with plug (eg, porcine small intestine submucosa [SIS]) 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 44-year-old male presents with a 3-month history of perianal itching, pain, and drainage. 
Four months ago he had a perianal abscess incised and drained. Physical exam reveals an external os (opening) in the 
posterior anal space with drainage of mucus with no signs of acute infection or recurrent abscess. Upon anoscopy there 
is an internal os (opening) directly in the mid line at the dentate line. The diagnosis of a transsphincteric fistula of the 
deep posterior anal space is confirmed. Repair of the anal fistula with a cellular xenogeneic plug is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 89% 

Percent of survey respondents who stated they perform the procedure; In the hospital 65% , In the ASC 23%, In the 
office 13% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 94% , Kept overnight (less than 24 hours) 3% , Admitted (more than 24 hours) 3% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Select and order the appropriate antibiotic(s) and confirm timing and administration. 
Assure appropriate selection, timing, and administration of DVT prophylaxis. Confirm pre-operative enemas have been 
carried out. Review pre-operative work-up and labs. Review prior diagnostic studies. Reexamine patient to make sure 
that physical fmdings have not changed and update H&P. Review the surgical procedure, post-op recovery in and out of 
the hospital, and expected outcome(s) with patient/family. Obtain informed consent. Change into scrub clothes. 
Review length and type of anesthesia with anesthesiologist. Verify that all necessary surgical instruments and supplies 
are readily available in the operative suite. Assist with patient positioning (typically prone jackknife or dorsal lithotomy). 
The perineum is prepped and draped in a sterile fashion and the buttocks are taped apart. Scrub and gown. Perform 
surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, A Hill - Ferguson rectal retractor is placed into the anus and 
isolation and identification of the internal os is made by passing a series of fistula probes through the fistula tact into the_ 
nus. The fistula tract is thoroughly cleaned, irrigated, and debrided. At this time the cellular xenogenic plug is placed 

in normal saline for 5 to 7 minutes. A large fistula probe is then passed through the external opening and advanced 
through the tract until it extends through the internal opening. A suture is passed through the tail of the soaked plug. The 
plug is then pulled into the fistula tract and drawn through the tract until the wider end is tightly aligned with the internal 
opening, with the "tail" extending distally through the external opening. The internal end of the plug is sutured into 
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CPT Code: 46707 
place, being careful to also close the internal opening of the fistula tract. Excess "tail" protruding from the external 
opening is trimmed off and the distal end of the plug sutured to the skin at the external opening, being careful to leave 
this open for drainage. A long acting local anesthetic is injected into the perianal area for comfort postoperatively. 

Description of Post-Service Work: Facility: Discuss postoperative care with recovery room staff. Discuss surgery 
outcome with patient's family. Write brief operative note. Monitor patient stabilization in the recovery room. After 
patient is awake, discuss surgery outcome with patient. Examine patient to assess for the development of complications 
(eg, plug migration, bleeding). Dictate operative report (copy PCP and/or referring physician) and complete medical 
record documentation. Consider relevant data, options, and risks and make the decision for discharge. Discuss aftercare 
treatment with the patient, family and other healthcare professionals, including home restrictions, especially diet, 
activity, bathing. Reconcile medications and write orders for post-discharge medication. Complete all appropriate 
medical records, including discharge summary and discharge instructions, and insurance forms. 

Office: Examine and talk with patient. Discuss diet, activity and hygiene. A diagnostic anoscopy will be performed at 
one or more office visits to assess resolution of fistula. Write prescription orders, as necessary. Revise treatment 
plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal and 
written). Dictate progress notes for medical record. 
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CPT Code: 46707 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2009 

Presenter(s): Guy Orangio, MD, FACS 

Specialty(s): colon and rectal surgery 

CPT Code: 46707 

Sample Size: 150 JResp N: 48 I Response: 32.0 % 

Sample Type: Random 

Low 25th octl Median* 75th_~tctl Hi.Q.h 
Service Performance Rate 2.00 4.00 6.00 10.00 70.00 

Survey RVW: 3.00 6.00 6.30 6.50 10.00 

Pre-Service Evaluation Time: 33.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 15.00 30.00 40.00 40.00 60.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 55.00 99211 x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

~rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

'*Physrcran standard total mrnutes per ElM vrsrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: J46707 Recommended Physician Work RVU: 6.30 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 10.00 3.00 7.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 40.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Oischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Jffice time/visit(s): 55.00 99211 x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
46280 

Global 
090 

WorkRVU 
6.28 

CPT Code: 46707 

Time Source 
RUCTime 

CPT Descriptor Surgical treatment of anal fistula (fistulectomy/fistulotomy); complex or multiple, with or without 
placement of seton 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 28 % of respondents: 58.3 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

46707 46280 

I Median Pre-Service Time II 58.00 II 60.00 

I Median Intra-Service Time II 40.00 II 45.00 

Median Inunediate Post-service Time 15.00 20.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

Median Office Visit Time 55.0 55.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time ~I 
199.00 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judwent <Mean) 

The number of possible diagnosis and/or the number of ,_ __ 3_.4_3 _ _.11 
management options that must be considered .___ _____ ....~ 

3.21 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

...___2_.79 _ __.1 .__I __ 2.7_9 _ __. 

~....I U_r..::.ge_n....:cy:....o_f_m_edi_._cal_dec_is_io_n_making_ . ....::... ________ ....JI ._I __ 2_.3_6 _ _,1.._1 __ 2_.3_5 _ __, 

Technical Skill!Phvsical Effort <Mean) 

.._IT_ec_run_·cai_s~_·_lr_e~qWnd-· ____________ -....~1,_1 __ 3_.1_1 _ _,11._ __ 3_.1_1 _ __, 

._IP_h~ys_ical_e_ffi_ort_re~~~·-ed ________________________ -....~1 .... 1 __ 2_.4_6 _ _.11.__ __ 2_.4_3 _ __, 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and! or mortality I .... 1 __ 2_.64 _ __.11...__ __ 2_.64 __ _. 

._I Ou __ tco __ m_e _depe~nds ___ on_th_e_s_~_· l_and __ J::...ud.....:gm=--e_n_t o_f_._p_,hy:.....s_ic_ian ______ _.l .... 1 __ 3_.54 _ ___,1 ._I ___ 3_.54 __ ....~ 

IEs _.;...tima~ted.;_.;__ris.;...k_o_f_mal~pra __ cn_·ce __ SUI_·t_WI_.th.....!;.poo..;_;_r....;.o.;_ut.;_co:..;.;m;;;.:e _____ ___.l ._1 __ 2_.8_9 _ _,1 .... 1 __ 2_.9_6_--' 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI' Code Reference 
Service 1 

I._Pr_e_-S_e_rv_ic_e_int __ ens_i...::ty_lc_om-.:...pl_eXI_.ty-<-------------------'1 .... 1 __ 3_.3_6 _ _.11.____3_.2_5 _ ___, 

._lhttrn __ -~_nn_·ce_mre_·_ns~ity:..../co_mp~l_eXI_·ty-<--------------'1._1 __ 3_.2_1 _ _,11.__ __ 3_.00 __ __, 

._I P_o_st_-S_erv __ ic_e _int_e_ns_ity.:.../_co_mp...:-le_XI.....:.ty:...__ _________ ___,l .... 1 __ 2_.7_9 _ _,1 .... 1 __ 2_._75 _ __, 

Additional Rationale 

CPT Code: 46707 

Describe the process by which your specialty society reached your final recorrunendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
T?.ecommenda.tions for the appropriate formula and format . 

.)urgeons have a number of procedural options for tr~ating anal fistulae. These include fistulotomy, fistulectomy, fibrin 
glue injection, seton placement, and endorectal advancement flap closure. A Category III code for fibrin plug became 
effective for reporting purposes January 1, 2007. Because this treatment has become more widespread, a change from 
Cat III code to Cat I was approved for CPT 2010. 
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CPT Code:.46707 
Comparison to key reference code: 46280 Surgical treatment of ana/fistula (fistulectomy!fistulotomy); complex or 
multiple, with or without placement of seton 

New code 467Xl Repair of anorectal fistula with plug (eg, porcine small intestine submucosa [SIS]) has become mo.­
widely used and the literature has shown the procedure has efficacy. In comparison to the key reference code, all 
components of time (pre, intra, post) for the new code would be the same. However, new code 46707 is more 
intense/complex than 46280. Intra-operatively, the surgeon must place a suture through the fistula track with out 
disrupting the track integrity, attach the other end to the "plug," and then gently pull the plug through the fistula 
track with care until it is snug. Then place a suture seromuscularly through the internal os then through the plug with 
out disrupting the plug or it's position, then approximate the mucosa of the rectum over the plug (internal os). Then 
place a similar suture through the external os, skin through plug then skin to close the aperture of the external os with 
the plug just under the skin. This is more intense I complex than 46280 where you place a fistula probe through the 
fistula track and cut the tissue above the probe and pass a seton through the fistula and tie the ends together. 

Pre-Time: With respect to the pre-service time, we recommend package 3 (straightforward patient I difficult 
procedure): 

• Evaluation: no change (33 min) 
• Positioning: Add 7 minutes (total = 10 min). Patient is positioned prone jackknife or in dorsal lithotomy and 

buttocks are effaced. 
• Scrub/Dress/Wait: no change (15 min) 

RVW Recommendation: The survey intensity and complexity measures for the survey code are very similar or 
slightly greater than the reference code, including the intra-service complexity.. The consensus committee reviewing 
the survey data recommend the survey median RVW of 6.30. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 
0 

0 
0 
0 
0 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCYINFO~TION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unliste, 
code is reviewed) 0170T Repair of anorectal fistula with plug (e.g. porcine small intestine submucosa (SIS) 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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CPT Code: 46707 

Specialty colon and rectal surgery How often? Sometimes 

Specialty general surgery How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 5000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Based on sales data since the device's product launch in May, 2005, it is 
estimated that this procedure is performed approximately 5, 000 times annually. 

Specialty colon and rectal surgery Frequency 4000 Percentage 80.00% 

Specialty general surgery Frequency 1000 Percentage 20.00 % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 100 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 

explain the rationale for this estimate. Anal fistulae are not primarily a disease of the 65 + population, so Medicare 
utilization will be a small fraction of that number. 

Specialty colon and rectal surgery Frequency 80 Percentage 80.00 % 

Specialty general surgery Frequency 20 Percentage 20.00% 

'ipecialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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CPT Long Descriptor: 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 

Facility Direct Inputs 

Sample Size: N/A Response Rate:(%): __ _ Global Period: 

Geographic Practice Setting%: Rural__ Suburban 

Type of Practice%: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 
__ Medical School Faculty Practice Plan 

Urban 
'---

CPT Code: CCl - 46707 

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

A consensus committee of colon and rectal surgeons representing all types of practices and all geographic settings discussed 
~ practice expense details for new code CC 1. The consensus was that neither of this procedure would not be performed in 

.1e office setting. Additionally, the committee agreed that at least one of the follow-up office visits would require an 
anoscopy that would not be separately billable. Further the consensus was that the clinical staff work, supplies, and 
equipment necessary for key reference code 46280 are the same for new code CCI. These are shown on the Excel file and 
crosswalked to the new code. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
The clinical staff completes pre-service diagnostic and referral forms. They call the facililty to schedule space and 
equipment needed and coordinate with the facility, the patient and other offices as necessary to prepare for the procedure. 
Clinical staff will provide and review educational materials and information including instructions on diet and bowel 
cleansing prior to the procedure. Clinical staff will also call in any prescriptions necessary for the patient prior to the 
procedure and contact the patient prior to the procedure to confirm pre-procedure instructions are being carrier out. 
Calls may also be necessary to coordinate changes in polypharmacy prior to the procedure. 

Intra-Service Clinical Labor Activities: 
N/A 

Post-Service Clinical Labor Activities 
Discharge management and office visit related activities are performed. 
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A B c D E 

1 _______ ! __ CC1 - -- -- ---·-- -------------- ---- ---
2 46707 

1-- Meeting Date: April 2009 ,-------·· -- - - -
- Repair of anorectal fistula 

AMA/Specialty Society RVS Update with plug (eg, porcine small 

Committee Recommendation 
intestine submucosa [SIS)) 

3 i 

4 LQCATION Code Staff Type Office Facility 

5 GLOBAL PERIOD 090 090 
6 TOTAL CLINICAL LABOR TIME L037D RNILPN/MTA n/a 156 
7 TOTAL PRE-SERV CLINICAL LABOR TIME L0370 RNILPN/MTA n/a 60 

8 
TOTAL SERVICE PERIOD CLINICAL LABOR TIME L037D RN/LPN/MTA n/a 6 

9 TOTAL POST-SERV CLINICAL LABOR TIME L037D RN/LPN/MTA n/a 90 
10 liR.E-'SERVICE,';~,:;_::::· ''.};:W~ ,- :;.:~t~:;:~--~" "'-',,·'.if,_: ;~~-tft_~t'~~i~~~'?~' ;~~~-";i}'i :.~t :;x:~.<- ~'t}!\;i:;, ~~~ \-:J._ 
11 Start: Following visit when decision for surgery or procedure made 

12 Complete pre-service diagnostic & referral forms L037D RN/LPN/MTA 5 
13 Coordinate pre-surgery services L037D RNILPN/MTA 20 
14 Schedule space and equipment in facility L037D RN/LPN/MTA 8 
15 Provide pre-service education/obtain consent L037D RN/LPN/MTA 20 

16 Follow-up phone calls & prescriptions L037D RN/LPN/MTA 7 
18 End:When patient enters office/facility for s_urgery/procedure 

19 $ERViCEIPERIQb,:1i' \':}i(o;i: .· ''*&-:J:;:i:;:;~-~- _-_- :rtf;rY:~-~3ft~:f_i~~ li~J-~:!J:S:Vs~ ~~~ l~?;:~J-;;:-:; Jj:~ \:::~~ :};~~ 

39 
Discharge day mgmt 99238-12 min, 99239-15 min L037D RNILPN/MTA 6 

41 End: Patient leaves office 

42 RO.S't.$ERVlCE1eeriO<f~-::::}:~~~":;r£t.0{f:::::::<c.- :-;~~:~-:?!~ 1',,~-; :vt'' ~-~;: ::;¥~:£1~:~~:- ~;:;~; :)::i ;:~~~::~ 

43 Start: Patient leaves office/facility 

46 Ust Number and Level of Office Visits 

47 99211 16 minutes 16 

48 99212 27 minutes 27 2 
49 99213 36 minutes 36 1 
50 g9214 53 minutes 53 
51 99215 63 minutes 63 

53 Total Office Visit Time L037D RN/LPN/MTA 0 90 

54 End: with last office visit before end of global period 

55 MEDic~:suP:P.LIES:·l~>)J/J:;:;::<~7t:.:tr,1 <· : -- . \~.:\.; !': '>.~(30:;:·; r~\CO.de?~~ ::~,:.unii'l¥~ w:;;fr ,;;;~,: ;~ ;'-··) 
56 pack, minimum multi-specialty visit SA048 pack 3 
57 lubricating jelly (K-Y) (5gm uou) SJ032 item 4 
58 swab, procto 16in SJ052 item 3 
59 pack, post-op incision care (suture) SA0 54 pack 1 
60 anoscope 50003 item 1 
61 pack, cleaning and disinfecting, endoscope SA042 pack 1 

62 i:quipmerit;f?i ;::!f::20-U~~;:£s; .. ;·s·~"'{-:'- ·. ';• ·_,,· : . .\:.; :< ·;~;, 
'"<- ~;::.·,;cooe~\~ X';;.V :.\':" <': :~;~} : .. .·-_';;-.,-, :,_;' 

63 table, exam EF023 90 
64 light, exam EQ168 90 
65 anoscope with light source ES002 36 
66 light source, xenon EQ167 36 

AMA Specialty Society Recommendation 261 Page 1 



N 
0'\ 
N 

AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

February 2009 

Temporary Prostatic Urethral Stent Insertion 

At its October 2008 meeting, the CPT Editorial Panel created 53855, Insertion of a temporary prostatic urethral stent, including 
urethral measurement, a Category I code to describe the work previously reported in Category III code, 0084T, Insertion of a 
temporary prostatic urethral stent, to accurately describe the measurement and insertion of a temporary prostatic stent as a stand alone 
procedure used as treatment for complications that follow microwave therapy (code 53850, Transurethral destruction of prostate 
tissue; by microwave thermotherapy). Approximately 10% ~f patients who have microwave therapy may potentially require this 
procedure or placement of a foley catheter, which is the only present treatment. 

The RUC reviewed the survey data from 30 urologists presented by the specialty society. The RUC reviewed the survey physician times 
and agreed that the median survey intra-service time of 15 minutes is appropriate. The RUC also agreed with the specialty society that 
pre-service time package 5, non-facility procedure without sedation or anesthesia, is appropriate. The RUC also agreed with the specialty 
society expert panel that the survey 25th percentile work RVU of 1.64 is appropriate. The RUC compared 53855 to key reference 
service 53620, Dilation of urethral stricture by passage of filiform and follower, male; initial (work RVU = 1.62), which reflects 
similarities to the time. The RUC concluded that the two services are similar and recommended the survey 25th percentile work RVU of 
1.64. The RUC recommends the survey 25th percentile work RVU of 1.64 for 53855. 

Modifier 51 
The RUC recommends that 53855 not be placed on the modifler -51 exempt list because the procedure is performed within the global 
period of 53850, Transurethral destruction of prostate tissue; by microwave thermotherapy, but never performed with 53850. 

Practice Expense 
The RUC reviewed the direct practice expense inputs for 53855 and approved the attached inputs. 

New Technology 
The RUC recommends that 53855 be placed on the New Technology list. 

CPT tive-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 



CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

.6.52282 Cystourethroscopy, with insertion of permanent urethral stent 
000 6.39 

(For placement oftemporaa prostatic urethral stent, see code 53855) (No Change) 

e53855 Hl Insertion of a temporary prostatic urethral stent, including urethral 000 1.64 
measurement 

(For insertion of oermanent urethral stent see code 52282) 
D0084T 

Insertion of a tempomry prostatie Hrethml stent N/A 

(0084T has been deleted. To report, use 53855) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 



CPT Code:53855 

Global Period: 000 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 53855 

Tracking Number Hl Specialty Society Recommended RVU: 1.64 

RUC Recommended RVU: 1.64 

CPT Descriptor: Insertion of a temporary prostatic urethral stent, including urethral measurement 

CLINICAL DESCRIPfiON OF SERVICE: 

Vignette Used in Survey: A 70-year-old man presents to his urologist for an evaluation of continuing lower urinary tract 
symptoms (LUTS) caused by prostatic enlargement. it is determined the patient is a candidate for a minimally invasive 
prostatic therapy. Two to five days following the minimally invasive therapy, the patient presents with temporary 
worsening symptoms (e.g. decreased voided volume, increase in post-void residual urine, urinary retention). A 
temporary prostatic urethral stent is placed to manage voiding dysfunction during the healing phase. (Prostatic 
thermotherapy, when performed, should be reported separately.) 

Percentage of Survey Respondents who found Vignette to be Typical: 93% 

Percent of survey respondents who stated they perform the procedure; In the hospital 
the office 

, In the ASC , In 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day , Kept overnight (less than 24 hours) , Admitted (more than 24 hours) 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: The patient is draped and prepped for a typical sterile urethral device insertion 
procedure. 

Description of Intra-Service Work: The length of the urethra from the bladder neck to the distal side of the external 
sphincter is measured using the measurement device. The appropriate length stent is selected to accommodate the 
patient's anatomical requirements and prepared for insertion. The stent and insertion tool is inserted into the urethra until 
the distal tip and balloon are positioned in the bladder. The balloon is then inflated; the urethral stent is positioned· in the 
prostatic urethra and then deployed. The insertion tool is slowly withdrawn from the urethra. The stent's retrieval 
tether may be trimmed such that the distal end is just inside the urethra's meatus. 

)escription of Post-Service Work: The patient should be assessed to assure that the patient is able to void adequately 
c-~rior to discharge from the clinic. 
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CPT Code: 53855 
SURVEY DATA 
RUC Meeting Date (mm/yyyy} 101/2009 

Presenter(s}: Richard Gilbert; MD; James Giblin, MD; Mitchell Humphreys, MD 

Specialty(s}: Urology 

CPT Code: 53855 

Sample Size: 124 'Resp N: 30 I Response: 24.1 % 

Sample Type: Random 

Low 25th octl Median* 75th octl High 

Service Performance Rate 0.00 2.00 5.00 9.50 50.00 

Survey RVW: 1.32 1.64 3.18 5.39 6.39 

Pre-Service Evaluation Time: 15.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 5.00 12.00 15.00 30.00 45.00 

Immediate Post Service-Time: 10.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38), 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30}; 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code: 153855 Recommended Physician Work RVU: 1.64 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 7.00 7.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 15.00 

Immediate Post Service-Time: 10.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s}: 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology /Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
53620 

Global 
000 

WorkRVU 
1.62 

CPT Code: 53855 

Time Source 
RUCTime. 

CPT Descriptor Dilation of urethral stricture by passage of filiform and follower, male; initial 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and·lower than the requested relative values for the code under review. 

MPC CPT Code 1 
62270 

Global Work RVU 
000 1.37 

Time Source 
RUC Time 

CPT Descriptor 1 Spinal puncture, lumbar, diagnostic 

MPC CPT Code 2 
57410 

Global 
000 

WorkRVU Time Source 
1.75 RUC Time 

CPT Descriptor 2 Pelvic examination under anesthesia 

Other Reference CPT Code 
51703 

Global 
000 

WorkRVU 
1.47 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

77,715 

Most Recent 
Medicare Utilization 

3,942 

. CPT Descriptor Insertion of temporary indwelling bladder catheter; complicated (eg, altered anatomy, fractured 
catheter/balloon) 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 

TIME ESTIMATES <Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

I Median Immediate Post-service Time 

I Median Critical Care Time 

I Median Other Hospital Visit Time 
1 \1edian Discharge Day Management Time 

Iedian Office Visit Time 

Prolonged Services Time 

Median Total Time 

Other time if appropriate 

CPT Code: 
53855 

II 7.00 II 
II 15.00 II 
I 10.00 

I 0.0 

I 0.0 

I 0.0 

I 0.0 

I 0.0 

~I 
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%of respondents: 23.3 % 

Key Reference Source of Time 
CPT Code: RUCTime 

53620 

15.00 

10.00 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

25.00 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___3_.7._:Q _ _.II.___3_.o_7 _ __. 

....___3_.60 _ _.1 ._I __ 2_.so _ __, 

._I U_r:..ge_nc....:.y_o_f m_edi_.cal_dec_is_io_n_making_· -"'------------'1 ._I _3_.60 _ __.1 ._I __ 3_.40 __ _, 

Technical SkiU/Physical Effort (Mean) 

I,_ T_ec_hni_.cal ____ s_kill ____ reqwr~· _ed __________ __.l ._I _3:....:..60,;..;,.___.11.____3_.40 __ _. 

._IP~~~si_cal_effi_oo_reqwr~·-ed __________ __.l._l __ 3_._10 _ _.11.____2_.7_3 _ __. 

Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 2_. 7_0 _...JI ._I __ 3_.00 __ _, 

._I Outc __ om_e depe--!.._nds_o_n_th_e_s_kil_l_and--::.ju_dgm.:::......e_m_o_f...:..p.....:hy:....s_icJan_· __ ____,~l._l __ 3_.90 _ ___,1 ._I __ 3_.60 __ ....~ 

.... I Es_tuna_· _ted_n_·sk_o_f_mal~p_ra_cnce_· _sw_·t_WI_.th__._poo_r _ou_tc_o_m_e ___ __,I .... I __ 2_.40 _ __.1 .... I __ 2_.5_3 _ __. 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

I._Pr_e-_S_e_rvt_·ce_inte_ns___,ity:..../c_o_mp.._l_eXI_.ty.:...-________ __.1 .... I __ 3_.00_-....~1 ._I __ 3_.0_7 _ __, 

._I Intr_a....:-Se_;rv--....:.ice.:....::.:int.:..:.ens=ity::.../_co_m..!,.p_leXI_ . ..::.ty ________ ___.l ._I __ 3_.5_0 _ _,I L-1 _.....;.3....;..0_7 _ __. 

.... I P_o_st-_S_erv_l_.ce_in_t_ens___,ity'-/co_m~pl_eXI_·ty~-----------'1._1 __ 2_.60 _ __.1 ._I __ 2_.6_7 _ __, 

Additional Rationale 

CPT Code: 53855 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
The AVA's RUC panel reviewed the survey responses and determined that the 25m percentile is an appropriate RV 
value. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

267 



CPT Code: 53855 
1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 

questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 
0 

0 
0 
0 
0 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 0084T 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Urology How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 600 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Information provided by Abbey Moor Medical, Inc., the manufacturer of 
the product used in this procedure. 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Specialty FrequencyO Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 420 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 

explain the rationale for this estimate. Information provided by Abbey Moor Medical, Inc., the manufacturer of the 
product used in this procedure. Note: Per the specialty, approximately 10% of those who receive microwave therapy 
TJtay have complications that require 5385X. 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 
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CPT Code: 53855 
Specialty Frequency 0 Percentage 0. 00 % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance lnfonnation (PLI) 
--

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/Specialty Society RVS Update Committee Recommendation 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

000 Day Global Period 
Non Facility/Facility Direct Inputs 

CPT Code: 53855 

CPT Long Descriptor: Insertion of a temporary prostatic urethral stent, including urethral measurement 

Sample Size: 124 Response Rate: (%): 24.1% Global Period: 000 

Geographic Practice Setting %: Rural 2% Suburban 60% 

Type of Practice%: Solo Practice 
1 OO%Single Specialty Group 
__ Multispecialty Group 
__ Medical School Faculty Practice Plan 

Urban 38% 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The recommendations were developed by a Panel consisting of six physicians who represents 
urological practices from across the United States in single specialty groups in suburban and urban 
settings. They represent the states ofW ashington, lllinois, Virginia, New York, South Carolina and 
Arizona. The panel reviews current information, makes recommendations and these 
recommendations are submitted to the AMA. 

Please describe the clinical activities of your staff: 
Pre-Service Clinical Labor Activities: 
Review charts 
Greet patient and provide gowning 
Obtain vital signs 
Provide pre-service education/obtain consent 
Prepare room, equipment, supplies 
Prepare and position patient/ monitor patient/ set up IV 

Intra-Service Clinical Labor Activities: 
Assist physician during procedure by monitoring patient 
Handing instruments to the physician during procedure 
Assist physician in measuring stent 
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AMA Specialty Society Recommendation 

A B c D E 
I 1 53855 

AMA/Specialty Society RVS Update Committee Insertion of a 
Recommendation temporary prostatic 

urethral stent, 
including urethral 

2 CMS Staff measurement 

3 LOCATION Code Type Facility Facility 
4 GLOBAL PERIOD 0 0 

5 TOTAL CLINICAL LABOR TIME L037D 31.0 0.0 
--

6 TOTAL PRE-SERV CLINICAL LABOR TIME L037D 0.0 0.0 

7 TOTAL SERVICE PERIOD CLINICAL LABOR TIME L037D 28.0 0.0 

8 TOTAL POST-SERV CLINICAL LABOR TIME L037D 3.0 0.0 
9 PRE-SERVICE 
10 Start: Following visit when decision for surgery or proced~re made 
11 Complete pre-service diagnostic & referral forms L037D 0 0 
12 Coordinate pre-surgery services L037D 0 0 
13 Schedule space and equipment in facility L037D 0 0 
14 Provide pre-service education/obtain consent L037D 0 0 
15 Follow-up phone calls & prescriptions L037D 0 0 
16 Other Clinical Activity (please specify) 

· End: When patient enters office/facility for surgery/procedure 
18 SERVICE PERIOD 
19 Start: When patient enters office/facility for surgery/procedure: Services Prior to Procedure 
20 Review charts L037D 
21 Greet patient and provide gowning L037D 3 
22 Obtain vital signs L037D 3 
23 Provide pre-service education/obtain consent L037D 
24 Prepare room, equipment, supplies L037D 2 
25 Setup scope (non facility setting only) L037D 
26 Prepare and position patient/ monitor patient/ set up IV L037D 2 
27 Sedate/apply anesthesia L037D 
28 Intra-service 

29 Assist physician in performing- procedure ( 1 00%) L037D 15 
30 Post-Service 

31 Monitor pt. following service/check tubes, monitors, drains 

32 Clean room/equipment by physician staff L037D 3 
33 Clean Scope 
34 Clean Surgical Instrument Package 

35 Complete diagnostic forms, lab & X-ray requisitions 
.,~ Review/read X-ray, lab, and pathology reports 

Check dressings & wound/ home care instructions /coordinate 

I"/ office visits /prescriptions 

38 Discharge day management 
ArvrA ;::,pec1an:y ;::,oc1ecy 
Recommendation Page 1 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

October 2008 

Laparoscopic Revision of Prosthetic Vaginal Graft 

The CPT Editorial Panel created a new Category I code to describe the work associated with performing the excision, revision or 
removal of prosthetic vaginal material via the laparoscopic approach as this work is currently not captured accurately in CPT. 

The RUC reviewed the specialty society survey data for 57426 Revision (including removal) of prosthetic vaginal graft; laparoscopic 
approach. The RUC discovered that the specialty society removed the post-operative visit times associated with 99232 Hospital Visit 
and a 99213 Office Visit from the survey data in their recommendation. The RUC agreed that the work RVUs associated with these 
visits should be removed from the survey median RVW, 16.46 RVUs. Removing this associated work results in a work RVU of 14.15. 
The RUC believed this value to be appropriate as it maintains rank order in comparison to several reference codes including: 57296 
Revision (including removal) of prosthetic vaginal graft; open abdominal approach (RVU= 16.46) which has a total service time of 429 
minutes in comparison to the surveyed code which has a recommended total service time of 360 minutes and 51990 Laparoscopy, 
surgical; urethral suspension for stress incontinence (Work RVU=13.26) which has a total service time of324 minutes in comparison to 
the surveyed code which has a recommended total service time of360 minutes. The RUC recommends 14.15 RVUs for 57426. 

The RUC also addressed the specialty society recommended frequency information. The specialty society recommended that this service 
will be performed nationally 200 times per year and 100 times a year to Medicare patients. The RUC noted that the coding proposal 
stated different statistics regarding this frequency data. The specialty society stated that this was an error on the coding proposal and that 
the frequency data sUpplied on the summary of recommendation form is correct. 

Practice Expense: 
The RUC recommends the standard 090 day global practice expense packages for these services as they are only performed in the facility 
setting. 

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



New Technology: 
Because this service represents new technology that has not been widely used, the RUC recommends that 57426 be added to the new 
technology list as well as 57425 Laparoscopy, surgical, colpopexy (suspension of vaginal apex), as 57425 is a mirror service to 57426. 

' 

CPT Code Tracking CPT Descriptor Global Work'RVU 
(•New) Number Period Recommendation 

Ct Revision (including removal) of prosthetic vaginal graft; laparoscopic approach 090 14.15 •57426 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 57426 

CPT Code:57426 Tracking Number C 1 Specialty Society Recommended RVU: 16.23 

Global Period: 090 RUC Recommended RVU: 14.15 

CPT Descriptor: Revision (including removal) of prosthetic vaginal graft; laparoscopic approach 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in· Survey: A 67 y/o G3 P3 female patient presents complaining of vaginal discharge, discomfort, and 
painful intercourse. She underwent abdominal sacral colpopexy using mesh about one year ago, which was 
uncomplicated. Her past medical history is negative. Her pertinent physical examination reveals mesh eroding through 
the apex of the vagina. Vaginal apical support is adequate. The surgeon decides that excision is necessary and performs 
this via the laparoscopic route. 

Percentage of Survey Respondents who found Vignette to be Typical: 89% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No Percent of survey respondents who 
stated it is typical in the Hospital/ ASC setting? 21% 

Is moderate sedation inherent to this procedure in the office setting? No Percent of survey respondents who stated it is 
typical in the office setting? 

ls moderate sedation inherent in your reference code (Office setting)? No 

Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Pre-service work includes: taking a comprehensive history and performing a 
comprehensive examination to determine the patient's current medical status; indications for the procedure and its 
appropriateness are reviewed; informed consent is obtained; the physician will admit the patient to the hospital; prepare 
the hospital records and chart in accordance with hospital policy; will check on the patient, and will review labs, x-rays 
and records prior to the surgery. The physician then scrubs for the procedure, and waits for anesthesia induction and the 
preparation of the patient. 

Description of Intra-Service Work: Access to the pelvis is achieved via laparoscopic approach. The vaginal tissue may 
be elevated by the surgeons free hand introduced vaginally or by an instrument placed within the vaginal cavity. The 
graft is identified and the peritoneum is opened over it. Sharp dissection at the area of graft attachment to the vagiP..a is 
performed. Care is taken not to dissect too deeply to avoid entering the bladder or rectum. The vaginal epithelium is 
dissected sharply around the eroding mesh, creating a plane between the vaginal epithelium and the endopelvic fascia. 
This dissection is taken circumferentially about 2 centimeters and the graft and attached tissue is removed. All of the 
eroding material is excised sharply being careful to avoid rectum, bladder, and small bowel. Once excision is complete, 
the remaining edges of the endopelvic fascia are re-approximated with delayed absorbable suture and the vaginal 
epithelium is also closed in layers. The portion of the graft that is attached to the pre-sacral ligament is then identified. 
Again, sharp dissection is completed being careful to avoid the significant vasculature here. The graft is removed as are 
the permanent sutures that were used to attach it. Skin wounds or vaginal mucosa are re-approximated. Irrigation is 
mied out and a urinary catheter is placed to complete the procedure. 

Description of Post-Service Work: Following the procedure, the physician writes orders for post-operative care, 
accompanies the patient to the recovery room, and talks with the patient's family. The patient is then evaluated in the 
recovery room. The physician dictates the operative procedure and makes periodic checks on the patient's condition. 
Any drainage catheters are normally removed when the patient is ambulatory and she is monitored for normal voiding. 
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CPT Code: 57426 
The physician visits the patient in the hospital for 2 days. The patient is discharged on post op day 2 with instructions for 
follow-up care. The ·patient is reevaluated three times post operatively. 
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CPT Code: 57426 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 110/2008 

Presenter(s): George Hill, MD 

pecialty(s ): IAr.•~::••Vd•• College of Obstetricians and Gynecologists 

[CPT Code: 57426 . 
!Sample Size: 295 IResp N: 19 

I 
Response: 6.4 % 

Sample Type: Random 

~ 25th octl ... _., _ ... 
75th Dctl }i_ig_h 

Service Performance Rate 0.00 1.00 2.00 3.00 10.00 

SurveyRVW: 7.84 16.23 16.46 17.50 19.50 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 60.00 90.00 110.00 130.00 180.00 
...1:. Post Service-Time: 40.00 111111 

IPost Operative Visits I Total Min** ICPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 80.00 19923' X 0.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: ~ QQ?~Av 1.00 99239X 0.00 

Office time/visit(s): 92.00 99211 x 0.00 12x 0.00 13x 4.00 14x 0.00 15x 0.00 

..,rolonged Services: 0.00 nn'lc:A 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

*Phys1c1an standard total minutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 157426 Recommended Physician Work RVU: 16.23 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Packaae 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 110.00 

Immediate Post Service-Time: 40.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 40.00 99231x 0.00 99232x 1.00 99233x 0.00 

Oischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

ffice time/visit(s): 69.00 99211 x 0.00 12x 0.00 13x 3.00 14x 0.00 15x 0.00 

jProlonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
57296 

Global 
090 

WorkRVU 
16.46 

CPT Code: 57426 

Time Source 
RUCTime 

CPT Descriptor Revision (including removal) of prosthetic vaginal graft; open abdominal approach 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the ROC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
19318 

Global WorkRVU 
090 15.91 

Time Source 
RUCTime 

CPT Descriptor 1 Reduction mammaplasty 

MPC CPT Code 2 
65750 

Global 
090 

Work RVU Time Source 
16.60 RUC Time 

CPT Descriptor 2 Keratoplasty (corneal transplant); penetrating (in aphakia) 

Other Reference CPT Code 
51990 

Global 
090 

WorkRVU 
13.26 

Time Source 
RUCTime 

CPT Descriptor Laparoscopy, surgical; urethral suspension for stress incontinence 

Most Recent 
Medicare Utilization 

6,393 

Most Recent 
Medicare Utilization 

967 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 12 % of respondents: 63.1 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

57426 57296 

I Median Pre-Service Time II 63.00 II 65.00 

I Median Intra-Service Time II 110.00 II 120.00 

Median Immediate Post-service Time 40.00 40.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 40.0 120.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 69.0 46.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time ~ 429.00 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

\fental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the nwnber of .___3_.9_2 _ _.11 
management options that must be considered - L-----..J 

3.83 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L....-.._3_.83_-ll L....l __ 3.6_7 _ __. 

l Urgency of medical decision making I '-' __ 3_.3_3 _ _,1 '-' __ 3_.2_5 _ __, 

Technical Skill/Physical Effort (Mean) 

I Technical skill required I '-' _4_.8_3---'-_.11 .... __ 4_.6_7 _ __, 

I Physical effort required I .... 1 __ 4_.6_7 _ _.11~...--__ 4._4_2 _-.~ 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I L..., __ 4_.6_7 _ _,1 L...I __ 4_.5_8_---J 

I Outcome depends on the skill and judgment of physician I ._1 __ 4_.8_3 _ _,1 .... 1 __ 4_.6_7 _ __, 

I Estimated risk of malpractice suit with poor outcome II 4.33 I .... I __ 4_.1_7 _ __, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments <Mean) 

CPT Code Reference 
Service 1 

IL...Pr_e_-S_e_rvt_·c_e_inte_ns_i...::ty_lc_o_m.!.,.pl_ext_.ty-::_ _________ ....~1 L-, __ 3_.8_3 _ _,1 L...l __ 3_.7_5_-.~ 

._IIntra __ -Se_rv_ice_int_e_ns_i..;.ty_lco_mp--=-1-ext_·ty~------------'1 .... 1 __ 4_.9_2 _ _,1 L...l __ 4_.7_s_-.~ 

L...l P_o_st_-Se_rvt_·ce_inte_ns_ity.::..l_co_mp....:.....le_xt-'·ty=-------------~~ L...l __ 3_.4_2 _ _,1 L...l __ 3_.4_2 _ __, 

Additional Rationale 

CPT Code: 57426 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
T?.ecommendations for the appropriate formula and formoJ. 

SERVICES REPORTED WITH MULTIPLE CPf CODES 
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CPT Code: 57426 
1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 

questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 58999 

How often do physicians in your m>ecialty perfonn this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty ob/ gyn How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 200 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. 

Specialty ob/ gyn Frequency 200 Percentage 100.00 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 100 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 

explain the rationale for this estimate. 

Specialty ob/gyn Frequency 100 Percentage 100.00 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perfonn this service across the United States? No 
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CPT Code: .57 426 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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CPT Long Descriptor: 

AMA/Specialty Society Update Process 
PERC Summary of Recommendation 

010 or 090 Day Global Periods 
Facility Direct Inputs 

57426; Revision (including removal) of prosthetic vaginal graft; laparoscopic approach 

CPT Code: 57426 

Please provide a brief description of the process used to develop your recommendation and the composition 
of your Specialty Society Practice Expense Committee: 

ACOG developed practiced expense recommendations for 57426 using a consensus panel format. ACOG's members 
familiar with practice expense participated in this process through emails. Members of ACOG's Committee on Coding 
and NomenClature fmalized the recommendations through emails. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

No changes were made to the standard pre-service times. During the pre-service period, clinical staff conducts the 
standard pre-service activities: An RN/LPN/MA (CMS Labor Supply code L037D) completes pre-service diagnostic and 
referral forms, coordinates pre-surgery services schedules space and equipment in facility, provides pre-service 

iucation/obtains consent, and conducts follow-up phone calls. 

intra-Service Clinical Labor Activities: 

The standard 12 minutes are applied for this inpatient procedure for discharge day management services. 

Post-Service Clinical Labor Activities: 

The procedure has (3) level three office visits. The standard 36 minute time for the level three office visit was used. A 
total of 108 minutes has been applied for post-service clinical labor activities time. 
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IV 
00 
00 

AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

CT Colonography 

The CPT Editorial Panel converted two Category III codes into three Category I codes to report diagnostic and screening computed 
tomographic (CT) colonography. This technology has now been in existence for over 10 years and there is enough widespread 
utilization of this technology to warrant the conversion of the Category III codes to Category I codes. 

74261 Computed tomographic (CT), co/onography, diagnostic, including image postprocessing; without contrast material 
The RUC reviewed the survey data for 74261 as compared to the reference code 75635 Computed tomographic angiography, 
abdominal aorta and bilateral iliofemoral/ower extremity runoff, with contrast material(s), including noncontrast images, if 
performed, and image postprocessing (Work RVU=2.40) and noted that the intra-service times were very similar 40 minutes and 45 
minutes, respectively. The RUC also removed 2 minutes of pre-service evaluation time as recommended by the specialty societies, as 
they agreed 5 minutes of evaluation time best reflected the service. Further, the RUC compared the surveyed code to another 
reference code, MPC code 78815 Positron emission tomography (PET) with concurrently acquired computed tomography (CT) for 
attenuation correction and anatomical localization imaging; skull base to mid-thigh (Work RVU=2.44) and noted very similar intra­
service times, 40 minutes and 35 minutes respectively. in addition, the RUC compared the intensity/complexity measures of 74261 to 
its reference code 75635 and determined that the surveyed code required more technical skill and physical effort but less mental effort 
and judgment to perform than the reference code. Based on these comparisons, the RUC agreed with the specialty societies' 
recommended value of2.40 RVUs which is slightly below the survey's 251

h percentile, as this value appropriately places the amount 
of work for this code in comparison to the other CT colonography codes and other codes in the RBRVS. The RUC recommends 
2.40 Work RVUs for 74261. 

74262 Computed tomographic (CT), co/onography, diagnostic, including image postprocessing; with contrast material(s) including 
non-contrast images, if performed 
The RUC reviewed the survey data for 74262, a very uncommonly performed service as indicated by the low Medicare utilization 
estimate. The RUC compared the surveyed code to the reference code 75635 Computed tomographic angiography, abdominal aorta 
and bilateral iliofemoral lower extremity runoff, with contrast material(s), including noncontrast images, if performed, and image 
postprocessing (Work RVU=2.40) and noted that the intra-service times were the same, 45 minutes. Further, the RUC compared the 
surveyed code to another reference code 75557 Cardiac magnetic resonance imaging for morphology and function without contrast 

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



material; (Work RVU=2.35) and noted very similar intra-service times, 45 minutes and 40 minutes respectively. Further, the RUC 
removed 2 minutes of pre-service evaluation time as recommended by the specialty societies, as they agreed 5 minutes of evaluation 
time best reflected the service. In addition, the RUC compared the intensity/complexity measures of74262 to its reference code 
75635 and determined that the surveyed code required more technical skill and physical effort, more psychological stress and was 
overall a more intense procedure to perform than the reference code. Based on these comparisons, the RUC agreed with the specialty 
societies' recommended value of2.50 RVUs, the 25th percentile of the survey data, as this value appropriately places the amount of 
work for this code in comparison to the other CT colonography codes and other codes in the RBRVS. The RUC recommends 2.50 
Work RVUs for 74262. 

74263 Computed tomographic (CT) colonography, screening, including image postprocessing 
The RUC reviewed the survey data for 74263 as compared to the reference code 75635 Computed tomographic angiography, 
abdominal aorta and bilateral iliofemoral/ower extremity runoff, with contrast material(s), including noncontrast images, if 
performed, and image postprocessing (Work RVU=2.40) and noted that the surveyed code has less total service time than the 
reference code, 51 minutes and 70.50 minutes, respectively. Further, the RUC compared the surveyed code to another reference code 

rv 75557 Cardiac magnetic resonance imaging for morphology and function without contrast material; (Work RVU=2.35) and noted 
~ that the surveyed code had less total service time than this reference code, 51 minutes and 60 minutes, respectively. Further, the RUC 

removed 1 minutes of pre-service evaluation time as recommended by the specialty societies, as they agreed 7 minutes o:f evaluation~ 
time best reflected the service. In addition, the RUC compared the intensity/complexity measures of74263 to its reference code 
75635 and determined that the surveyed code required less psychological stress, mental effort and judgment to perform as compared to 
its reference code. Based on these comparisons, the RUC agreed with the specialty societies' recommended value of2.28 RVUs, the 
25th percentile of the survey data, as this value appropriately places the amount of work for this code in comparison to the other CT 
colonography codes and other codes in the RBRVS. The RUC recommends 2.28 Work RVUs for 74263. 

New Technology List: 
As these services are currently being reported with Category III codes, the RUC agreed with the specialty societies' recommendation that 
these codes should be placed on the New Technology List. 

Practice Expense: 
The RUC approved the practice expense inputs as recommended by the specialty societies. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 



CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

Colonoscopy is the examination ~f the entire colon, from the rectum ... 
Surgical endoscopy always includes diagnostic endoscopy. 

For computed tomographic colonograp_hy, see 74261-74263. 
Radiology 
Diagnostic Radiology (Diagnostic Imaging) 
Spine and Pelvis 
72192 Computed tomography, pelvis; without contrast material XXX 1.09 

(No Change) 

72193 with contrast material(s) XXX 1.16 

(No Change) 

72194 without contrast material, followed by contrast material(s) and further 
XXX 1.22 

sections (No Change) 

(To report 3D rendering, see 76376, 76377) 

(For computed tomographyic, colonography, diagnostic see Category III eodes 
9966+, 996=7+74261-74262. For comnuted tomogranh~ic, colonogranhy, 
screening, use 74263) 

(Do not report 72192-72194 in conjunction with 9966+, 996=7+74261-74263_} 
74150 Computed tomography, abdomen; without contrast material 

XXX 1.19 

(No Change) 

74160 with contrast material(s) 
XXX 1.27 

(No Change) 

74170 without contrast material, followed by contrast material(s) and further 
XXX 1.40 

sections 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 3 



CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

(To report 3D rendering, see 76376, 76377) (No Change) 

(For computed tomograph!({!, colon,~!ll}1, diagnostic, see Category III eodes 
QQ(;a+, QQa++74261-74262. For comQuted tomograp~, colo~'1f!PJ:r~ .. 
screening. use 74263) 

(Do not report 74150-74170 in conjunction with QQaa+, QQ6++74261-74263J 
•74261 GG1 Computed tomographic {CT), colonography, diagnostic, including image XXX 2.40 

postprocessing; without contrast material 

•74262 GG2 with contrast material(s) including non-contrast images, if performed 
XXX 2.50 

(Do not reQOrt 74261,74262, in conjunction with 74263,72192-72194,74150-
74170, 76376-76377) 

•74263 GG3 Computed tomographic {CT) co1onography, screening, including image XXX 2.28 
postprocessing 

{Do not reQOrt 74263 in conjunction with 74261-74262, 72192-72194,74150-
74170 76376-76377) 

76376 3D rendering with interpretation and reporting of computed tomography, 
XXX 0.20 

magnetic resonance imaging, ultrasound or other tomographic modality; not (No Change) 
requiring image post-processing on an independent workstation 

(Use 76376 in conjunction with code(s) for base imaging procedure(s)) 

(Do not report 76376 in conjunction with 70496, 70498, 70544-70549, 71275, 
71555,72159,72191,72198,73206,73225,73706,73725,74175,74185,74261-
74263 75557-75564,75635,76377,78000-78999, QQaa+, QQa++, 0144T-0151T, 
0159T) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 4 



CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

76377 requiring image post-processing on an independent workstation XXX 0.79 

(Use 76377 in conjunction with code(s) for base imaging procedure(s)) 
(No Change) 

(Do not report 76377 in conjunction with 70496, 70498, 70544-70549, 71275, 
71555,72159,72191,72198,73206,73225,73706,73725,74175,74185,74261-
74263,75557-75564,75635,76376, 78000-78999,0066T,0067T0144T-0151T, 
0159T) 

D 0066T Gemtmtea temegFaf!hie (GT) eelenegFaflHY (ie, •AFtual eeleneseef!~'); seFeening N/A 

D0067T aiagnestie NIA 
\ 

(De net FefleFt 0066Tana 0067T in eeajunetien with 72192 7294,74150 74170) 

(0066T has been deleted. To renort CT colon, screening use code 74263} 

(0067T has been deleted. To report CT colon diamostic see codes 74261-74262) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 5 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 7 4261 

CPT Code: 74261 Tracking Number GG 1 Specialty Society Recommended RVU: 2.40 

Global Period: XXX RUC Recommended RVU: 2.40 

CPT Descriptor: Computed tomographic (CT) colonography, diagnostic, including image postprocessing; without 
contrast material 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 60-year-old female presents with abdominal discomfort, iron deficiency anemia and guaiac 
positive stools. Optical colonoscopy was unsuccessful due to extreme redundancy of the colon. 

Percentage of Survey Respondents who found Vignette to be Typical: 89% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 2% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 

• Review the reason for the exam, any pertinent clinical history and any prior imaging studies. 
• Determine the appropriate CT protocol for the examination and communicate that protocol to the CT technologists. 

Description of Intra-Service Work: 

• Supervise insertion of rectal tube and instillation of room air or carbon dioxide. 
• Review 2D [scout] topogram of abdomen and pelvis to ensure adequate colonic distention for each acquisition. 
• Supervise acquisition of thin section, low-dose 2D CT images and review for adequacy. 
• After ensuring continued adequate colonic distention, supervise acquisition of thin section, low-dose 2D CT images in 
the second position, typically prone, review for adequacy and instruct the technologist to acquire appropriate additional 
images if needed. 
• Perform interactive manipulations of 3D image datasets (volume rendered, endoluminal and/or flythrough views) wi' 
correlative multiplanar 2D reconstructions of datasets from all positions. Modify and perform additional targeted 3.a. 
reconstructions as necessary. 
• Interpret both the supine and prone images of the colon (including decubitus if performed) using 2- and 3D 
reconstructions, including 3D endoluminal views, integrated with 2D multiplanar reformations and source images and 
compare to pertinent prior imaging studies. 
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CPT Code: 7 4261 
• Dictate a report for the medical record. 

Description of Post -Service Work: 

• Review and sign report. 
• Communicate significant results to referring physician and, when appropriate, discuss patient management. 
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CPT Code: 74261 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4t2009 

Presenter(s): Geraldine McGinty, MD, Ezequiel Silva, MD, Paul Knechtges, MD 

Specialty(s): ACR 

CPT Code: 74261 

Sample Size: 200 'Resp N: 45 I Response: 22.5 % 

Sample Type: Panel 

Low 25th octl Median* 75th Dctl High 

Service Performance Rate 2.00 12.00 50.00 150.00 1000.00 

SurveyRVW: 2.20 2.45 2.50 2.75 4.00 

Pre-Service Evaluation Time: 5.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 10.00 30.00 40.00 45.00 60.00 

Immediate Post Service-Time: 5.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . . . 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(381, . 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code: j74261 Recommended Physician Work RVU: 2.40 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 5.00 7.00 -2.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 40.00 

Immediate Post Service-Time: 5.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit{s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

295 



CPT Code: 74261 

New Technology/service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
75635 

Global 
XXX 

WorkRVU 
2.40 

Time Source 
RUCTime 

CPT Descriptor Computed tomographic angiography, abdominal aorta and bilateral iliofemoral lower extremity runoff, 
with contrast material(s), including noncontrast images, if performed, and image postprocessing 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
36556 000 2.50 RUC Time 582,643 
CPT Descriptor 1 Insertion of non-tunneled centrally inserted central venous catheter; age 5 years or older 

MPC CPT Code 2 
78815 

Global 
XXX 

WorkRVU 
2.44 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

393,487 

CPT Descriptor 2 Positron emission tomography (PET) with concurrently acquired computed tomography (CT) for 
attenuation correction and anatomical localization imaging; skull base to mid-thigh 

')ther Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 22 % of respondents: 48.8 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPfCode: CPT Code: RUC Time 

74261 75635 

I Median Pre-Service Time II 5.00 II 10.50 

I Median Intra-Service Time II 40.00 II 45.00 

I Median Immediate Post-service Time 5.00 15.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

edian Discharge Day Management Time 0.0 0.00 

I 0.0 

II 0.0 

I~ 

1 Median Office Visit Time 

I Prolonged Services Time 

I Median Total Time 
Other time if appropriate 

0.00 

0.00 

70.50 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 
The nwnber of possible diagnosis and/or the nwnber of 
management options that must be considered 

The amount and/or coinplexity- of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

3.68 1 .__I __ 3.2_4 _ __. 

3.36 11.__ __ 3.4_8 _ __. 

I L...U_r:::.ge_nc_::y_o_f_m_edi_·cal_dec_i_si_on_makin __ · :::.g _______ ___,l ._1 __ 2_.9_1 _ _.1 L-1 __ 3_.3_8 _ ___. 

Technical Skill!Phvsical Effort (Mean) 

._I T_ec_hni_'cal_skil_._l I'_e..:.qwr_· _ed ___________ ____.ll.____4_.64_----lll L... __ 3_.9_5_--..~ 

~..-1 P __ hy~s_ical_e_ffo_rt_r_e_.!.qwr_· _ed ___________ ----~11 3.09 I L-1 __ 2_.8_6_--..~ 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality II 

I Outcome depends on the skill and judgment of physician II 
2.95 1 .__I __ 3.1_4 _ __. 

4.59 IIL...-.-_4.0_5 _ __. 

L...l &_nma_· _ted_ri_sk_o_f_mal--=-p_ra_cn_·c_e _sm_·t_WI_·th--=-poo_r _ou_tco_m_e ___ __,I ._I __ 4_.4_1 _ _.11.....__ __ 3_.5_2 _ __, 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

l ..... ~_e_-S_e_N_~_e_~_e_ns_ity~/-co_m~p~~-~~·ty~-----------'11 2.64 1 .__I _2_.60 _ __. 

L...lmtt~a---S_e_N_ic_e_~_e_ns_ity~/_co_mp~~-xi-=ty ________ ___,ll 4.23 1 .__I _3_.65 _ __. 

~~P~o~~~S_eN_i __ ce--~~ens~ity~/c_o_m~~-e~_·ty~--------~~~ 3.14 1 .__I _2_.95 _ __. 

Additional Rationale 

CPT Code: 7 4261 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
JWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recorrunendations for the appropriate formula and format. 

The ACR reviewed the survey data. The reference service code is 75635 (CT A runoff) with work value of 2.40. The 
25th percentile work value for 74261 is 2.45. We believe that this value for 74261 remains high compared to the 
recommended physician work value for codes 74262 (25th percentile work value of 2.50) and 74263 (25th percentile 
work value of 2.28). The 25th percentile for 7426X1 is also high based on the modest incremental increase in physician 
time between 74261 and 74263. Therefore, we recommend a physician work value of 2.40, slightly less than the 25th 
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CPT Code: 74261 
percentile work value, accounting for the 2 minutes of additional intra-service time compared to 74263 (38 min 
compared to 40 min for 74261) and modest increase in complexity between 74263 and 74261 based on the typical 
patient. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

fREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 0067T 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Radiology How often? Commonly 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 134600 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Gastroenterology elected not to survey 7426Xl and 7426X2. We believe 
that radiology would be the dominant provider, but this may change as the technique becomes more widely used. 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 

.Jecialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
20,232 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. Gastroenterology elected not to survey 7426Xl and 7426X2. 
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CPT Code: ·74261 
We believe that radiology would be the dominant provider, but this may change as the technique becomes more widely 
used. 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 7 4262 

CPT Code:74262 Tracking Number 002 Specialty Society Recommended R VU: 2.50 

Global Period: XXX RUC Recommended RVU: 2.50 

CPT Descriptor: Computed tomographic (CT) colonography, diagnostic, including image postprocessing; with contrast 
material(s) including non-contrast images, if performed 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: A 60-year-old female presents with abdominal discomfort, iron deficiency anemia and guaiac 
positive stools. Optical colonoscopy was unsuccessful due to extreme redundancy of the colon. 

Percentage of Survey Respondents who found Vignette to be Typical: 83% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

.s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 3% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 

• Review the reason for the exam, any pertinent clinical history and any prior imaging studies. 
• Determine the appropriate CT protocol for the examination and communicate that protocol to the CT technologists. 

Description of Intra-Service Work: 

• Supervise insertion of rectal tube and instillation of room air or carbon dioxide. . 
• Review 2D [scout] topogram of abdomen and pelvis to ensure adequate colonic distention for each acquisition. 
• Supervise acquisition of thin section, low-dose 2D CT images and review for adequacy. 
• After ensuring continued adequate colonic distention, supervise acquisition of thin section, low-dose 2D CT images in 
the second position, typically prone, review for adequacy and instruct the technologist to acquire appropriate additional 
images if needed. 

When an indeterminate polypoid lesion is identified, supervise administration of intravenous iodinated contrast and 
.rgeted re-acquisition of 2D images the colon. 

• Interpret 20 post-contrast images to differentiate an enhancing soft tissue lesion from adherent stool. 
• Perform interactive manipulations of 3D image datasets (volume rendered, endoluminal and/or flythrough views) with 
correlative multiplanar 2D reconstructions of datasets from all positions. Modify and perform additional targeted 3D 
reconstructions as necessary. 
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CPT Code: 74262 ·-. 
• Interpret both the supine and prone images of the colon (including decubitus if performed) using 2- and 3D 
reconstructions, including 3D endoluminal views, integrated with 2D multiplanar reformations and source images and 
compare to pertinent prior imaging studies. 
• Dictate a report for the medical record. 

Description of Post -Service Work: 

• Review and sign report. 
• Communicate significant results to referring physician and!_ when appropriate, discuss patient management. 
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CPT Code: 74262 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2009 

Presenter(s): Geraldine McGinty, MD, Ezequiel Silva, MD, Paul Knechtges, MD 

)pecialty(s): ACR 

CPT Code: 74262 

Sample Size: 200 IResp N: 35 
I 

Response: 17.5 % 

Sample Type: Panel 

Low 25th octl Median* 75th octl Hjg_h 

Service Performance Rate 1.00 10.00 28.00 78.00 900.00 

Survey RVW: 2.38 2.50 2.60 2.79 4.21 

Pre-Service Evaluation Time: 7.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 15.00 35.00 45.00 50.00 70.00 

Immediate Post Service-Time: 7.00 

Post Ooerative Visits Total Min** CPTCode and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00. 99238x 0.00 99239x 0.00 

Office time/visit{s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

"rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

*Physrcran standard total mrnutes per ElM vrsrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 174262 Recommended Physician Work RVU: 2.50 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 5.00 7.00 -2.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 7.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

'"'lischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

ffice time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

[Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
75635 

Global 
XXX 

WorkRVU 
2.40 

CPT Code: 74262· 

Time Source 
RUCTime 

CPT Descriptor Computed tomographic angiography, abdominal aorta and bilateral iliofemoral lower extremity runoff, 
with contrast material(s), including noncontrast images, if performed, and image postprocessing 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
36556 000 2.50 RUC Time 582,643 
CPT Descriptor 1 Insertion of non-tunneled centrally inserted central venous catheter; age 5 years or older 

MPC CPT Code 2 
78815 

Global 
XXX 

WorkRVU 
2.44 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

393,487 

CPT Descriptor 2 Positron emission tomography (PET) with concurrently acquired computed tomography (CT) for 
attenuation correction and anatomical localization imaging; skull base to mid-thigh 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 19 % of respondents: 54.2 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

74262 75635 

I Median Pre-Service Time II 5.00 II 10.50 

I Median Intra-Service Time II 45.00 II 45.00 

I Median Immediate Post-service Time 7.00 I 15.00 

I Median Critical Care Time 0.0 I 0.00 

I Median Other Hospital Visit Time 0.0 I 0.00 

I Median Discharge Day Management Time 0.0 I 0.00 

I Median Office Visit Time 0.0 I 0.00 

I Prolonged Services Time o.o 1 0.00 

I Median Total Time 1~1 70.50 

Other time if appropriate 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

\1ental Effort and Judgment <Mean) 
The number of possible diagnosis and/or the number of ._ __ 3_.5_6 _ _.1 ._I __ 3._2_2 _ ___. 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

..___3_.72 _ __.1 .__I __ 3.5_6 _ __, 

~....1 u_r.:::_ge_nc...::y_o_f_m_edi_·cal_dec_i_sio_n_making __ · :::.._ _______ __.II 3.17 1 ._l __ 3_.5_o _ __. 

Technical Skill/Physical Effort <Mean) 

I ._T_ec_hni_·cal_skill_._re...:.quired_· ____________ ___,ll 4.67 I ..... 1 __ 4_.1_1 _ ___, 

._I Ph--.::....ys_ical_e_ffi_on_re..,!.qwr_._ed ___________ ____.ll 3.00 I ._1 __ 2._8_3 _ __, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I .... 1 __ 2_.8_9 _ _.1 ._I __ 2._12 __ _. 

._I Ou_tc_om_e_depe__:__nds_o_n_tb_e_skill_._and--=-ju_dgm.:::.._e_n_t o_f..:..p...:hy'-si_cian ___ __.l ..... 1 __ 4_.6_1 _ _.1 .... 1 __ 4_.1_1 _ __, 

I Es_tima_ted_n_·sk_of_mal---!.p_ra_cu_·c_e_sw_·t_WI_.th__!,.poo.......;_r..:..ou_tc.....;o_m..:..e ___ ---lq 4.28 I ._1 __ 3_.3_9_----l 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

l ..... ~_e_-S_e_~_k_e_~_e_ns_ity~/_co_m-=p~k-~-=·ty'-------------'1._1 __ 2_.6_8 _ _.11 ..... ___ 2_.5_3 __ ~ 

._I Intr_a_-Se_rvi_·ce_in_tens----'ity::..../_co_m..:..p_le_xi...:.ty ________ ____.ll 4.47 11 ..... ___ 3_.84 __ ___, 

._I P_o_st-_Se_~_i_ce_~_ens_I-=·ty_lc_o_mp.::....l_e~_·ty-=--------------'1 ~....1 __ 3_.o_o_ ...... l ._1 __ 2_.84 __ _. 

Additional Rationale 

CPT Code: 7 4262 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
'?.ecommenda.tions for the appropriate formula and format. 

1he ACR has reviewed the survey data. The reference service code is 75635 (CTA runoff) with work value of 2.40. 
We looked at the physician work values as well as the time difference between 74261, 74262, and 74263. 74261 has 
total time of 50 min (5, 40, 5) with recommended value of 2.40. 74262 has total time of 59 min (7, 45, 7). 7426X3 has 
total time of 51 min ( 8, 38, 5) with a recommended value of 2.28. Based on the incremental increase in the intra­
service time, we believe that the 25m percentile work value of 2.50 is appropriate for 74262 code. 
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CPT Code: 7 4262 

SERVICES REPORTED Wim MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 0067T 

How often do physicians in your specialty perfonn this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Radiology How often? Commonly 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 6432 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Gastroenterology elected not to survey 7426Xl and 7426X2. We believe 
that radiology would be the dominant provider, but this may change as the technique becomes more widely used. 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
1,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty 
Please explain the rationale for this estimate. Gastroenterology elected not to survey 7426Xl and 7426X2. We believe 
that radiology would be the dominant provider, but this may change as the technique becomes more widely used. 

Specialty Frequency 0 Percentage 0. 00 % 
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Specialty 

Specialty 

Frequency 

Frequency 

Percentage 

Percentage 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

% 

% 

CPT Code: 7 4262 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 7 4263 

CPT Code:74263 Tracking Number GG3 Specialty Society Recommended RVU: 2.28 

Global Period: XXX RUC Recommended RVU: 2.28 

CPT Descriptor: Computed tomographic (CT) colonography, screening, including image postprocessing 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old female without signs or symptoms who presents for colorectal cancer screening. 

Percentage of Survey Respondents who found Vignette to be Typical: 92% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ASC setting)? No 

Description of Pre-Service Work: 

• Review the reason for the exam, any pertinent clinical history and any prior imaging studies. 
• Determine the appropriate CT protocol for the examination and communicate that protocol to the CT technologists. 

Description of Intra-Service Work: 

• Supervise insertion of rectal tube and instillation of room air or carbon dioxide. 
• Review 2D [scout] topogram of abdomen and pelvis to ensure adequate colonic distention for each acquisition. 
• Supervise acquisition of thin section, low-dose 20 CT images and review for adequacy. 
• After ensuring continued adequate colonic distention, supervise acquisition of thin section, low-dose 2D CT images in 
the second position, typically prone, review fm: adequacy and instruct the technologist to acquire appropriate additional 
images if needed. 
• Perform interactive manipulations of 3D image datasets (volume rendered, endoluminal and/or flythrough views) with 
correlative multiplanar 2D reconstructions of datasets from all positions. Modify and perform additional targeted 3r 
reconstructions as necessary. 
• Interpret both the supine and prone images oC the colon (including decubitus if performed) using 2- and 3D 
reconstructions, including 3D endoluminal views, integrated with 2D multiplanar reformations and source images and 
compare to pertinent prior imaging studies. 
• Dictate a report for the medical record. 
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CPT Code: 74263 

Description of Post-Service Work: 

• Review and sign report. 
• Communicate significant results to referring physician and, when appropriate, discuss patient management. 
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CPT Code: 74263 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2009 

Presenter(s): Geraldine McGinty, MD, Ezequiel Silva, MD, Paul Knechtges, MD, Brooks Cash, MD, 
Joel Brill, MD, Nicholas Nicki, MD 

Specialty(s): ACR, AGA, ASGE 

CPT Code: 74263 

Sample Size: 301 'Resp N: 60 I Response: 19.9 % 
- -· - -

Sample Type: Panel 

Low 25th _pc;:tl Median* 75th octl Hi.9.h 
Service Performance Rate 2.00 19.00 25.00 100.00 1000.00 

Survey RVW: 0.79 2.28 2.50 2.60 4.00 

Pre-Service Evaluation Time: 8.00 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-Service Time: 5.00 30.00 38.00 45.00 60.00 

Immediate Post Service-Time: 5.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): -- 99291x 99292x 

Other Hospital time/visit(s): -- 99231x 99232x 99233x 

Discharge Day Mgmt: -- 99238x 99239x 

Office time/visit(s): -- 99211x 12x 13x 14x 15x 

Prolonged Services: -- 99354x 55x 56x 57x 
. . .. 

**Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 {23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 {30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: j74263 Recommended Physician Work RVU: 2.28 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 7.00 7.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 38.00 

Immediate Post Service-Time: 5.00 

Post Ooerative Visits Total Min- CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 74263 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technolQgy or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
75635 

Global 
XXX 

WorkRVU 
2.40 

Time Source 
RUC Time 

CPT Descriptor Computed tomographic angiography, abdominal aorta and bilateral iliofemoral lower extremity runoff, 
with contrast material(s), including noncontrast images, if performed, and image postprocessing 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global Work RVU Time Source 
88189 XXX 2.23 RUC Time 
CPT Descriptor 1 Flow cytometry, interpretation; 16 or more markers 

MPC CPT Code 2 
99204 

Global 
XXX 

Work RVU Time Source 
2.30 RUC Time 

Most Recent 
Medicare Utilization 

127,046 

Most Recent 
Medicare Utilization 

3,254,499 

CPT Descriptor 2 Office or other outpatient visit for the evaluation and management of a new patient, which requires 
these 3 key components: A comprehensive history; A comprehensive examination; Medical decision making of moderate 
~omplexity. Counseling and/or coordination of care with other providers or agencies are provided consistent with the 
.ature of the problem(s) and the patient's and/or family's needs. Usually, the presenting problem(s) are of moderate to 

·high severity. Physicians typically spend 45 minutes face-to-face with the patient and/or family. 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 21 % of respondents: 35.0 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

74263 75635 

I Median Pre-Service Time II 7.00 II 10.50 

I Median Intra-Service Time II 38.00 II ·45.00 

.edian Immediate Post-service Time II 5.00 II 15.00 

I Median Critical Care Time II 0.0 II 0.00 

I Median Other Hospital Visit Time II 0.0 II 0.00 

I Median Discharge Day Management Time II 0.0 II 0.00 
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II=M=edi=·=an=O=ffi=c=e=V=is=it =Tim==:=e============lll=l ==0.=0===!11=1 ==0.=00===1 
I Prolonged Services Time. II 0.0 II 0.00 
FIM=~==ia=n=T=o=Ud=T=Un==e========================~~~ ~.00 IIF ===7=0=.5=0==~ 
Other time if appropriate 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Menbd Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of 3.35 II 
management options that must be considered ~-----_. L--------1 

3.30 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-.._3_.70 _ __.1 ~.-1 __ 4.1_0_--l 

L..lu~r~~-oc~y~o_f_m_edi_._cai __ dec __ is_io_n_~ __ ·~----------------....IIL..I ___ 2_.5_5 __ .-~IL...I ____ 3_.3_0 __ __. 

Technical SkiiiiPhysical Effort (Mean) 

._I T_ec_hni __ .cai __ skill_. __ re~qwr_·_ed ______________________ ____,ll ,__ __ 4_.6_o _ _.l .._l __ 3_.s_o _ __, 

._I P_h::....ys_icai __ e_ffi_ort_r_equ_._ir_ed ______________________ ____,l .... 1 __ 2_.a_o _ _.l .... 1 __ 2_.7_5 _ __..~ 
Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I .... 1 ___ 2_.8_5 __ _.1 .... 1 ____ 3_.o_o __ __. 

L..IOu~tco~m_e_depe~~~~on_th __ e~sW_._Iand~~ju~d~gm-e_m_o~f~p~hy::....s~ic_ian ______ ~IL..I ___ 4_.a_o __ __.IIL.. ____ 4_.1_o __ __. 

._I Es __ tima __ ted __ n_·s_k_of_mal__,p,_ra_c_ti_ce_sw __ ·t_WI_.th_._poo __ r _ou_tco __ m_e ______ __.l ._I __ 4_.2_5 _ _,1 ._I __ 3_.5_0 _ __..~ 

INTENSITY/COMPLEXITY MEASURES 

TUne Segments (Mean) 

CPT Code ReferenCe 
Service 1 

.._IPr_e_-_Se_nn_·_ce_~ __ ens__,ity~/co __ m~p_Ie_xi~ty __________________ __.ll .... ___ 2_.7_0 __ ....... 1.._1 ___ 2_.4_5 __ __, 

.._lhrua ___ -& __ rv_ic_e_~_e_ns_i~ty_lc_om_._¢_e~_·ty~------------------'II..__ __ 4_.3_0 __ _.IL.I ___ 3_.7_5 __ __, 

L..l P_o_st_-S_erv __ ice __ ~_e_ns_ity~/_c_om_.p'-Ie_~_·ty::,._ ________________ __.l ._I __ 3_.o_o _ _.IIL-__ 3_._1 o __ ---1 

Additional Rationale 

CPT Code: 74263 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
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CPT Code: 74263 
ACR, AGA, and ASGE convened a consensus panel that included a number of physicians familiar with this service to 
review the RUC survey data. The reference code selected most commonly was code 75635 (CTA runoff) with a work 
value of2.40. From the survey data the median recommended work value for code 74263 is 2.50, with times as 
follows: 8 min pre, 38 min intra, and 5 min post. The survey respondents indicated that code 74263 entails greater 
intensity and complexity than reference code 75635 for 7 of the 11 measures. 

The panel reviewed the pre-time from the survey and noted that there is an additional 1 minute as compared to the 
standard package. We believe this additional minute is appropriate for 74263 because as a screening examination, 
patients may be self-referred and documentation of an appropriate physician for follow up adds additional time as 
compared to the typical XXX studies ordered by a physician. 

The societies are recommending the 25th percentile work value of 2.28 with the median physician time of 8 min pre, 38 
min intra, and 5 min post. In comparison to the reference service code, the panel noted that intra-service time was 7 
minutes less; however; the intensity and complexity values indicate that 74263 is more intense. To reconcile these 
differences, the panel believes that the 25th percentile work value best reflects the physician work involved for code 
74263. 

This is supported by evaluation of several XXX non-radiology services previously valued by the RUC including 93312 
and 99204. The time elements are as follows: 

93312: Echocardiography, transesophageal, real-time with image documentation (2D) (with or without M-mode 
recording); including probe placement, image acquisition, interpretation and report 

99204: Office or other outpatient visit for the evaluation and management of a new patient, which requires these 3 key 
components: A comprehensive history; A comprehensive examination; 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 presenting problem(s) are of moderate to 
11igh severity. Physicians typically spend 45 minutes face-to-face with the patient and/or family. 

Code Work value Pre Intra Post Total Time Global 
93312 2.20 15 13 15 43 XXX 
99204 2.30 5 30 10 45 XXX 

SERVICES REPORTED WITH MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 
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CPT Code: 74263 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlistP -
code is reviewed) 0066T --

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Radiology How often? Commonly 

Specialty Gastroenterology How often? Commonly 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 396200 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. In 2003, 6.47 million colonoscopies were performed and out of these, 
1.981 million were screening. An assumption was made that CTC volume will equal20 percent of optical colonoscopy. 
The 70/ 30 breakdown is based on the number of surveys collected from each specialty. 

Specialty Radiology- Frequency 277340 Percentage 70.00 % 

Specialty Gastroenterology Frequency 118860 Percentage 30.00% 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
62,312 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. In 2007 Medicare data estimates that CPT code G0121 
(Colorectal cancer screening; colonoscopy on individual not meeting criteria for high risk) was billed approximately 
311 ,562 times. An assumption was made that CTC volume will equal 20 percent of optical colonoscopy. The 70/ 30 
breakdown is based on the number of surveys collected from each specialty. 

Specialty Radiology Frequency 43618 Percentage 69.99 % 

Specialty Gastroenterology Frequency 18694 Percentage 30.00% 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk ~d provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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CPT Code:74261, 74262 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: 
74261: Computed tomographic colonography, diagnostic, including image postprocessing; without 
contrast material 

74262: Computed tomographic colonography, diagnostic, including image postprocessing; with contrast 
material(s) including non-contrast images, if performed 

Please provide a brief description of the process used to develop your recommendation and 
the composition of your Specialty Society Practice Expense Committee: 

The ACR convened a group of radiologists from a broad range of geographic locations with differing 
practice circumstances and settings, who typically perform this service. The conmrittee served as the 
consensus panel to fmalize these recommendations. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

Intra-Service Clinical Labor Activities: 

Greet patient and provide growing 
Provide pre-service education/ obtain consent 
Prepare room, equipment, supplies 
Prepare and position the patient 
Perform CT examination to obtain source images 
Start IV (for 74262 only) 
Assist physician during postprocessing including photography of all source and reformatted 
images 
Review images with physician for adequacy 
Clean room 

Post-Service Clinical Labor Activities: 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: 
Computed tomographic colonography, screening, including image postprocessing 

Sample Size: NA Response Rate: (%): NA Global Period: XXX 

Geographic Practice Setting%: All geographical practice settings represented 

Type of Practice%: All practice types represented 

CPT Code:74263 

Please provide a brief description of the process used to develop your recommendation and 
the composition of your Specialty Society Practice Expense Committee: 

The ACR, AGA, and ASGE convened a group of radiologists and gastroenterologists from a broad range of 
geographic locations with differing practice circumstances and settings, who typically perform this service. 
The committee served as the consensus panel to finalize these recommendations. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

Intra-Service Clinical Labor Activities: 

Greet patient and provide growing 
Provide pre-service education/ obtain consent 
Prepare room, equipment, supplies 
Prepare and position the patient 
Perform CT examination to obtain source images 
Assist physician during postprocessing including photography of all source and reformatted 
images 
Review images with physician for adequacy 
Clean room 

Post-Service Clinical Labor Activities: 
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AMA Specialty Society Recommendation 

A B I C D E 
1 - -

Meeting Date: April 2009 
AMA/Specialty Society RVS Update Committee 

2 CMS 

3 LOCATION Code 

,_i. GLOBAL PERIOI:)_ _ _ ___ ___ _ _ __ _ _ ___ _ _____ _ 

5 TOTAL CLINICAL LABOR TIME 
r---

6 TOTAL PRE-SERV CLINICAL LABOR TIME I-"- . ----- ---------------------------------------------------

~ TOTAL_§.F;~VI~_F; P(<:~~Q~ ~L_I_N!<;AL_J.._,.\_!JQI_{_!I_ME ____________ _ 

8 TOTAL POST-SERV CLINICAL LABOR TIME 
9 

Staff 

Type 

74261 
Computed tomographic 

colonography, diagnostic, 
including image 

postprocessing; without 
contrast material 

Non Facility 

XXX 

91.0 
-- --. ----. 

0.0 

74262 
Computed tomographic 

colonography, diagnostic, including 
image postprocessing; with contrast 

material(s) including non-contrast 
images, if performed 

Non Facility 

XXX 

101.0 

0.0 

91.0 101.0 -------- --- ------ ------------------------ -- ------------------------

~0 ~0 

F 
74263 

Computed tomographic 
colonography, screening, 

including image 
postprocessing 

Non Facility 

XXX 

91.0 

0.0 

91.0 -------------

0.0 

i 5ij,~~f~~I£~r::;:~~~~·~·~ .. =·~= -~~~ -.- -~--~- ~-=~=~ -r~-~~~:-~ ---~-::-- · ----._-_ -- . 
.1i Provide pre-service_ education/obtain C5>nsent 1 

..Ji Follow-up phone calls_ & prescriptions 
,..1.2. other Clinical _Activit>- (ph3ase specify)_ 
~ Qbtain_approprJ!!\el?_~orstlldies _ _ __ _ __________ ~0418 RT i 
~1~ ~End: When patient enters office/facility for surgery/procedure 

~ ~~rt: Wh!!~Jlatien_t_ 11nte_rs offl_c:lll~l!CI!ity_fo! s_ur_He_~J!r~c~'!':J!e~ ~~~~i_c~s __ ~_l_o! to_~r.()_C~~':'~IJ_____ _ _ __ ____ _ ___ _ ____ ___ _ __ _ _____ _ 
r11 Revlew_ct1_~:~!1s_ __ _____ __ _ __ __ __ _ _ _______________________ ------------------------------ ______________________ _ 
~ Gret3t [l(!ti~!!! ~fld _pr()yj<f_e gownln_g_ _ _ _____________ L041JL _R__! __ _ _ _ ___ _,L __________ -------------~- ________ _ 
r# Obta_ln vltal_~lg_n~_ _ ___ _ ___ _ _ __ _ __ __ _ _ _____ _____ _________ ____ ___ _ ______________ __ __________ _____ ______ __ 

r# Provide P!e:S.EirvJ~_ed_u98_ti~_i!.L()b_t~JnCQ!lSent _______ l:Q41B RT ___ -------------~------------ __________________ L __ 
~f>repareroo_111,i!gUiJl111_13nt~s_uppl!e_~------ ________________ LQ_41JL RT _____________ !? ___________________________ L_ 
~ Setup s~pe_ (non facility _setting _ _()flly) ___ _ _ _ _ __ _ ___ _____ ___ _ __ _ ____ _ __ _ _ _ __ __ _ _ _ ___________ _ 
r1L Prepare and position patient/ moni\C?r_P._~tientl setupJY ________ ~_Q11_1L RT 9 __ ! 

• ~ Sedate/apply ~:~nt3sthesia _ _ _ __ _ ___ _ _ _ _ _ __ _ 
2!!_1ntra-sel"lfiC::e__ _ ____ ________________ _ ________________________________________________________________________ _ 

9 

i 

3 

2 
-- - -_!?_ 

9 

.lQ_ Perform CT exan1ir1~li()!l_to o!)taln ~Q~rce 1!!1!19~-- __________ I,.Q1_1 B _____ FIT_ .:_ _______ -~---------- ___________________ _;3_§__ __ __ _ -----~Q___ ___ _ 
4 Assist [>hY.~ci~n_l_!l_ ~er(oriT!ill_g_ Q.r:Q~.d.\1~~----- _ __ _ _ ___ ____ __ _ _ _ __ _ __ _ ___ __________ __ ___________ _ --------------------------- _ __ ___ _ ______________ _____ _ ______ _ 
_E. ':'ost·~t~rvl~e- ____ .. _ _ _ ______________________________________ -----------------------r--------------------------- __ 
_E Monit5l!.PLfQI]Q_\Y!~_g ~~~~~~~t_\l!les, mon~9~d!rai~ _______________________________________________________________ _ 
.1i glean room/e_gl,Jipm~nt_~>'.PhY~ician_~~ff __________________ L041_13__ __ 8L_ __ ____ __ _ _ _ _L_ _____ _ ___ _________ _ ___ ___ _] ___ _ 7 
~ CleanScoPEI_ ____ . _ __ _________ __ _ _ _______________________________ ------------------------1------------------- ________ _ 
~ Clean SurglcaJI~strumE!nt_Pac_~CI9e_ _ _ __ . ___ __ .. __________ . ______ --··· ____ _ __ _ _ _ _ _____ . 
.1L C()mplete dl!l_gno~tic form~._ lab_§. )<-_~ay rE!guisitions __ . _ _ _ __________ _ 
..M!, ReviEjw/read X-ray, lab, and pathol~gy rEiports __ 

-I 
I 

~ Check dressings_& wound/ home care instructions /coor<!inate office visits /prescriptions 
~ Disch_arge day_managEiment _ _ ___ __ _ _ 

1 

~ ~:=~r~~~~~~~l1g~c~~;~~~~;~~er:::~~e!Jnj~c~on _ . _ _ _ _ __ L041 B __ R-T ___ __ _ __ _ ____ ____ __ __ __ _ _1
1 

____ _ __________ 5__ _ __ ·

1
~ 

~ ~;:i~~~::~~~a~ef~:;!!~~si~~=:~ing_ i~cluding photograph~~-- ~ll~-- -~~ __ l_- __ =------_ ---~-----_-3-50- _--_ -----_ ___ _-_- --_-_-_--____ --_---- - -35_o____ --=----- -_-_ _-_-· ___ 
1

-_ --
~Revie~~lima!l~s __ w!thp_~y~ici_a!l!~r_a~!l9~a<?Y _ _ ______________________ ... _ . __ _ .. _ _ _____ _ 
45 End: ,.. 't leaves office 

~~~~~--------------------~~---L----~----

30 ------ ------ --~--

5 

AMA Spe lCiety 
Recommt. _.,on 

-
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0 

Meeting Date: April 2009 
1AIInAJSpEICI211ty Society RVS Update Committee 

AMA Specialty Sr 'commendation 

Computed tomographic 
colonography, diagnostic, 

Including Image 
postprocessing; without 

contrast material 

, Computed tomographic 
colonography, diagnostic, Including 
Image postprocessing; with contrast 

materlal(s) Including non-contrast 
Images, If performed 

-----------------------1------ ~---------- -- -·· .. -----

Computed tomographic 
colonography, screening, 

Including Image 
postprocessing 

-------:---------1----·-----------1_ __________ . -- -- ------ _____ 1 __________ _ 
---- ------------- ----- ----------IEC:-=-="=-·Ji---o=c .. _l ---------1---------------------j __________________ --· -- --------- - _1 __ --------- . 

AMA Specialty Society 
Recommendation 

. -------- --- · - ---- ---·- -------·-=-=-=--:.,:--li·-:,=c-11--·-------------------+---------------_! ___ -------------
1 

1 
41iters ----------r·----- ----

-~---~------------ -- --~----- ---- -- --
1 -------------------- ------ ---------
1 

----------~-- - -- ---- - --- ---- - - - -- -
1 ------------------------
1 
1 
1 
1 
1 

41iters ---1 ---------. 

Page 2 



AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

Cardiac MR Velocity Flow 

At the February 2007 CPT Meeting, the Editorial Panel created eight new cardiac MRI codes, which were reviewed by the RUC in April 
2007. In the Final Rule for the 2008 Medicare Physician Payment Schedule, CMS indicated that it would not cover the four of the eight 
new cardiac MRI services that include flow/velocity quantification. As such, the CPT Editorial Panel, at its November 2008 meeting, 
created one new add-on code for velocity flow and deleted the existing four services that previously included velocity flow. Specifically, 
the Panel created 75565, Cardiac magnetic resonance imaging for velocity flow mapping and deleted 75558, Cardiac magnetic 
resonance imaging for morphology and function without contrast material; with flow/velocity quantification (work RVU = 2.60), 
75560, Cardiac magnetic resonance imaging for morphology and function without contrast material; with flow/velocity quantification 
and stress (work RVU = 3.00), 75562, Cardiac magnetic resonance imaging for morphology and function without contrast 
material(s),followed by contrast material(s) and further sequences; with flow/velocity quantification (work RVU = 2.86), and 75564, 
Cardiac magnetic resonance imaging for morphology and function without contrast material(s),followed by contrast material(s) and 
further sequences; with flow/velocity quantification and stress (work RVU = 3.35). 

The specialty society presented the survey results of79 cardiologists and radiologists for 75565. Survey respondents indicated a median 
work RVU of0.50, which the specialty societies' expert panel agreed was too high. Moreover, the survey 25th percentile work RVU 
was 0.40, which the expert panel also agreed was too high. The expert panel noted that survey respondents indicated a key reference 
service 93320, Doppler echocardiography, pulsed wave and/or continuous wave with spectral display (List separately in addition to 
codes for echocardiographic imaging); complete (work RVU = 0.38, intra-service= 15 minutes). Given the similarity in the intensity 
and complexity required to perform the surveyed code and the reference service, and the difference in intra-service time between the 
two (1 0 minutes and l5 minutes, respectively), the specialties and the RUC agreed that the work RVU for 75565 should be lower than 
93320. 

In addition to reviewing the survey, the RUC reviewed the differentials between those codes that included flow and those that did not that 
had been valued by the RUC in April2007. The RUC looked to codes 75557, Cardiac magnetic resonance imaging for morphology and 
function without contrast material (work RVU = 2.37) and 75561, Cardiac magnetic resonance imagingfor morphology and function 
without contrast material(s),followed by contrast material(s) and further sequences (work RVU = 2.60). The existing differential in 
work RVUs between 75557 (without flow) and 75558 (with flow) is 0.25. The existing differential in work RVUs between 75561 



(without flow) and 75562 (with flow) is 0.26. The survey respondents indicated a median intra-service time of 10 minutes, with 
significant pre-service and post-service time, inconsistent with other ZZZ global period codes. The expert panel and the RUC agreed that 
no pre- or post-service time is required for this add-on service. In order to substantiate the survey median intra-service time, the RUC 
also examined the difference in intra-service time between the codes from April2007. The difference in intra-service time between 
75557 (without flow) and 75558 (with flow) is 5 minutes and the difference between 75561 (without flow) and 75562 (with flow) is 10 
minutes. Given this, the specialty and the RUC agreed that the intra-service time of 10 minutes as reported by the surveyees was 
appropriate. Therefore, the RUC recommends a work RVU of0.25 and intra-service time of 10 minutes for 75565. 

Practice Expense 
The RUC approved the practice expense inputs noting a reduction in the clinical staff intra-service time to 10 minutes consistent with the 
physician intra-servic~ time. 

CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

Cardiac magnetic imaging differs from traditional magnetic resonance imaging (MRI) in its ability to provide a physiologic evaluation 
of cardiac function. Traditional MRI relies on static images to obtain clinical diagnoses based upon anatomic information. 
Improvement in spatial and temporal resolution has expanded the application from an anatomic test and includes physiologic 
evaluation of cardiac function. Flow and velocity assessment for valves and intracardiac shunts is performed in addition to a function 
and morphologic evaluation. Use 75559 with 75565 and 75590 to report flow with pharmacologic wall motion stress evaluation 
without contrast. Use 75563 with 75565 and 75594 to report flow with pharmacologic perfusion stress with contrast. 

Cardiac MRI for velocity flow mapping can be reported in conjunction with 75557, 75559, 75561. 75563. 

Listed procedures may be performed independently or in the course of overall medical care. If the physician providing these services is 
also responsible for diagnostic workup and/or follow-up care of the patient, see appropriate sections also. Only one procedure in the 
series 75557-75563 75564 is appropriately reported per session. Only one add-on code for flow velocity can be reported per session. 

Cardiac computed tomography (CT} and coronary computed tomographic angiography (CT A} include the axial source images of the 
pre-contrast, arterial phase seguence, and venous phase seguence (if performed}, as well as the two-dimensional and three-dimensional 
reformatted images resulting from the study, including cine review. Contrast enhanced cardiac CT and coronary CTA codes 75571-
75574 include any guantitative assessment when performed as part of the same encounter. Report only one computed tomography 
heart service per encounter. 

(75552-75556 have been deleted. To report see 75557 75559 75561. 75563 75565) 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

•+75565 HH1 
Cardiac magnetic resonance imaging for velocity flow mapping (List zzz 0.25 
separately in addition to code for primary procedure) 

(Do not report 75557 +SS64, 75559, 75561, 75563, 75565 in conjunction 
with 76376, 76377) 

{Use 75565 in conjunction with 75557, 75559, 75561, 75563) 

D 75558 Gaffiiae magaetie feSeRaRee imagiRg fef ffi8FfJhelegy aoo fuRetieR witfl:em XXX 
•• 1. ·.t. ~. ./, .I ~r.. 

N/A 
' 

D 75560 with f.le'w<Pteleeity etttamifieatieR aRe stPess XXX N/A 
D 75562 GaFeiae magaetie FeseRaRee imagiRg feF meffJhelegy aRe fuRetieR eeRtFast XXX N/A 

matePial(s), felle·uee by eemmst mateFial(s) aRd furtheF seettteRees; with 
~. 

·'· .1. 
:r. . .. .., ~·v~., 

D 75564 with f.lew/veleeity EttJaRtifieatieR aRe stFess XXX N/A 

{75558, 75560, 75562 and 75564 have been deleted. To reQort flow velocity, 
use 75565) 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 75565 

CPT Code:75565 Tracking Number Specialty Society Recommended RVU: 0.25 

Global Period: ZZZ RUC Recommended RVU: 0.25 

CPT Descriptor: Cardiac Magnetic resonance imaging for velocity flow mapping (List separately in addition to code for 
primary procedure) 

CLINICAL DESCRIPriON OF SERVICE: 

Vignette Used in Survey: A 55-year old male presents with heart failure, enlarged cardiac silhouette on chest x-ray and 
an eccentric jet of aortic regurgitation on echocardiography. Patient is undergoing cardiac MRI to evaluate ventricular 
size and function. Flow velocity quantification is also requested. 

Percentage of Survey Respondents who found Vignette to be Typical: 72% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 34% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 

Description of Intra-Service Work: • Supervise set-up of flow quantification scan planes 
• Scan using flow protocols to obtain data to quantify valve function 
• Adjust the parameters to optimize data accuracy 
• Analyze velocity/flow data on an independent workstation 
• Calculate regurgitation fraction, gradients or shunt ratio using velocity/flow data obtained 

Description of Post-Service Work: 
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CPT Code: 75565 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2009 

Presenter(s): Edward T. Martin, MD, James Maloney, MD, Geraldine McGinty, MD, Zeke Silva, MD 

Specialty(s): ACC, ACR, SCMR 

CPT Code: 75565 

Sample Size: 495 'Resp N: 79 I Response: 15.9 % 

Sample Type: Panel 

~ 25th octl Median* 75th octl _l:fig_h 

IS~:::.,;;..,.., Performance Rate 0.00 50.00 120.00 200.00 1000.00 

SurveyRVW: 0.07 0.40 0.50 0.88 49.00 

Pre-Service Evaluation Time: 5.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 0.00 5.00 10.00 17.50 60.00 

Immediate Post Service-Time: 15.00 

Post O!Jc:• i:ivc: Visits Total Min** ICPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 l99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 
... .. s . ·•v•u"!:ft:U erv1ces: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

n ~sician standard total minutes per ElM visit: 99291 (70}; 99292 (30}; 99231 (20}; 99232 (40}; 99233 (55}; 99238(38}; 
99239 (55}; 99211 (7}; 99212 (16}; 99213 (23}; 99214 (40}; 99215 (55}; 99354 (60}; 99355 (30}; 99356 (60}; 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 175565 Recommended Physician Work RVU: 0.25 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-service Time 

Pre-Service Evaluation Time: 0.00 7.00 -7.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 10.00 

Immediate Post Service-Time: 0.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

"lischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

ffice time/visit(s}: 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

!Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
93320 

Global 
zzz 

WorkRVU 
0.38 

CPT Code: 75565 

Time Source 
RUCTime 

CPT Descriptor Doppler echocardiography, pulsed wave and/or continuous wave with spectral display (List separately 
in addition to codes for echocardiographic imaging); complete 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global Work RVU Time Source 
71020 XXX 0.22 RUC Time 

CPT Descriptor 1 Radiologic examination, chest, 2 views, frontal and lateral; 

MPC CPT Code 2 
94060 

Global 
XXX 

Work RVU Time Source 
0.31 RUC Time 

Most Recent 
Medicare Utilization 

14,308,549 

Most Recent 
Medicare Utilization 

1,193,603 

CPT Descriptor 2 Bronchodilation responsiveness, spirometry as in 94010, pre- and post-bronchodilator administration 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 42 %of respondents: 53.1 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: CMS Time File 

75565 93320 

I Median Pre-Service Time II 0.00 II 0.00 

I Median Intra-Service Time II 10.00 II 15.00 

Median hnmediate Post-service Time 0.00 II 0.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time I~ 15.00 

327 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 
The number of possible diagnosis and/or the number of 
management options that must be considered 

The amotinf and/or compiexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-3_.5_0 __ ~1~1 ___ 3_._17 __ ~ 

,___3_.62 _ __.1 .__I __ 2.8_6_~ 

._l U_r.:::.ge_n.....:cy:.....o_f_m_ed.i_._cal_dec_is_io_n_making_·-=----------'ll~--2-.9_8_~1 ._1 __ 2_.9_3_---l 

Technical Skill!Phvsical Effort (Mean) 

._lT_ec_hni __ .cal_s~_-_l_re~qWred-· _____________ _......1~1 __ 4_.2_6_~~~~ ____ 3_.3_3 _ __. 

L.:l P..:.:hy::...:s_ical.;,..._effi:.;.o;...;.rt;....r;_eqwr~· ed ___________ __.l ~~ __ 2_.40 __ --'ljL-___ 2_.3_1 __ --' 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality l .... 1 __ 2_.2_9_~1 ~~ ___ 1_.9_8 _ __. 

._I Ou_tco_m_e _depe....._n_ds_on_th_e_skill_· _and_=-ju-'dgm=--e_nt_o_f..:.p.....:hy:.....s_ic_ian ___ ~l ~~ __ 3_.9_3 __ ~1 ~~--3_.4_3 _ _.... 

I_Es_nma_· _ted_ris_k_o_f_mal--=-p_ra_cn_·c_e_sw_·t_WI_._th...::.poo_r_o_ut_co_m_e ___ ~ll~_-2_.8_6_~1 LI __ 2_.6_2 _ ___J 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

._l Pr_e_-_Se_rv_i_ce_in_t_ens___,ity:...../c_o_mp....._le_xi_,.ty _________ __.l ~~--2_.2_9_ .... 11 ,_ __ 1_.s_s _ __. 

Ljintta __ -Se_rv_ic_e_in_te_ns_i_,.ty_lc_om~pl_eXI_·ty-=------------'1 .... 1 __ 3_.5_7_-'1 .... 1 __ 2_.6_7 _ __, 

._l P_o_st_-Se_rv_ic_e _int_e_ns_ity..::.../_c_om_,p'--le_XI_·ty=------------'1 ~~--3_.7_4_~1 .._1 __ 2_.8_6 _ ___. 

Additional Rationale 

CPT Code: 75565 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

his service is an add-on code used to reflect flow/velocity measurements attained through cardiac MRI. Eight new 
..:ardiac MRI codes received RUC valuation at the April2007 RUC meeting and those values were accepted by CMS in 
the rulernaking process. Four of these codes included flow/velocity quantification, but these services were not covered 
by Medicare. As part of the coding application that established this new add-on code, the four codes that included 
flow/velocity (75558, 75560, 75562, 75564) were deleted. 
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CPT Code: 75565 
The American College of Cardiology, American College of Radiology, and Society for Cardiovascular Magnetic 
Resonance convened a panel of physicians to review the results of the RUC survey on the new code. The survey was 
completed by 80 physicians who had performed the service an average of 120 times in the past year, so they were very 
familiar with the service. 

In addition to reviewing the survey, the panel reviewed the differentials between those codes that included flow ana 
those that did not that had been valued by the RUC in April 2007. After reviewing these items, the panel felt that the 
work value that had been recommended by the surveyees was not supported by the difference in the work RVUs 
between the existing codes as recommended by the RUC. The add-on service is most likely to be reported on codes 
75557 and 755561. The existing differential in work RVUs between 75557 (without flow) and 75558 (with flow) is 
0.25. The existing differential in work RVUs between 75561 (without flow) and 75562 (with flow) is 0.26. While this 
work value is below even the 25m percentile work RVU recommendation of the survey, the panel did not believe that this 
change in coding structure should increase the value for the service and that the surveys conducted in 2007 accurately 
reflected the level of work. 

Examining the issue of the reported time, the survey respondents reported significant pre and post service time. Add-on 
codes do not routinely include pre or post service time, so the panel recommends that only intraservice time be assigned 
to this code. The survey respondents reported a median of 10 minutes of intraservice time. The panel also examined 
the difference in intraservice time that was found between the codes from April 2007. The difference in intraservice 
time between 75557 (without flow) and 75558 (with flow) is 5 minutes and the difference between 75561 (without flow) 
and 75562 (with flow) is 10 minutes. The panel felt that the intraservice time of 10 minutes as reported by the surveyees 
was reflective of the service time. 

The panel also reviewed these recommendations in coordination with the key reference service. The key reference 
service of 93320 has a work value of 0.38 and an intraservice time of 15 minutes. The median intraservice time as 
reported by the surveyees was 10 minutes, 2/3 of the 15 minutes in the reference service. If the work value for 93320 
was to be similarly cut by 113, it would equal 0.25, the same as the work value established by examining the differences 
between the existing codes reported with and without flow. 

The panel recommends a work RVU of 0.25 and an intraservice time of 10 minutes with no pre and post service times. 

SERVICES REPORTED Wim MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

[8J The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure r~duction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 
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CPT Code: 75565 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
:ode is reviewed) 75558, 75560, 75562 and 75564 were bundled codes used to report the base cardiac MRI service in 
addition to the flow/velocity quantification. As part of the application to the CPT Editorial Panel for this add-on code, 
those codes were proposed for deletion. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Cardiology How often? Sometimes 

Specialty Radiology How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 20000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. This estimate is based on the estimate provided in the original application 
for the cardiac MR codes in 2007, which was in tum based on expert opinion and a review of claims data. Because the 
new Cardiac MR codes were introduced in 2008, there is no claims data from those codes that can be used yet. 

Specialty Cardiology Frequency 12000 Percentage 60.00 % 

Specialty Radiology Frequency 8000 Percentage 40.00% 

)pecialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
5, 000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. This estimate is based on the estimate provided in the original application 
for the cardiac MR codes in 2007, which was in tum based on expert opinion and a review of claims data. Because the 
new Cardiac MR codes were introduced in 2008, there is no claims data from those codes that can be used yet. 

Specialty Cardiology Frequency 3000 Percentage 60.00% 

Specialty Radiology Frequency 2000 Percentage 40.00 % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLn 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

.. f no, please select another crosswalk and provide a brief rationale. 

1ndicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

ZZZ Global Period 
Non Facility Direct Inputs 

CPT Code:75565 

CPT Long Descriptor: Cardiac Magnetic resonance imaging for velocity flow mapping (List separately in 
addition to code for primary procedure) 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The ACC and ACR convened a group of cardiologists and radiologists from a broad range of 
geographic locations with differing practice circumstances and settings, who typically perform this 
service. The committee served as the consensus panel to finalize these recommendations. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

Intra-Service Clinical Labor Activities: 

The MR Tech will review charts and previous studies performed to determine flow. 

The MR Tech ensures proper position of patient for the flow study. A test study is performed to confirm 
optimum timing for the diagnostic study. The source scans are obtained using breath hold and adjusting 
velocity flow setting. Multiple set-ups and acquisitions are being done to ensure the images are 
satisfactory. 

Post-Service Clinical Labor Activities: 
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AMA Specialty Society Recommendation 

April2009 
IAII~AJSp4~Ci<ilty Society RVS Update Committee Recommendation 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

February 2009 

Coronary Computed Tomographic Angiography 

In October 2008 the CPT Editorial Panel deleted eight Category III codes and created four new codes to describe the evolution of 
performing cardiac and coron~ry computed tomography for specific clinical scenarios. 

75571 Computed tomography, heart without contrast material, with quantitative evaluation of coronary calcium 
The RUC reviewed the specialty societies' recommended data and agreed that the physician time (5 minutes pre-, 10 minutes intra­
and 5 minutes post-service time) recommended by the specialties accurately reflected the service. However, the RUC did not agree 
that the survey values were reflective ofthe work performed, noting that even the survey 25th percentile work RVU of0.70 was too 
high. The RUC compared 75571 to code 75962 Transluminal balloon angioplasty, peripheral artery, radiological supervision and 
interpretation (work RVU = 0.54 and 12 minutes total physician time) and determined that 75571 required slightly more work. The 
RUC also compared 75571 to similar services 95903 Nerve conduction, amplitude and latency/velocity study, each nerve; motor, with 
F-wave study (work RVU = 0.60 and 8 minutes pre-, 10 minutes intra- and 10 minutes post-service time) and 11000 Debridement of 
extensive eczematous or infected skin; up to 10% of body surface (work RVU=0.60 and 5 minutes pre-, 10 minutes intra- and 5 
minutes post-service time). The RUC determined that a work RVU of0.58 for 75571 appropriately accounts for the work required to 
perform this service. Additionally, CPT codes 75962, 95903 and 11000 have similar work RVUs and physician time compared to 
surveyed code 75571. The RUC recommends a work RVU of 0.58 for CPT code 75571. 

75572 Computed tomography, heart, with contrast material, for evaluation of cardiac structure and morphology (including 3D 
image postprocessing, assessment of cardiac function, and evaluation of venous structures, if performed) 
The specialty society provided a very detailed description of the work included in 75572, which includes evaluation of cardiac 
structure, morphology, venous structures, 30 reconstruction, contrast and administration of a beta-blocker. The RUC agreed with the 
specialty so~iety that the survey median work RVU of 2.25 is too high, while the survey 25th percentile work RVU of 1.25 does not 
account for the extent of the work performed. The RUC reviewed several comparable reference services: 72196, Magnetic resonance 
(eg, proton) imaging, pelvis; with contrast material(s) (work RVU = 1.72, pre-service= 15, intra-service= 20, post-service= 10); 
71551, Magnetic resonance (eg, proton) imaging, chest (eg,for evaluation ofhilar and mediastina/lymphadenopathy); with contrast 
material(s) (work RVU = 1. 73, pre-service = 10, intra-service= 25, post-service = 1 0); 70498, Computed tomographic angiography, 

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



neck, with contrast material(s), including noncontrast images, if performed, and image postprocessing (work RVU = 1. 75, pre-service 
= 7, intra-service= 20, post-seivice = 10); and 70496, Computed tomographic angiography, head, with contrast material(s), including 
noncontrast images, if performed, and image postprocessing (work RVU = 1. 75, pre-service= 8, intra-service= 20, post-service= 
1 0). The RUC agreed that these services are appropriate references and a work RVU of 1.75, which is halfway between the survey 
25th percentile and median, maintains rank order within this family of services. The RUC recommends a work RVU of 1.75 for 
75572. 

75573 Computed tomography, heart, with contrast material, for evaluation of cardiac structure and morphology in the setting of 
congenital heart disease (including 3D image postprocessing, assessment of LV cardiac function, RV structure and function and 
evaluation ofvenous structures, if performed) 
The RUC reviewed the pre-service time for 75573 and agreed with the societies' recommended additional pre-service time compared 
to the other services within this family, as the physician has several pre-operative tests to review and as the service is typically 
performed on a child, the physician must answer many questions posed by the patient and the patient's family. The RUC agreed that 
the service time, 15 minutes of pre-service time, 30 minutes of intra-service time and 15 minutes of post-service time, accurately 

w reflect the service. After reviewing the physician time, the RUC compared the surveyed code to the reference code, 75564 Cardiac 
w 
......,. magnetic resonance imaging/or morphology and function without contrast material(s),followed by contrast material(s) and further 

sequences; with flow/velocity quantification and stress (Work RVU=3.35). As the surveyed code has significantly less total service 
time as compared to the reference code (60 and 85 minutes, respectively) and the surveyed code is performed on a child rather than an 
adult as in the reference code, the RUC agreed that a work RVU of2.55, the surveyed 25th percentile, accurately reflects the work 
associated with 75573. The RUC recommends a work RVU of 2.55 for 75573. 

75574 Computed tomographic angiography, heart, coronary arteries and bypass grafts (when present), with contrast material, 
including 3D image postprocessing (including evaluation of cardiac structure and morphology, assessment of cardiac function, 
and evaluation of venous structures, if performed) 
The RUC reviewed the specialty society physician time and work RVU data recommended data for code 75574, 10 minutes pre­
service, 30 minutes intra-service and 10 minutes post-service time. The specialty society recommended a lower pre-and post-service 
time than the surveyed time by reducing 5 minutes from both the pre- and post-service time because the respondents indicated higher 
times than are typical when compared to similar services. The RUC determined that 30 minutes of intra-service time, as indicated by 
the survey respondents, was appropriate to account for the time required to perform this service (issue multiple beta blockers, contrast 
media two times, calculate fractions, calculate cardiac output, etc). The RUC then compared 75574 to code 75557 Cardiac magnetic 
resonance imaging/or morphology and function without contrast material (work RVU = 2.35, 10 minutes pre-time, 40 minutes intra­
time and 10 minutes post-time) plus 96375 Therapeutic, prophylactic, or diagnostic injection (specify substance or drug); each 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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additional sequential intravenous push of a new substance/drug (work RVU = 0.1 0) (2.3 5 + 0.10 = 2.45) to support a work R VU of 
2.40 for code 75574, which is less than the survey 25111 percentile. The RUC recommends a work RVU of 2.40 and 10 minutes pre­
' 30 minutes intra- and 10 minutes immediate post-service time for code 75574. 

. Practice Expense 
The RUC reviewed the practice expense inputs for all four services within the family and confirmed the clinical labor time proposed 
by the Practice Expense Subcommittee. The RUC discussed the equipment and recommends that the uninterruptible power supply be 
deleted as it is an indirect expense. The tilt table was also deleted from equipment. The RUC reviewed the appropriate time that the 
CT scanner will be in use and recommends the following time (activities= lines 78 and 79): 

75571, 16 slice CT = 15 minutes 
75572, 64 slice CT = 26 minutes 
75573, 64 slice CT = 37 minutes 
75574, 64 slice CT = 43 minutes 

The computer workstation and all software are equal to (line 88- reconstruct images at selected intervals ... ) 

75571 = 12 minutes 
75572 = 21 minutes 
75573 = 23 minutes 
75574 = 29 minutes 

New Technology 
The RUC recommends that these services be added to the New Technology List. 

PLI Codes 
The RUC recommends the PLI for the technical component of each service be 0.00. The RUC recommends following PLI 
crosswalks: 

75571 should be crosswalked to 78472 
75572 should be crosswalked to 70498 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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75573 should be crosswalked to 75558 
75574 should be crosswalked to 75557 

CPT Code Tracking CPT Descriptor 
(•New) Number 

D 0144T 
Geffif3Hted temegraJlhy, heaFt, •Nithem eemrast mateFial, iaeiHdiag 
image JleStJlreeessiag aad qHaatitati-ve e>ralHatiea ef eereaary ealeiHm 

I'T'\. t\ AA'T'' :.t. t\ 1 A C'T' t\ C 1 'T''\ 

D 0145T 
Geffif3Hted temegraJlRY, heaFt, •uith eeatrast mateFial€s~, iaelHaiag 
aeaeeRtrast images, if Jlerfermed, eardiae gatiag aad 39 image 
flOStJlreeessiag; earoiae struetHFe aaa mOFJlRelegy 

(Fer eardiae struet\:lre aad meFJlhelegy ia eeageai-tal heaFt disease, Hse 
Ql~Q+) 

D 0146T eeffif3Hted temegraJlhie aagiegraJl~· ef eereaary aFteFies 
€iaelHEliag aati•re aad aaemaleHs eereaBPJ' aFteries, eereaary 
bypass grafts), witheHt qHaRtitative e>.·aiHatiea ef eoronary 
ealeiHm 

D 0147T 
eoffif3Hted temegraJlhie aagiegraJlRY ef eereaa~· aFteFies 
(iaeiHaiag aati•re aad anemaleHs eereaa~· aFteries, eereaa~· 
bYJlass grafts~, with qHaatitative e•ralHatiea ef eerenary 
ealeiHm 

IT"\. t\ 1 A '7'T' ' :.t. t\ 1 A A'T'\ 
\~~ '-"-"-~ ~~·-· ~ . ~-

D 0148T earoiae struetHre aad meFJlhelegy aad eeffiflHted temegrBJlhie 
aagiegraJl~· ef eerea~· aFteFies €iaelHaiag aati•re aad 
aaemaleHs eereaa~· aFteFies, eereaary bYJlass grafts~, .... .... .... .I, . ... .I" .t . ._. ... ~~· ~~~=· .. •, ~ 

Global Period 

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

WorkRVU; 
Recommendation 

N/A 

N/A 

N/A 

N/A 

N/A 
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D 0149T 
etmiiae stmeture aoo ffiefj3fl9legy aHa eeffif3Htee temegt=aphie N/A 
aHgiegmphy ef eeFeHaFy aFteFies (iaelueiHg Hati• .. e aHa 
aHemaleus eeFeHaf7· aFteFies, eereHaf;)' b~'13ass gFafts), •Nith 
quamitative evaluatieH ef eereHary ealeium 

tn~ .~ ·~-* f\1 AO'r • ·,~ f\1 AA'r\ 
,~~·~·~·~y~·-· ~· '/ ~ .. '~·~ .. . .... ~. A 

D 0150T eaffiiae stmeture aHa meFphelegy iH eeHgeHital heaFt disease N/A 

D 0151T 
Ge~utee temegF~~·. heaFt, •uith eeHtmst mateFial(s), iHelueiHg N/A 
HeHeefttmst images, if peFfefffiee, eaffiiae gatiHg QHB 3Q image 
pestpreeessiHg, fuHetieH e>t•aluatieH (left QHB fight '"'efttFieulaF fttHetieH, 
ej eetieH fraetieH aHa segmeHtal•Nall metieH) (List sepaFately iH adeitieH 
te eeee feF pfimary pmeeooFe) 

(0144T-0151T have deleted. To report see 75571-75574) 
71250 Computed tomography, thorax; without contrast material XXX 1.16 

(No Chknge) : 

71270 
without contrast material, followed by contrast material(s) XXX 1.38 
and further sections (No Change) 

(To report 3D rendering, see 76376, 76377) 
(For cardiac computed tomography of the heart, see 0144T 
~75571-75574) 

71275 
Computed tomographic angiography, chest (noncoronary), with XXX 1.92 
contrast material(s), including noncontrast images, if performed, and (No Change) 
image postprocessing 

(For coronary artery computed tomographic angiography including 
calcification score and/or cardiac morphology, use Ol46=f Ol49:f75574) 

5 
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Cardiac computed tomography (CT) and coronary computed tomographic angiography (CTA) include the axial source images of the pre-contrast, arterial 
phase sequence, and venous phase sequence (if performed), as well as the two-dimensional and three-dimensional reformatted images resulting from the 
study, including cine review. Contrast enhanced cardiac CT and coronary CT A codes 75571-75574 include any quantitative assessment when performed as 
part of the same encounter. Report only one computed tomography heart service per encounter . 

• 75571 K1 Computed tomography, heart, without contrast material, with XXX 0.58 
quantitative evaluation of coronary calcium 

e75572 K2 Computed tomography, heart, with contrast material, for evaluation of XXX 1.75 
cardiac structure and morphology (including 3D image postprocessing, 
assessment of cardiac function, and evaluation of venous structures, if 
performed) 

.75573 K3 Computed tomography, heart, with contrast material, for evaluation of XXX 2.55 
cardiac structure and morphology in the setting of congenital heart 
disease (including 3D image postprocessing, assessment of LV cardiac 
function, RV structure and function and evaluation of venous structures, 
if performed) 

.75574 K4 Computed tomographic angiography, heart, coronary arteries and bypass XXX 2.40 
grafts (when present), with contrast material, including 3D image 
postprocessing (including evaluation of cardiac structure and 
morphology, assessment of cardiac function, and evaluation of venous 
structures, if performed) 

76376 
3D rendering with interpretation and reporting of computed 

XXX 0.20 
tomography, magnetic resonance imaging, ultrasound, or other 

(No Change) 
tomographic modality; not requiring image postprocessing on an 
independent workstation 

(Use 76376 in conjunction with code(s) for base imaging procedure(s)) 

(Do not report 76376 in conjunction with 70496, 70498, 70544-70549, 
71275, 71555, 72159, 72191, 72198, 73206, 73225, 73706, 73725, 
74175,74185,75635,75557-75564,75571-75574,76377,78000-
78999,0066T,0067T,Ql44~Ql~l~,0159T) 

6 
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76377 requiring image postprocessing on an independent workstation XXX 0.79 

(Do not report 76377 in conjunction with 70496, 70498, 70544-70549, (No Change) 
71275, 71555, 72159, 72191, 72198, 73206, 73225, 73706, 73725, 
74175,74185,75557-75564,75571-75574,75635,76376,78000-
78999,0066T,0067T,QI44+QlSl+,0159T) 

7 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 75571 

CPT Code:75571 Tracking Number Kl Specialty Society Recommended RVU: 0.70 

Global Period: XXX RUC Recommended RVU: 0.58 

CPT Descriptor: Computed tomography, heart, without contrast material, with quantitative evaluation of coronary 
calcium 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 45 year-old male presents for evaluation. He is asymptomatic. His family history is 
significant for coronary disease with his father having suffered a myocardial infarction at the age of 58. A lipid profile is 
as follows: Total cholesterol 245 mg/dl, LDL cholesterol 156 mg/dl, HDL cholesterol 34 mg/dl, and triglycerides 190 
mg/dl. Framingham risk assessment calculates a 10% risk of coronary disease over the following 10 years. A calcium 
score is ordered to help support the initiation of therapy with lipid-lowering agents. 

Percentage of Survey Respondents who found Vignette to be Typical: 88% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform (L 

E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 2% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 2% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 
• Review medical records and any applicable prior imaging studies 
• Review protocol for examination with technologists and other clinical staff 
• Review indication for study and appropriateness 

Description of Intra-Service Work: Describe the procedure to the patient and obtain informed consent where applicable. 
Review scout views of area to be imaged, axial images of the heart for adequacy prior to transfer to the workstation, 

and post-processed images for the presence of calcified coronary atherosclerosis. Quantify coronary artery calcium using 
dedicated software that determines the "Agatston Score", the calcified volume and the mass of calcium. Next, compare 
the amount of calcium detected for each individual patient to databases of population data stratified for age, gender and 
ethnicity, and interpret source images for correlation with the post-processed images and for the presence of coexistiP 
disease. Finally, compare and correlate with pertinent available prior studies and create report for the medical record 

Description of Post-Service Work: 
• Review and sign the final report for the patient's medical record 
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CPT Code: 75571 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo212009 

Presenter(s): 
James Maloney MD (ACC), Vinay Malhotra, MD (ACC), Geraldine McGinty, MD (ACR), 
Pamela Woodard, MD (ACR} 

Specialty(s): _ Cardiology and Radiology (ACC, ACR, ASNC, SCAI, SCCT) 

CPT Code: 75571 

Sample Size: 713 'Resp N: 81 
I 

Response: 11.3 % 

Sample Type: Panel 

Low 25th octl Median* 75th pctl Hi_g_h 

Service Performance Rate 0.00 50.00 200.00 500.00 5000.00 

Survey RVW: 0.25 0.70 1.01 1.18 3.60 

Pre-Service Evaluation Time: 5.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 0.00 5.00 10.00 15.00 60.00 

Immediate Post Service-Time: 5.00 

Post OPerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

"rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

~*Physician standard total minutes per ElM vis1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code: j75571 Recommended Physician Work RVU: 0.70 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 5.00 7.00 -2.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 10.00 

Immediate Post Service-Time: 5.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

'~scharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

_.~ffice time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 15571 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
71250 

Global 
XXX 

CPT Descriptor Computed tomography, thorax; without contrast material 

KEY MPC COMPARISON CODES: 

WorkRVU 
1.6 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
20600 000 0.66 RUC Time 387,625 
CPT Descriptor 1 Arthrocentesis, aspiration and/or injection; small joint or bursa (eg, fmgers, toes) 

MPC CPT Code 2 
65205 

Global 
000 

Work RVU Time Source 
0.71 RUC Time 

CPT Descriptor 2 Removal of foreign body, external eye; conjunctival superficial 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

25,076 

RELATIONSiflP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 49 %of respondents: 60.4 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

75571 71250 

I Median Pre-Service Time II 5.00 II 0.00 

I Median Intra-Service Time II 10.00 II 22.00 

I Median Immediate Post-service Time 5.00 0.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time 1~1 22.00 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of .___2_.5_7 _ _.lj 
management options that must be considered ....._ ____ _. 

3.33 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

'-----2.6_9----l, L-1 __ 2.94_---l 

._I U_r..:::ge_nc....:y::...o_f_m_edi_._cal_dec_is_io_n_making_·....:::.... ________ _.l ._I __ 2_.1_8 _ _.1 ._I __ 2_.9_2 _ ___,, / 

Technical Skill/Physical Effort (Mean) 

l ._T~e~cruu~·cal~sw~·~lr~e~~~·~ed-----------~l .... l ___ 2_.7_6 __ _.l._l ____ 2_.94 ____ _, 

t..:l P:..::h:::..:ys:.:.:ical:.:::::....:e:.:.:ffi:.:.:ort~r:..:e~quired::::. ;.:_. ___________ __,~II 1.94 I '-, ____ 2_.0_6 __ __, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._1 __ 1_.9_2 _ _.1 ._1 __ 2_.2_9 _ ___. 

._I Ou_tco_m_e_depe~nds __ on_th_e _sw_· _I an_dJ"-.u--'dgm"'--e_nt_o_f..!,.p_,hy:...s_ic_ian ___ _.l ._1 __ 2_.6_7 _ _.1 ._I __ 3_.1_8 _ ___. 

,_l &_tima_ted_ns_· _k_of_mal___..:p'-ra_c_tice_s_ui_t WI_.th_,poo'--r_o_ut_c_om_e -------'1 ._1 __ 2_.5_3 _ _.1 '-1 __ 3_.1_6 _ ___. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

lt..:~~e--~~nn~·c~e~~:::::.:.:ens:.:.:i~ty~k_o_rnp~l-e~_·ty~----------'1._1 __ 2_.1_4 _ _.11._ __ 2_.2_0 _ __, 

t..:lintra=~-~:..::nn::..._::..:.·c.:..e ::::int::::e::::ns:.:.:ity::..;./_co_rnp..!.....:,.le~:..::·-=-ty------------JI ._I __ 2_.7_6 _ _.1 ..... 1 __ 2_.8_2 _ _. 

'-1 P_o_st_-~_rv___..:.ice___..:.int:.:.:e--ns--ity::../_co_rnp...!.....le_~_,·ty'-------------'1 ._I __ 2_.6_9_-'1 .... 1 __ 2_._57 _ ____, 

Additional Rationale 

CPT Code: 75571 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format . 

. t.CC, ACR, ASNC, SCAI, and SCCT convened a panel of physicians that included a number of physicians familiar 
with this service to review the RUC survey data. The group noted that nearly half of the respondents chose code 71250 
as the key reference service for the procedure. In examining the differences between these codes, the panel noted that 
code 71250 has 22 minutes of total time and a work RVU of 1.6. The median response from the survey participants 
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CPT Code: 75571 
indicated that the new service would take approximately 20 minutes total time, with half of that time devoted to the 
intraservice period. The median RVU recommendation for the new service was 1.01. 

The panel noted that there was less time demanded for this new service and that the respondents indicated that it w:r 
considerably less intense than the key reference code of 71250. The reference service was noted to be of particula~ 
higher intensity in mental effort and judgment. Although the survey respondents appeared to adjust for this reduceu 
intensity in their recommendation of a 1.01 work RVU, the panel felt that the work RVU was still too high for this 
service. The panel determined that it would be more appropriate to recommend a work RVU of 0. 70, which is identical 
to the 25m percentile response on the survey. The panel felt that the time inputs reflected on the survey of 5 minutes of 
pre-time, 10 minutes of intra-service time, and 5 minutes of post time were appropriate. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 
0 

0 
0 
0 
0 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explam) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) This service was previously reported using CPT Category III code 0144 T. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Cardiology How often? Sometimes 

Specialty Radiology How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 20000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. It is difficult to estimate the number of times that this service will be 
reported outside of the Medicare population, but it is expected that the specialty mix for the provision of these services 
will be similar to that seen in the Medicare use of the existing temporary codes. 

Specialty Cardiology Frequency 15000 Percentage 75.00% 
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CPT Code: 75571 

Specialty Radiology Frequency 5000 Percentage 25.00 % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
3,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. This estimate is based on the reporting patterns of the CPT Category III 
code 0144T that had previously been used to track this service. This is roughly equal to the number of these service 
reported in the Medicare population in 2007, when the service was covered in much of the country. 

Specialty Cardiology Frequency 2200 Percentage 73.33 % 

Specialty Radiology Frequency 800 Percentage 26.66% 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLO 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 77003 

ndicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 75572 

CPT Code:75572 Tracking Number K2 Specialty Society Recommended RVU: 1.75 

Global Period: XXX RUC Recommended RVU: 1. 75 

CPT Descriptor: Computed tomography, heart, with contrast material, for evaluation of cardiac structure and 
morphology (including 3D image post processing, assessment of cardiac function, and evaluation of venous structures, if 
performed) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 66 year-old female is seen for treatment of atrial fibrillation. A 48 hour monitor now shows 
her to be in atrial fibrillation - 12% of the time. RF ablation is planned to isolate the pulmonary veins and eliminate the 
focus of atrial fibrillation. Cardiac CT is ordered by the electrophysiologist to identify the number, location, and 
morphology of the pulmonary veins as they enter the left atrium, the contours of the endoluminal surface of the left 
atrium, and the location of the esophagus in relation to the pulmonary veins. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 4% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 1 % 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 
• Review medical record and any applicable prior imaging studies 
• Review indication for study and appropriateness 
• Review patients symptoms if present 
• Review previous cardiac surgical reports 
• Review medication list 
• Review previous drug allergies and potential contrast allergy 
• Determine heart rhythm and need for pharmacological intervention 
• Assess baseline heart rate and the need for pharmacological intervention to lower the heart rate 
• Prescribe pharmacological intervention to lower the heart rate if necessary 
• Review protocol for examination with technologists and other clinical staff 

Description of Intra-Service Work: Describe the procedure to the patient and obtain informed consent where applicable. 
Review scout views of area to be imaged and non-contrast CT images to localize the vascular phase sequence and to 

screen those patients who are not candidates for the arterial phase component of the study. Supervise administration of 
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CPT Code: 75572 
low- or iso-osmolar contrast material. Administer IV medication to lower heart rate when necessary and administer IV 
medication to control heart rhythm when necessary. Manage pacemaker function and rate when applicable. Review the 
arterial phase CT images to ensure adequate anatomic coverage. Prescribe and review venous phase images as 
necessary. Create two-dimensional reconstructions of the vasculature, interpret, and annotate. Create three-dimensional 
reconstructions of the vasculature and associated myocardium and adjust the projection of the three-dimensional 
reconstructions to optimize visualization of anatomy or pathology. Interpret the axial source images of the pre-contrast, 
arterial phase sequence, and venous phase sequence, as well as the two-dimensional and three-dimensional reformatted 
images resulting from the study, including cine review. Compare study results to all pertinent available prior .studies and 
dictate report for medical record. 

Description of Post-Service Work: 
• Manage complications related to IV, contrast agent, or medications given at the time of the study 
• Review and sign the final report for the patient's medical record 
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CPT Code: 75572 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 102/2009 

Presenter(s): James Maloney MD (ACC), Vinay Malhotra, MD (ACC), Geraldine McGinty, MD (ACR), 
Pamela Woodard, MD {ACR) 

Specialty(s): Cardiology and Radiology (ACC, ACR, ASNC, SCAI, SCCT) 

CPT Code: 75572 

Sample Size: 713 IResp N: 73 
I 

Response: 10.2 % 

Sample Type: Panel 

Low 25th pctl Median* 75th pctl Hi_g_h 

Service Performance Rate 0.00 30.00 100.00 200.00 1200.00 

Survey RVW: 0.35 1.25 2.25 2.80 4.00 

Pre-Service Evaluation Time: 10.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 0.00 15.00 20.00 30.00 90.00 

Immediate Post Service-Time: 10.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: -- 99291x 99292x 

Other Hospital time/visit(s}: -- 99231x 99232x 99233x 

Discharge Day Mgmt: -- 99238x 99239x 

Office time/visit(s}: -- 99211x 12x 13x 14x 15x 

Prolonged Services: -- 99354x 55x 56x 57x 
. . .. 

**Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 {16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 {30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 175572 Recommended Physician Work RVU: 1.75 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 10.00 7.00 3.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 20.00 

Immediate Post Service-Time: 10.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 9Q211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 75572 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
71260 

Global 
XXX 

CPT Descriptor Computed tomography, thorax; with contrast material(s) 

KEY MPC COMPARISON CODES: 

WorkRVU 
1.24 

Time Source 
RUC Time 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
70496 XXX 1. 75 RUC Time 66,597 
CPT Descriptor 1 Computed tomographic angiography, head, with contrast material(s), including noncontrast images, if 
performed, and image postprocessing 

MPC CPT Code 2 
99375 

Global 
XXX 

Work RVU Time Source 
1. 73 RUC Time 

Most Recent 
Medicare Utilization 

0 

CPT Descriptor 2 Physician supervision of a patient under care of home health agency (patient not present) in home, 
domiciliary, or equivalent environment; 30 minutes or more 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 17 % of respondents: 23.2 % 

TIME ESTIMATES {Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

75572 71260 

I Median Pre-Service Time II 10.00 II 3.00 

I Median Intra-Service Time II 20.00 II 15.00 

I Median Immediate Post-service Time 10.00 5.00 

I Median Critical Care Time 0.0 0.00 

edian Other Hospital Visit Time 0.0 0.00 

1 1vledian Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time 40.00 23.00 

352 



._I O_th_er_tim_e_if_a~pp~r_o~pna_._te,...--_________ _JI._I ___ __.I ... I ____ __, 

INfENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of .____3_.5_9_ ...... 11 
management options that must be considered '---------' 

3.71 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___3_.35_ ....... 1 .__I __ 3.3_5 _ __. 

._I u_r ... ge_n_.cy_o_f_m_edi_·ca_l dec_i_si_on_making __ · :::.._ _______ ......... 1 ._I __ 3_.1_2_ ...... 1 ._I __ 3_.2_9 _ ___, 

Technical Skill/Physical Effort (Mean) 

._I T_ec~hni----·cal----skil_.-_1 r_eqwr.;!._· _ed ___________ _JI ._I __ 3_.7_6_ ...... 11.__ __ 3_.4_7 _ __, 

._I P--'hy._s_ical_e_ffo_n_r_eqwr_.__· _ed ___________ __.lj 2.24 I ... 1 __ 2_.0_6 _ __, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 3_.00_---JI ._I __ 3_.00 __ ....... 

._I Ou:..__..:.:tco_.m_e_depe...:!:..;...nds ____ o;...n_th_e_s_kil_l_and-...::..ju_d~gm-e_n_t o_f~p_,hy:.-s•_·cian_· __ _JI ... I __ 3_.6_5_ .... 1 ._I __ 3_.6_5 _ __, 

._I Es_nma_· _ted_ris_k_o_f_mal__._p_ra_cn_·c_e _sw_·t_Wl_.th__._poo_r o_u_tc_om_e ___ __,! ._I __ 3_.4_7_ ...... 11._ __ 3_.6_5 _ ___, 

INfENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

._l~_e_-~_rYI_·c_e_inte_ns_ity~/_c_om_,p-..le_n_,·ty:.__ ________ __,ll 2.65 1 .__I _2_.35 _ __. 

._lmrr_a_-~-~-~_e_inte_ns_ity~/_co_m~p_le_xi~ty ________ _JII 3.47 1 .... 1 __ 3_.1_8_ ....... 

[iost-Se~ice intensity/complexity _ ___.II 2.94 II ..__ ___ ....... 2.76 

Additional Rationale 

CPT Code: 75572 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Vab 
Recommendations for the appropriate formula and format. 

ACC, ACR, ASNC, SCAI, and SCCT convened a panel of physicians that included a number of physicians familiar 
with this service to review the RUC survey data. The panel noted that there was extraordinary variation among the 
work RVUs recommended by the survey respondents, with the 25m percentile recommended work RVU at 1.25 and the 
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CPT Code: 75572 
75th percentile recommended work RVU at 2.80. The panel also noted that the key reference service 71260 (CT thorax, 
with contrast) was chosen by only 23% of the respondents. 

In comparing the new service to the key reference codes, the panel noted that the new service was moderately more 
intense than the key reference service in most cases. The key reference service of 71260 has a work value of 1.24 and 
an intraservice time of 15 minutes. The median intraservice time as reported by the surveyees for the new service was 
20 minutes. The panel felt that the slightly higher intensity and longer time for the service of the new code did not 
justify the median RVU of 2.25, an entire work RVU greater than the key reference service. However, the panel felt 
that the 25th percentile response of 1.25 did not adequately account for the additional time required of the new code, 
which is 5 minutes longer or the slightly higher intensity. The panel recommended that the work RVU of 1.75 would be 
most appropriate for this service, reflecting the midpoint between the 25th percentile and the median. 

The panel felt that a work RVU of 1. 75 and an intraservice time of 20 minutes appropriately reflected the level of work 
required for the service and compared well to other codes. The panel thought that the code compared well with code 
70496, CT angiography of the head with contrast. This code, which was RUC valued in 2000, also has 20 minute of 
intraservice time and a work value of 1. 75. Although this code was not selected as a reference service by the majority 
of respondents, this may be explained by the fact that 75% of the survey respondents were cardiologists, who do not 
frequently perform this service. The panel also looked at code 71275, CT angiography of the chest (non coronary) as an 
additional comparison code. That code, which was RUC valued in 2001, is valued at 1.92 with 30 minutes of 
intraservice time. Although the intraservice time for the new service is only 20 minutes (2/3 of 71275), it would likely 
have a higher intensity than a non-coronar}r CT of the chest. 

SERVICES REPORTED Wim MULTIPLE CPr CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) The service was previously reported using the CPT Category III code 0 145T as well as elements of 
"ther codes 0148T, 0149T, and 0151T. The codes were reorganized for the Category I code proposal and this 
;organization was accepted by the CPT Editorial Panel. 

How often do physicians in your g>ecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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CPT Code: 75572 
Specialty Cardiology How often? Sometimes 

Specialty Radiology How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 35000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. It is difficult to predict how often this newly developing technology will be 
used in the general population. The estimated specialty mix is_ based on that reflected in the specialty mix for the 
existing Category III codes. 

Specialty Cardiology Frequency 26000 Percentage 74.28 % 

Specialty Radiology Frequency 9000 Percentage 25.71 % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
18,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. This estimate is based on a review of the 2007 claims data for the 
existing Medicare 

Specialty Cardiology Frequency 13500 Percentage 75.00 % 

Specialty Radiology Frequency 4500 Percentage 25.00 % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLO 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Crosswalk to code 70498 as it has a similar work 
RVU. The TC PLI RVU should be 0.00. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 75573 

CPT Code:75573 Tracking Number K3 Specialty Society Recommended RVU: 2.55 

Global Period: XXX RUC Recommended RVU: 2.55 

CPT Descriptor: •Computed tomography, heart, with contrast material, for evaluation of cardiac structure and 
morphology in the setting of congenital heart disease (including 3D image post processing, assessment of LV cardiac 
function, RV structure and function and evaluation of venous structures, if performed) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 12-year-old male presents for evaluation. As an infant he underwent bilateral modified 
Blalock-Taussig shunts for Tetralogy of Fallot with pulmonary atresia. Subsequent to that he underwent total repair 
which included an aortic homograft Rastelli conduit from right ventricle to the pulmonary arteries. Echocardiography 
reveals pulmonary pressures that are 65% of systemic pressures. There is minimal Rastelli valve stenosis but marked 
insufficiency and right ventricular enlargement. Bilateral peripheral pulmonary artery stenosis is suspected but branch 
pulmonary arteries are not visualized on echocardiography. The patient is referred for cardiac CT to: 1) measure RV 
volume to determine whether he is a candidate for pulmonic valve replacement, and 2) defme branch pulmonary arteries 
to rule out significant peripheral pulmonary stenosis. 

Percentage of Survey Respondents who found Vignette to be Typical: 86% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting?. 26% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 13% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 
• Review medical record and any applicable prior imaging studies 
• Review indication for study and appropriateness 
• Review patient's symptoms if present 
• Review previous cardiac surgical reports 
• Review medication list 

Review previous drug allergies and potential contrast allergy 
• Determine heart rhythm and need for pharmacological intervention 
• Assess baseline heart rate and the need for pharmacological intervention 
• Prescribe pharmacological intervention to lower the heart rate if necessary 
• Review protocol for examination with technologists and other clinical staff 



CPT Code: 75573 

Description of Intra-Service Work: Describe the procedure to the patient and parents and obtain informed consent where 
applicable. Review scout views of area to be imaged and non-contrast CT images to localize the vascular phase 
sequence. Supervise administration of low- or iso-osmolar contrast material. Appropriately modify contrast protocol 
ensure adequate cardiac chamber opacification. Review the enhanced phase CT images to ensure adequate anatm:.."'­
coverage. Prescribe and review delayed images as necessary. Evaluate multiphasic reconstructions for identification of 
end-systole and end-diastole and determine boundary between myocardium and blood pool. Quantitatively determine 
ventricular volumes of the heart using dedicated cardiac function analysis software available on the workstation. 
Quantitatively determine right ventricular volumes of the heart. Calculate ejection fraction, stroke volume and/or cardiac 
output of both left and right ventricles. Create two-dimensional reconstructions of the heart and adjacent structures, 
interpret, and annotate. Create three-dimensional reconstructions of the heart and adjacent structures. Adjust the 
projection of the three-dimensional reconstructions to optimize visualization of anatomy or pathology. Interpret the axial 
source images of the pre-contrast, arterial phase sequence, and venous phase sequence, as well as the two-dimensional 
and three-dimensional reformatted images resulting from the study, including cine review. Compare to all pertinent 
available prior studies. 

Description of Post-Service Work: 
• Manage complications related to IV, contrast agent, or medications given at the time of the study 
• Review and sign the fmal report for the patient's medical record 



CPT Code: 75573 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) .102/2009 

Presenter(s): 
James Maloney MD (ACC), Vinay Malhotra, MD (ACC), Geraldine McGinty, MD (ACR), 
Pamela Woodard, MD {ACR) 

Specialty(s): Cardiology and Radiology (ACC, ACR, ASNC, SCAI, SCCT) 

CPT Code: 75573 

Sample Size: 713 IResp N: 69 
I 

Response: 9.6 % 

Sample Type: Panel 

Low 25th pctl Median* 75th pctl H!.g_h 

Service Performance Rate 0.00 5.00 20.00 40.00 300.00 

SurveyRVW: 1.00 2.55 3.00 3.35 5.50 

Pre-Service Evaluation Time: 15.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 5.00 25.00 30.00 45.00 60.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 
Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Ho_spital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

(Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

**Physician standard total m1nutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code: 175573 Recommended Physician Work RVU: 2.55 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 15.00 7.00 8.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 30.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Q~scharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

!Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 



CPT Code: 75573 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
75564 

Global 
XXX 

WorkRVU 
3.35 

Time Source 
RUCTime 

CPT Descriptor Cardiac magnetic resonance imaging for morphology and function without contrast material(s), followed 
by contrast material(s) and further sequences; with flow/velocity quantification and stress 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
99222 

Global Work RVU 
XXX 2.56 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

3,285,523 
CPT Descriptor 1 Initial hospital care, per day, for the evaluation and management of a patient, which requires 
these 3 key components: A comprehensive history; A comprehensive examination; and 
Medical decision making of moderate complexity. 

MPC CPT Code 2 
99479 

Global 
XXX 

Work RVU Time Source 
2.50 RUC Time 

Most Recent 
Medicare Utilization 

0 

CPT Descriptor 2 Subsequent intensive care, per day, for the evaluation and management of the recovering 
low birth weight infant (present body weight of 1500-2500 grams) 

Other Reference CPT Code Global 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 25 % of respondents: 36.2 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

75573 75564 

I Median Pre-Service Time II 15.00 II 15.00 

I Median Intra-Service Time II 30.00 II 60.00 

Median Immediate Post-service Time 15.00 10.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 



I Prolonged Services Time II 0.0 II 0.00 

,~ ~;,;t;;:~;;;·;n~ti~.~;,:;;;~;;f=:a:==~;,;r==:p==n=.a=te==============lll p, =60=.o=o==llj F ==s=s.=oo===l 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of L-._4_.8_0 _ _.1 Ll __ 4_._60 __ _. 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____4_. 7_2 ____.I L-1 __ 4.3_6 _ __. 

Llu_r~ge_n~cy~o_f_m_ed_I_·cru __ d_~_is_io_n_m_rua_·~ng~--------------~~~~--4-.00-~1~1 __ 3_.8_0_~ 

Technical Skill/Physical Effort (Mean) 

Ll T::...::~=hni=·cru.:...._:_ski..:..·..:..n::...::req...!.u_ir_ed ___________ ____.l ._1 __ 4_.6_8 _ _.1 Ll __ 4_.5_2 _ __, 

Ll P_h.=..ys_ica_l_effi_o_rt_r_eq.!.,u_ir_ed ____________ ____.l ~'--3_.2_4_--'1 ._1 __ 3_.2_4 __ _, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortruity II L __ 3_.6_8_...JI ._1 __ 3_._48 __ _.. 

L; O:...u:..:.tco.:...:._m_e_d~ep~e_n_ds_o_n_th_e_s_ki_·n_an_d.::..ju_d.:::.gm_e_n_t _of_,p'-h-=-ys_ic_ian ___ ____,l ._1 __ 4_. 7_6 _ _.1 Ll __ 4_._52 __ --' 

~..:I Est:::.:.:im=at::.ed::..:..::ri=sk:...o:.:f..:..rna::.:....!lp::.ra::.:c..:.:.ti..:...ce_su:....._it_w_ith_...!..poo.:...:._r....;.o_ut..:..co..:...m_e ____ _.l ~'--4_.0_8 _ _,, ... 1 __ 3_._84 __ _. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CYI'Code Reference 
Service 1 

L.:l P..:.re:...-S:..:e..:..rv:..:..ic:..:..e..:..in:::.te:.::ns.::..::ity;;:_;;,/c..:.:om:::::!p'-le..:..x~ity::.__ ________ ___JI ~~ __ 4_.2_0 _ _.11.___4_.00_~ 

Llm_t_rn_-S_e_rv_ic_e_in_re_ns_i~ty_lco __ m~pl_e~_·ty~------------------'1~1 __ 4_.3_2_--'IIL-. __ 4_.3_2 __ __, 

t.:l P_:o..:..st_-S..:..e_rv_ice_in_t_ens---'ity:.../_co_m...!.p_Ie_~-'·ty::__ _________ _.l ._I __ 4_.4_8 _ _.1 Ll ___ 4_._16 __ __, 

Additional Rationale 

CPT Code: 75573 

uescribe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 



CPT Code: 75573 
ACC, ACR, ASNC, SCAI, and SCCT convened a panel of physicians that included a number of physicians familiar· 
with this service to review the RUC survey data. The panel noted that 36 percent of survey respondents selected 75564 
(Cardiac magnetic resonance imaging for morphology and function without contrast material(s), followed by contrast 
material(s) and further sequences; with flow/velocity quantification and stress) as the reference service for the co· 
75564 was valued by the RUC in 2007. However, the respondents reported that the new service was only moderatc.J 
more intense than the key reference service and had 25 minutes less intraservice time than the key reference service. 
The respondents did indicate that the new service had some greater intensity in some areas, particularly in the outcome 
depending on the judgment of the physician. The panel felt that the 25m percentile work RVU as reported by those 
surveyed of 2.55 more appropriately reflected the work level for this service. The panel recommended this 2.55 work 
RVUs with an intraservice time of 35 minutes. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility, to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) The service was reported using code 0150T. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Cardiology How often? Rarely 

Specialty Radiology How often? Rarely 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 3000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. It is difficult to predict how often this service will be provided in the 
general population. 

Specialty Cardiology Frequency 2200 Percentage 73.33 % 



CPT Code: 75573 
Specialty Radiology Frequency 800 Percentage 26.66 % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 200 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 

explain the rationale for this estimate. There were 35 services reported using the previously existing T codes in 2007. 
The service will be infrequently reported in the Medicare population because it is most commonly reported for the 
pediatric population;---

Specialty Cardiology Frequency 150 Percentage 75.00 % 

Specialty Radiology Frequency 50 Percentage 25.00 % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

-Profes"siOn.al Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Code 75558 should be used as a crosswalk as it has 
a similar work RVU. The TC PLI RVU should be 0.00. 

ndicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 75574 

CPT Code:75574 Tracking Number K4 Specialty Society Recommended RVU: 2.50 

Global Period: XXX RUC Recommended RVU: 2.40 

CPT Descriptor: Computed tomographic angiography, heart, coronary arteries and bypass grafts (when present), with 
contrast material, including 3D image post-processing (including evaluation of cardiac structure and morphology, 
assessment of cardiac function, and evaluation of venous structures, if performed) 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 52-year-old female presents for evaluation and possible treatment for chest pain. The pain is 
described as a retrosternal tightness that radiates to her left shoulder. Her physician determines that she is at intermediate 
risk for coronary artery disease. Stress evaluations in the past have been non-diagnostic. She is referred for cardiac CT 
angiography for evaluation of her coronary anatomy and for left ventricular function. 

Percentage of Survey Respondents who found Vignette to be Typical: 97% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform ~ 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 4% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 2% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 
• Review medical record and any applicable prior imaging smdies 
• Review indication for study and appropriateness 
• Review patients symptoms if present 
• Review previous cardiac surgical reports 
• Review medication list 
• Review previous drug allergies and potential contrast allergy 
• Determine heart rhythm and need for pharmacological intervention 
• Assess baseline heart rate and the need for pharmacological intervention to lower 
• Prescribe pharmacological intervention to lower the heart rate if necessary 
• Review protocol for examination with technologists and other clinical staff 

Description of Intra-Service Work: Describe the procedure to the patient and obtain informed consent where applicable. 
Review scout views of area to be imaged, axial images of the heart for adequacy prior to transfer to the workstation, 

and view post-processed images for the presence of calcified coronary atherosclerosis. Coronary artery calcium is 
quantified using dedicated software that determines the "Agatston Score", the calcified volume and the mass of calcium. 
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CPT Code: 75574 
Next, the amount of calcium detected is compared to databases of population data stratified for age and gender. Review 
non-contrast CT images to localize the vascular phase sequence and to screen those patients who are not candidates for 
the arterial phase component of the study. Administer IV medication to lower heart rate when necessary and administer 
IV medication to control heart rhythm when necessary. Manage pacemaker function and rate when applicable. Supervise 
administration of low- or iso-osmolar contrast material. Appropriately modify contrast protocol to ensure adequate 
cardiac chamber opacification. Evaluate multiphasic reconstructions for identification of end-systole and end-diastole 
and determine boundary between myocardium and blood pool. Quantitatively determine ventricular volumes of the heart 
using dedicated cardiac function analysis software available on the workstation. Calculate ejection fraction, stroke 

volume and/or cardiac output of both left and right ventricles. Review the arterial phase CT images to ensure adequate 
anatomic coverage. Prescribe and review delayed images as necessary. Prescribe and review venous phase images as 
necessary. Create two-dimensional reconstructions of the vasculature, interpret, and annotate. Create three-dimensional 
reconstructions of the vasculature and associated myocardium. Adjust the projection of the three-dimensional 
reconstructions to optimize visualization of anatomy or pathology. Interpret the axial source images of the pre-contrast, 
arterial phase sequence, and venous phase sequence, as well as the two-dimensional and three-dimensional reformatted 
images resulting from the study, including cine review. Compare to all pertinent available prior studies. 

Description of Post-Service Work: 
• Manage complications related to IV, contrast agent, or medications given at the time of the study 
• Review and sign the final report for the patient's medical record 
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CPT Code: 75574 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) j0212009 

Presenter(s): James Maloney MD (ACC), Vinay Malhotra, MD (ACC), Geraldine McGinty, MD (ACR), 
Pamela Woodard, MD (ACR) 

Specialty(s): Cardiology and Radiology (ACC, ACR, ASNC, SCAI, SCCT) 

CPT Code: 75574 

Sample Size: 713 --
IResp N: 75 

I 
Response: 10.5 % 

Sample Type: Panel 

Low 25th octl Median* 75th octl Hi_g_h 

Service Performance Rate 0.00 100.00 200.00 500.00 3000.00 

Survey RVW: 0.90 2.50 2.90 3.35 4.75 

Pre-Service Evaluation Time: 15.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 5.00 20.00 30.00 45.00 120.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total m1nutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 175574 Recommended Physician Work RVU: 2.50 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 10.00 7.00 3.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 30.00 

Immediate Post Service-Time: 10.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

•Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 .• 
Office time/visit(s}: 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 7557 4 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
75562 

Global 
XXX 

WorkRVU 
2.82 

Time Source 
RUCTime 

CPT Descriptor Cardiac magnetic resonance imaging for morphology and function without contrast material(s), followed 
by contrast material(s) and further sequences; with flow/velocity quantification 

KEY l.\filC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
99222 XXX 2.56 RUC Time 3,285,523 
CPT Descriptor 1 Initial hospital care, per day, for the evaluation and management of a patient, which requires 
these 3 key components: A comprehensive history; A comprehensive examination; and 
Medical decision making of moderate complexity. 

MPC CPT Code 2 
99479 

Global 
XXX 

WorkRVU 
2.50 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

0 

CPT Descriptor 2 Subsequent intensive care, per day, for the evaluation and management of the recovering 
tow birth weight infant {present body weight of 1500-2500 grams) 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 25 % of respondents: 33.3 % 

TIME ESTIMATES CMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

75574 75562 

I Median Pre-Service Time II 10.00 II 10.00 

I Median Intra-Service Time II 30.00 II 55.00 

fedian Immediate Post-service Time 10.00 10.00 

1 Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 
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1=1 Pr=o=lo=ng=ed=Se=rv=ic=es=T=im=e=============lll 0.0 II 0.00 

I Median Total Time 11=1 ==50=.00===9111= ===75,;.00===1 
~0-ili-~--tim--e_u_a_p_p~-o-pna-.-re--------------------~ 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The nwnber of possible diagnosis and/or the nwnber of IL...-_4_.oo..:.____JIIL...-__ 4....;.1.;...2 _ __J 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L--._3_.94_---ll ..... l __ 3._94 _ ___, 

L..l U;....r.=:.ge_nc~y_o_f_m_edi_·cal_dec_is_io_n_making_· ...::::..... _______ __.1 ._I __ 4_.06 _ __,1 ._I __ 3.4_7 _ ___, 

Technical Skill/Physical Effort <Mean) 

..... l~_ec_hm_._cal_skill_._r_e~~·ed ___________________ ~ll~_4_.5_3_~~~~ __ 4_.5_3_~ 

._I P_.hy:;_s_ical __ effi_o_rt_r_equired~· ----------------------~~~ 2.65 11....____2_.5_3 _ __. 

Psychological Suess (Mean) 

I The risk of significant complications, morbidity and/or mortality I ..... I ___ 4_.00 __ __,1 ._I __ 3_.6_5 _ __. 

._IOu_tco_m_e_depe~~-o_n_th_e_s_kill_and~ju_~~e_nt_o_f~p~hy~sx_·cxan_· __ ~l ..... l ___ 4_.5_3 __ ~1L..I __ 4_.4_7 _ __. 

L..IEs_tuna_._ted_ns.;...· k_o_f_mal.......:..p_ra_cu_·ce_sw_·t_wx_·th~poo_r_ou_tc_om_e ___ __,~ll 3.82 I ..... 1 __ 3_.4_1_---J 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments <Mean) 

I._Pr_e_-Se_rv_ic_e_int_e_ns_ity.:../_co_m_:p-.le_xx...::.·ty:....._ ________ __.~l L..l __ ...;.3_.4_1 __ ....~11.____3_.3_5 _ _, 

._llntra __ -Se_rv_ic_e_int_e_ns_ity~/_co_mp....__le_xi-"ty ________ ___.ll ..... ___ 4_.2_4 __ _.I ..... 1 ___ 4_.~ 

._I P_o_st-_Se_rvx_·ce_inte_ns__,ity'-/c_o_m..:...pl_exx_·cy..:.._ ________ __,l ..... I ___ 3_.5_3 __ _.I ..... I __ 3_.4_1 _ __, 

Additional Rationale 

CPT Code: 75574 

Describe the process by which your specialty society reached your final recommendation. If your society has used t... 
IWPUT analysis, please refer to the Instructions . for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and fonnat. 
ACC, ACR, ASNC, SCAI, and SCCT convened a panel of physicians that included a number of physicians familiar 
with this service to review the RUC survey data. The panel noted that approximately 23% of respondents chose code 
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CPT Code: 75574 
75562 (Cardiac MRI for morphology and function without contrast material(s), followed by contrast material(s) and 
further sequences; with flow/velocity quantification) as the reference service code. This code has a work RVU of 
2.86 and has an intraservice time of 55 minutes. The respondents reported that the intensity of the services was 
similar, higher in some categories and lower in others. The panel felt that respondents may have misallocated the 
time portions to pre and post service time as opposed to intraservice time. The median reported pre and post times 
were 15 minutes, both far higher than established standards for similar procedures. However, the panel believes that 
those surveyed understand how long it takes to perform the complete service and may have assigned work that is in 
fact part of the intraservice time to the pre and post times. The panel therefore recommends that the median total 
time of 60 minutes be retained, but the time be altered so that 40 minutes are assigned as intraservice time and 10 
minutes each are assigned to pre and post times. 

The panel believed that even with this change in time allocations, the recommended work RVU from the survey 
participants was still too high in comparison to the key reference service code and other services commonly reported 
by both cardiologists and radiologists. The panel felt that the 25% percentile recommended work RVU of 2.5 more 
appropriately reflected the level of work that is appropriate for this ~ervice. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work ~ogether to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) This service was previously reported using Category III codes 0146T and 0147T and add-on code 
0151T. These codes were deleted and reorganized in conversion to Category I codes. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Cardiology How often? Sometimes 

~pecialty Radiology How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 50000 
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CPT Code: 75574 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. It is difficult to report how often this code will be reported due to rapidly 
developing technology and evidence. The specialty mix is based on 2007 Medicare claims data. 

Specialty Cardiology Frequency 37000 Percentage 74.00 % 

Specialty Radiology Frequency 13000 Percentage 26.00% 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
30,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. This estimated is based on a review of the 2007 Medicare claims 
data for the existing Category Ill codes that were used to report this service., 

Specialty Cardiology Frequency 23000 Percentage 76.66% 

Specialty Radiology Frequency 7000 Percentage 23.33 % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Crosswalk to code 75557 as it has a similar work 
RVU. The TC PLI RVU should be 0.00. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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CPT Code:75571 
AMA/Specialty Society RVS Update Committee Recommendation 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: Computed tomography, heart, without contrast material, with quantitative 
evaluation of coronary calcium 

Sample Size: Consensus Panel Response Rate: (%): __ _ Global Period: XXX 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The ACC and ACR convened a group of cardiologists and radiologists from a broad range of 
geographic locations with differing practice circumstances and settings, who typically perform this 
service. The committee served as the consensus panel to finalize these recommendations. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The clinical staff person will complete required pre-service diagnostic & referral forms, obtain Radiology 
Quality Initiative (RQI) number- required for CT scans and provide pre-service education to the patient 
on what to expect for the procedure and obtain consent. 

Intra-Service Clinical Labor Activities: 

The clinical staff person will review charts, ensures RQI has been obtained, greets the patient and 
provides a gown, prepare room and supplies and prepares patient for study. 

The technologist positions the patient on the CT table, noncontrast CT images are then obtained to 
localize the appropriate area to be scanned in the vascular phase. A test bolus is injected to confirm 
optimum timing for the diagnostic scan. The source axial images are obtained. Performance of limited 
reconstruction assess each phase for motion artifact. With the physician's assistance, 2-D 
reconstructions of the vasculature are created. 

The technologist finds and reviews appropriate previous studies and assembles them for physician's 
review 

Post-Service Clinical Labor Activities: 

The clinical staff will also call in any prescriptions and coordinate follow-up care. 
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AMA/Specialty Society RVS Update Committee Recommendation 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 

Non Facility Direct Inputs 

CPT Code:75572 

CPT Long Descriptor: Computed tomography, heart, with contrast material, for evaluation of 
cardiac structure and morphology (including 3D image post processing, assessment of cardiac 
function, and evaluation of venous structures, if performed) 

Sample Size: Consensus Panel Global Period: XXX 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 
The ACC and ACR convened a group of cardiologists and radiologists from a broad range of 
geographic locations with differing practice circumstances and settings, who typically perform this 
service. The committee served as the consensus panel to finalize these recommendations. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The clinical staff person will complete required pre-service diagnostic & referral forms, obtain Radiology 
Quality Initiative (RQn number- required for CT scans, provide pre-service education to the patient on 
what to expect for the procedure and obtain consent. 

The RN will complete the required prescription for beta-blocker, calcium channel blocker, and/or 
acetylcysteine and provide to patient prior to procedure. 

Intra-Service Clinical Labor Activities: 

The clinical staff person will review charts, ensure RQI number has been obtained, greets the patient and 
provides a gown, prepare room and supplies and prepares patient for study. 

The RN meets patient and questions them regarding contrast allergies. The RN explains the feelings the 
patient will experience during contrast injection and the importance of remaining motionless. An IV is 
started. The IV must be adequate to accommodate high volume rapid power injection and thus must be 
angiocath. The RN supervises the contrast injection. The patient is counseled regarding post contrast 
thrombophlebitis and delayed reactions to contrast. The technologist positions patient for study. 
Noncontrast CT images are obtained to localize the appropriate area to be scanned in the vascular phase. 
A test bolus is injected to confirm optimum timing for the diagnostic scan. The source axial images are 
obtained. Arterial phase images are technically reviewed for appropriate anatomic coverage. The patient 
is assisted from the CT table when it has been ascertained that the original images are satisfactory. 
The technologist fmds and reviews appropriate previous studies and assembles them for physician's 
review. With the physicians's assistance, 2-D reconstructions of the vasculature are created. 3-D 
reconstructions of the vasculature are also created. Creation of 2-D and 3-D reconstructions typically 
require more than one attempt for optimum visualization of anatomy and pathology. 

Post-Service Clinical Labor Activities: The clinical staff will also call in any prescriptions and 
coordinate follow-up care. 
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CPT Code:75573 
AMA/Specialty Society RVS Update Committee Recommendation 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: Computed tomography, heart, with contrast material, for evaluation of 
cardiac structure and morphology in the setting of congenital heart disease (including 3D image 
post processing, assessment of LV cardiac function, RV structure and function and evaluation of 
venous structures, if performed) 

Sample Size: Consensus Panel Response Rate: (%): __ _ Global Period: XXX 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 
The ACC and ACR convened a group of cardiologists and radiologists from a broad range of 
g~graphic locations with differing practice circumstances and settings, who typically p~orm this 
service. The committee served as the consensus panel to finalize these recommendations. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The clinical staff person will complete required pre-service diagnostic & referral forms, obtain RQI 
number, provide pre-service education to the patient on what to expect for the procedure and obtain 
consent. 

The RN will complete the required prescription for beta-blocker, calcium channel blocker, and/or 
acetyl cysteine and provide to patient prior to procedure. 

Intra-Service Clinical Labor Activities: 

The clinical staff person will review charts, ensure RQI number has been obtained, greets the patient and 
provides a gown, prepare room and supplies and prepares patient for study. 

The RN meets patient and questions them regarding contrast allergies. 

The RN explains the feelings the patient will experience during contrast injection and the importance of 
remaining motionless. After the technologist positions the patient on the CT table, an IV is started. The 
IV must be adequate to accommodate high volume rapid power injection and thus must be angiocath. The 
RN administers metoprolol or diltiazem as needed for coronary CTAs. The RN administers sublingual 
nitroglycerin for coronary CTAs. During that time the RN is also assessing EKG tracing for stability, 
regularity and reposition if necessary. 

The technologist positions patient on CT table for study. The technician hooks up power injector to IV 
cannula and the contrast injection. The patient is counseled regarding post contrast thrombophlebitis and 
delayed reactions to contrast. Noncontrast CT images are obtained to localize the appropriate area to be 
scanned in the vascular phase. A test bolus is injected to confirm optimum timing for the diagnostic 
scan. The source axial images are obtained. Arterial phase images are technically reviewed for 
appropriate anatomic coverage. The patient is assisted from the CT table when it has been ascertained 
that the original images are satisfactory. 
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CPT Code:75573 
AMA/Specialty Society RVS Update Committee Recommendation 

The technologist fmds and reviews appropriate previous studies and assembles them for physician's 
review. With the physicians's assistance, 2-D reconstructions of the vasculature are created. 3-D 
reconstructions of the vasculature are also created. Creation of2-D and 3-D reconstructions typically 
require more than one attempt for optimum visualization of anatomy and pathology. 

Post-Service Clinical Labor Activities: 

The clinical staff will also call in any prescriptions and coordinate follow-up care. 
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CPT Code:75574 
AMA/Specialty Society RVS Update Committee Recommendation 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: Computed tomographic angiography, heart, coronary arteries and bypass 
grafts (when present), with contrast material, including 3D image post-processing (including 
evaluation of cardiac structure and morphology, assessment of cardiac function, and evaluation of 
venous structures, if performed) 

Sample Size: Consensus Panel Global Period: XXX 
Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 
The ACC and ACR convened a group of cardiologists and radiologists from a broad range of 
geographic locations with differing practice circumstances and settings, who typically perform this 
service. The committee served as the consensus panel to finalize these recommendations. 

Please describe the clinical activities of your staff: 
Pre-Service Clinical Labor Activities: 
The clinical staff person will complete required pre-service diagnostic & referral forms, obtain Radiology 
Quality Initiative (RQI) number- required for CT scans and provide pre-service education to the patient on 
what to expect for the procedure and obtain consent. 
The RN will complete the required prescription for beta-blocker, calcium channel blocker, and/or 
acetylcysteine and provide to patient prior to procedure. 

Intra-Service Clinical Labor Activities: 
The clinical staff person will review charts - obtain RQI number, greets the patient and provides a gown, 
prepare room and supplies and prepares patient for study. 
The RN meets patient and questions them regarding contrast allergies. 
The RN explains the feelings the patient will experience during contrast injection and the importance of 
remaining motionless. After the technologist positions the patient on the CT table, an IV is started. The 

· IV must be adequate to accommodate high volume rapid power injection and thus must be angiocath. The 
RN administers metoprolol or diltiazem as needed for coronary CT As. The RN administers sublingual 
nitroglycerin for coronary CTAs. The technician hooks up power injector to IV cannula and the contrast 
injection. The patient is counseled regarding post contrast thrombophlebitis and delayed reactions to 
contrast. During that time the RN is also assessing EKG tracing for stability, regularity and reposition if 
necessary. The RN obtains blood pressure pre-CT, post-CT and during exam as necessary. The patient is 
assisted from the CT table when it has been ascertained that the original images are satisfactory. 

The technologist fmds and reviews appropriate previous studies and assembles them for physician's 
review. With the physicians's assistance, 2-D reconstructions of the vasculature are created. 3-D 
reconstructions of the vasculature are also created. Creation of2-D and 3-D reconstructions typically 
require more than one attempt for optimum visualization of anatomy and pathology. 

Post-Service Clinical Labor Activities: 
The clinical staff will call in any prescriptions and coordinate follow-up care. 
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><f>1A!Speclalty Society RVS Update Committee Recommendation 

A B c 0 I E F I G H I I J I _IS_ 

1 75571_ _1§~72 75573 _75574 
........... Society RVS Update Committee .. vuv"'"' Computed Computed tomography, Computed tomography, heart, Descriptor 

tomography, heart, heart, with contrast with contrast material, for Computed tomographic 
without contrast material, for evaluation of evaluation of cardiac angiography, heart, coronary 

material, with cardiac structure and structure and morphology In arteries and bypass grafts 
quantitative morphology (Including 3D the setting of congenital (when present), with contrast 

evaluation of Image post processing, heart disease (Including 3D material, Including 3D Image 
coronary calcium· assessment of cardiac Image post processing, post-processing (Including 

function, and evaluation of assessment of LV cardiac evaluation of cardiac structure 
venous structures, If function, RV structure and and morphology, assessment of 

performed) function and evaluation of cardiac function, and evaluation 
venous structures, If of venous structures, If 

performed) performed) 

2 CMS Staff 

3 LOCATION ~de Type Facility Non Facility Non Facility Non Facility 

4 nRAI PERIOD 

_§_ IT9T AL CLINICAL LABOR TIME 41.0 88.0 196.0 116.0 
6 TOTAL -~_!.INICAL. LABOR TIME 2.0 4.0 4.0 4.0 

7 TOTAL SERVICE PERIOD CLINICAL LABOR TIME ~~0 84.0 l()bl)_ H2.0 

_II_ TQ!M.. P~SERV rr .INIC'A . LABOR TIME 0.0 0.0 0.0 0.0 

9 TOTAL RN/LPN/MTA TIME 10.0 12.0 18.0 ~{) 
_!Q__ IT9TAL RN TIME 4.0 29.0 34.0 36.0 

11 !TOTAL CT TECHNOLOGIST TIME 27.0 47.0 54.0 62.0 
12 
13 iStart: Following visit when decision for surgery or nrnralluranl<lll_e_ 

14 I Complete : & referral forms l0370 RN/1 PNIII.lTA 2 2 _1_ 2 
15 r services 
16 I Schedule space and"""'""'""' In facility 

_17 'Provide ICOnSerl_t 
__!§_ 'Fo(l<l_w-up phone calls & l051A RN 2 2 2 
19 !Other Clinical Activity (please specify) 

_1Q_ cE_~ Whenriiiitnters 
rfor 

21 
22 !Start: When patient enters •for Services Prior to 
23 I Obtain ! prior studies fl046A CTTe_Ql_ 2_ 2 2 2 
24 I Greet patient and provide gowning IL0370 RN/LPN/MTA 3 3 3 3 
25 !Obtain vital signs ILOSlA RN 3 3 3 3 
26 I Provide ! education/obtain consent ILOSlA RN 1 2 2 2 
27 I Prepare room, "'' , supplies IL037D RN/LPN/MTA 2 2 2 2 
28 Setup scope (non facility setting only) 
29 Prepare and position patient/ monitor patient/ set up IV IL046A CTTeciJ 1 2 2 2 
30 
32 

Place EKG leads, monitor EKG gating, contrast Injection, and patient vital 
33 signs during_ LOSlA RN 22 27 29 

_M 1 P~rf_orm CT e_xam to o~tain sour~ges l046A CTTech 12 22 27 29 
35 

36 I Monitor pt. following : tubes, monitors, drains l0370 RN/IPN/MTA 6 6 
37 !Clean •"""''"""'""'""t by physician staff ,l0370 RNIIPN/t.'(_TA _3 3 3 3 

Reconstruct Images at selected Intervals, reformat and assist physician 
38 I reviewing Images, send Images to workstation and storage system l046A CTTech _g_ 21 _23 29 

fCheck dressings & 'home care Instructions ·w~·~"'"'~ office visits 
RN/LPN/MTA 2 39 [1.<>370_ 2 2 -

40 lolscharf ' -
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2 

3 !LOCATION 
.421Eril:i: Patient leaves office 

43 
44 •Start: Patient leaves 
45 Conduct phone calls/ call in 
46 Office visits: None 
54 I Total Office ViSitTifili 

55 [(:)therAc~ soeclfvl 
56 I End; With last office visit before end of 11lobal period 
57 ' 

,58 loack. minimum ~"'"-•na~laltv visit 
[59 [alcohol swab 
I 5o [cannula, anterior chamber, 18-27g 
'62 [10-20 ml syringe 
63 !181!~ 
64 [sodium chloride 0.9% flush syringe 
66 [EKG 

'67 ,gel 
[68 [lv TubingextenSiOrl 
170 ~ 1 spray 

171 ISOdiUnlciiiOrideo.9% in! :(3omfuoul 
172 [band.J2e. strioo:7sill X 31n (Bandaid) 
173 IRauze. ;21n x2in 
I 76 I com outer media. ootical disk 2.61!b 
177 
178 r Scanner - 16 slice 
179 164 slice CT scanner 
leo :oronarvru Post !SofW..are 
le1 !calcium Scoring Software 
182 ~~~~software 
le4 I Power Injector for CT Contrast 
8s 
86 I contrast Warmer 
87 •~n .... •vein :software 
88 lcomouter · .30 ~ .. ~-=Mil 

B c D I E 
75571 

Computed 
tomography, heart, 

without contrast 
material, with 
quantitative 

evaluation of 
coronary calcium 

CMS Staff 

Code Type Facility 

0 0 

[SA048 1 
[SJOS3 
[S0145 
[SC051 
ISC027 
[SH065 
[SJ019 3 
[SJ020 1 
[SC019 

ISH068 
ISG021 
ISGOSO 
[SK016 Jl.! 

IEL007 _li 
I New 
I New 
I New 12 
I New 
I New 
I New 
[New 
I New 
E0014 _!! 

F I G H I I J I K 
75572 75573 75574 

Computed tomography, ... umpuuou tomography, heart, Descriptor 
heart, with contrast with contrast material, for Computed tomographic 

material, for evaluation of evaluation of cardiac angiography, heart, coronary 
cardiac structure and structure and morphology In arteries and bypass grafts 

morphology (Including 3D the setting of congenital (when present), with contrast 
Image post processing, heart disease (Including 3D material, Including 3D Image 
assessment of cardiac Image post processing, post-processing (Including 

function, and evaluation of assessment of LV cardiac evaluation of cardiac structure 
venous structures, If function, RV structure and and morphology, assessment of 

performed) function and evaluation of cardiac function, and .... 
venous structures, If of venous structures, If 

performed) performed) 

Non Facility Non Facility Non Facility 

I I I 

0 0 0 0 0 0 

1 1 1 
4 4 4 
1 1 1 
1 1 11 : 
3 3 3 
2 i 2 
3 3 3 
1 1 1 
1 1 1 

1 
1 1 1 
1 1 1 
1 1 1 

_().!_ 0,1 0.1 

26 -37 43 
23 29 

29 
21 23 29 
26 37 43 
26 37 43 
2 2 2 
21 
~1 -2.3 29 
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AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

February 2009 

Multi-Leaf Collimator IMRT Device Use 

In October 2008 the CPT Editorial Panel created a new code to describe the design and construction of multi-leaf collimator (MLC) 
intensity modulated radiation therapy (IMRT) device use. Previously, patients treated with IMRT were reported under code 77334 
Treatment devices, design and construction; complex (irregular blocks, special shields, compensators, wedges, molds or casts) (work 
RVU = 1.24). However, the technical component expense portion was incorrectly captured in the practice expense of code 77418 
Intensity modulated treatment delivery, single or multiple fields/arcs, via narrow spatially and temporally modulated beams, binary, 
dynamic MLC, per treatment session, not under code 77334. 

The RUC reviewed 77338 Multi-leaf collimator (MLC) device(s) for intensity modulated radiation therapy (IMRT), design and 
construction, per IMRT plan. The specialty societies indicated that 77338 captures the appropriate physician work and practice 
expense, specifically the medical physics and medical dosimetry time and equipment that was not in code 77418. The specialty 
societies indicated that the physician work starts at the time following treatment plan 77301 Intensity modulated radiotherapy plan, 
including dose-volume histograms for target and critical structure partial tolerance specifications (work RVU = 7.99). Multiple 
fluence patterns are generated and the physician must review the plan and make the proper adjustments to the MLC device prior to 
treatment to protect normal surrounding tissue (i.e., bladder, anterior rectal wall, etc). The physician selects a range set of segments 
for each device, fine tunes and deletes small segments to eliminate any treatment inefficiency and adjusts the dose profile again for 
every beam (typically 9 beams). The specialty society indicated and the RUC agreed that the physician work required to adjust each 
beam is approximately 13 minutes per beam (total intra-service time= 115 minutes). The specialty society indicated that each fluence 
map is different for every beam so each requires approximately the same amount of time, in other words, each additional beam would 
not require less time nor would the physician become more efficient. 

The specialty society indicated and the RUC agreed that the survey 251
h percentile work RVU of 4.29 appropriately accounted for the 

work required to perform this service. The RUC compared 77338 to reference service 77295 Therapeutic radiology simulation-aided 
field setting; 3-dimensional (work RVU = 4.56 and 98 minutes intra-service time) and determined that although the reference code 
requires less physician time, it is slightly more intense and complex to perform than 77338. Additionally, the RUC compared 77338 to 
the physician work that is currently reported as 77334 Treatment devices, design and construction; complex (irregular blocks, special 

,_ 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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shields, compensators, wedges, molds or casts) (work RVU = 1.24, intra-service time= 35 minutes), which is reported per field. The 
IWPUT for CPT 77334 (0.035) when compared to the survey physician time for 77338 (115 minutes) supports the survey 251

h 

percentile RVU recommended by the specialty society (0.035 x 115 = 4.03). The RUC recommends the survey 25th percentile 
work RVU of 4.29 for code 77338. 

Practice Expense 
The RUC recommends the direct practice expense inputs as modified by the Practice Expense Subcommittee. 

PLI 
The RUC recommends the PLI for 77338 be crosswalked to 77295 Therapeutic radiology simulation-aided field setting; 3-
dimensional and a 0.00 PLI for the technical component only. 

CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

.77338 J1 Multi-leaf collimator (MLC) device(s) for intensity modulated 
XXX 4.29 

radiation therapy (IMRT), design and construction, per IMRT plan 

(For immobilization in IMRT treatment. use 77332-77334) 

(Do not report 77338 more than once per IMRT plan) 
(Do not report 77338 in conjunction with 0073T, compensator based 
IMRT) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
2 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 77338 

CPT Code:77338 Tracking Number J 1 Specialty Society Recommended RVU: 4.29 

Global Period: XXX RUC Recommended RVU: 4.29 

CPT Descriptor: Multi-leaf collimater (MLC) device(s) for intensity modulated radiation therapy (IMRT), design and 
construction 

(For immobilization in IMRT treatment, use 77332-77334) 

(Do not use with 0073T, compensator based IMRT) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: Following clinical treatment planning (77261-77263), simulation (77280-77290), and creation 
of the treatment isodose for a nine field IMRT plan (77301), a 65 year old man with stage T2a, NO, MO adenocarcinoma 
of the prostate who will be treated with IMRT presents for design and construction of the nine custom MLC devices 
required for delivery of the IMRT treatment. 

Percentage of Survey Respondents who found Vignette to be Typical: 94% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

?ercent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 

Description of Intra-Service Work: Physician work on the multi-leaf collimator (MLC) treatment device begins after the 
intensity modulated plan (77301) has been generated. This plan will have achieved satisfactory compliance with the 
prescribed tumor and normal tissue dose specifications by modulating the intensity of the radiation beam through 
separate beam positions/angles (typically 9). This dose modulation per beam angle is displayed as fluence maps. The 
physician work for the IMRT device is associated with the work of converting the fluence map for each beam into a 
~ries of small segments shaped by multileaf collimators and the ongoing revision and adjustments to these devices to 
.1sure that the final device shape achieves the necessary dose modulation from each beam. 

The physician reviews with the dosimetrist the combination of beam angles and MLC segments that have been generated 
to produce the intended cross-sectional beam intensity profile. For each modulated beam, the dosimetrist operates the 
planning software to provide a digitally reconstructed radiograph that represents the maximum aperture of each MLC-
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CPT Code: 77338 
shaped field. For each individual beam, the MD and dosimetrist consider the component segments (typically around 20 
to 30 per beam), taking into consideration both the pertinent anatomic relationships (e.g., avoidance of unintended 
entrance or exit dose to a structure remote from the tumor that was not accounted for in the initial planning) and practical 
considerations (e.g. avoidance of the need for the patient to be immobilized for an excessive length of time or othe­
obvious inefficiency in treatment delivery e.g. removal of very small segments which contribute minimal dose). This 
repeated for each beam angle. The entire set of MLC segment combinations (the IMRT Treatment Device) has to be 
evaluated by the radiation oncologist, since modification of any one might require compensatory modification of the 
others to achieve the required fluence. 

As modifications occur, the physician reviews these with the physicist and then the dosimetrist, who recalculates the 
desired dose distribution based on the modified MLC patterns. The final device is then generated and shaped using the 
MLC shaper and uploaded onto the information system platform. 

After the final device is uploaded on the information system the physician reviews each device on the information system 
for accurate transfer of information and electronically approves the composite MLC device and authorizes its release to 
the treatment machine for use throughout the specified course of therapy. 

Description of Post-Service Work: 
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CPT Code: 77338 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) !o112oo9 

Presenter(s ): Michael Kuettel, MD, MBA, PhD and Najeeb Mohideen, MD 

Specialty(s): Radiation Oncology 

CPT Code: 77338 

Sample Size: 500 IResp N: 66 I Response: 13.2 % 

Sample Type: Random 

' Low 25th octl Median* 75th octl Hi..Q.h 

Service Performance Rate 0.00 57.00 120.00 300.00 714.00 

Survey RVW: 0.70 4.29 8.12 11.16 16.35 

Pre-Service Evaluation Time: 0.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 81.00 105.00 115.00 135.00 300.00 

Immediate Post Service-Time: 0.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

"'*Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: Select Pre-Service Package 

CPT Code: .177338 Recommended Physician Work RVU: 4.29 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Packa.Qe 

Pre-Service Time 

Pre-Service Evaluation Time: 0.00 0.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 115.00 

Immediate Post Service-Time: 0.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Oischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Jffice time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

jProlonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
77334 

Global 
XXX 

WorkRVU 
1.24 

CPT Code: 77338 

Time Source 
RUCTime 

CPT Descriptor Treatment devices, design and construction; complex (irregular blocks, special shields, compensators, 
wedges, molds or casts) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
45380 
CPT Descriptor 1 

MPC CPT Code 2 
95810 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
()()() 4.43 

Global 
XXX 

WorkRVU 
3.52 

Time Source 
RUCTime 

Time Source 
RUCTime 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

737,302 

Most Recent 
Medicare Utilization 

271,044 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 25 %of respondents: 37.8 % 

TIME ESTIMATES <Median) Key Reference 
CPI' Code: CPI' Code: 

77338 77334 

L..l M...:...edian...:... . ..:.;._:_,Pre...:..;_-S:...:.erv;;......;.ice_T_im_e __________ __.ll 0.00 I L..l __ o_.oo __ -..~ 
I Median Intra-Service Time II 115.00 II 35.00 

Median Immediate Post-service Time 0.00 0.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0 0 0 00 I 
Prolonged Services Time o:o E!§:oo 
~M_ed __ ia_n_T_otai_T_im_e --------------11 ~ 35.00 
Other time if appropriate . c==J 
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CPT Code: 77338 

INfENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judmtent <Mean} 
The number of possible diagnosis and/or the number of I 4.16 II 3.40 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 4.40 II 3.84 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 3.64 II 3.08 

Technical Skill/Physical Effort <Mean} 

I Technical skill required II 4.72 II 3.80 

I Physical effort required II 3.44 II 3.00 

~cholggjcal Stress <Mean} 

I The risk of significant complications, morbidity and/or mortality II 4.76 II 4.12 

I Outcome depends on the skill and judgment of physician 'I 4.76 II 4.04 I 
I Estimated risk of malpractice suit with poor outcome 'I 4.40 II 3.88 ·I 
INfENSITY/COMPLEXITY MEASURES CPrCode Reference 

Service 1 

Time Se!!ments <Mean} 

I Pre-Service intensity/complexity II 4.08 II 3.68 

I Intra-Service intensity/complexity II 4.52 II 3.64 

I Post-Service intensity/complexity II 3.64 II 3.12 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fonnula and fonnat. 

ASTRO's consensus panel carefully considered survey data, current coding conventions, IWPUT and 
recommends a value of 4.29 RVUs for CPT code 77338. 

The work described by this new CPT code is currently billed with CPT 77334, billed per field (9). 
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CPT code 77334 (recently RUC reviewed/surveyed) currently has: 
3 5 minutes of time 
RVU of1.24 
IWPUT of0.035 

CPT Code: 77338 

This new CPT code will be billed once per IMRT plan, not per field. An additional question was added to our 
survey to query our survey respondents regarding the typical number of treatment fields. The median number 
of treatment fields was nine (9). 

The median time for the new CPT code 77338 is 115 minutes. That would represent approximately 13 
minutes per treatment field. The consensus panel felt that time was appropriate. 

When taking the 115 minutes of time for the new CPT code 77338, multiplied by the IWPUT for CPT code 
77334 (0.035) the result is 4.03. The result 4.03 is very similar to our 25th percentile survey data of 4.29. 

The results for an RVU recorrunendation of 4.29 will result in an IWPUT of 0.037, very similar to the IWPUT for CPT 
code 77334 (0.035). 

SERVICES REPORTED WITH MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
~ Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, surruning all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. This code may be reported on same date of service as other codes depending on the pace and 
flow of the process of care as the patient is prepared to receive IMRT. The code 77301 describes the work of 
IMRT computer plan development, but typically takes many days to complete. As a matter of convenience, 
reporting this code on the same day as this new code could occur. The work and practice expense for these 
codes are separate and distinct. 

3. 
4. 
5. 

CPT Code 
77301 

Global Period Work RVUs 
XXX 7.99 

FREQUENCY INFORMATION 

Pre Time 
30 

Intra Time 
131 

Post Time 
35 

Total Time 
196 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) CPT Code 77334 times the number of treatment fields 
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CPT Code: 77338 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Radiation Oncology How often? Commonly 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 117000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. It is estimated that for the Medicare population in 2006, CP'f® code 
77301, Intensity modulated radiotherapy plan, including dose-volume histograms for target and critical structure partial 
tolerance specifications, was billed approximately 66,600 times. The 2007 Medicare data estimates that CPT code 77301 
was billed approximately 78,000 times. The overall number of services for 77301 in a one year period is estimated to 
be 117,000. 

Specialty Radiation Oncology Frequency 117000 Percentage 100.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0. 00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
78,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. It is estimated that for the Medicare population in 2006, CPT® 
-;ode 77301, Intensity modulated radiotherapy plan, including dose-volume histograms for target and critical structure 
partial tolerance specifications, was billed approximately 66,600 times. The 2007 Medicare data estimates that CPT code 
77301 was billed approximately 78,000 times. 

Specialty Radiation Oncology Frequency 78000 Percentage 100.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Use code 77295 as a crosswalk as it has a similar 
work RVU. Recommend 0.00 TC only PLI RVUs. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/Specialty Society RVS Update Committee Recommendation- CPT Code:_77338_ 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: Multi-leaf collimator (MLC) device(s) for intensity modulated radiation therapy 
(IMRT), design and construction 

(For immobilization in IMRT treatment, use 77332-77334) 
(Do not use with 0073T, compensator based IMRT) 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 
ASTRO developed these PE recommendations by Consensus Panel. The Panel had several 
radiation oncologists and medical physicists. The Panel reviewed the RUC physician work survey 
data carefully. The group also reviewed the CPEP inputs for several other radiation oncology 
codes billed/or IMRTpatients. As requested, two ofthese CPT codes (77334 and 77418) appear 
-on the PEAC spreadsheet to serve as a reference to the PEA C. Finally, the Panel also conducted 
several "time motion" studies to develop and finalize these PE recommendations. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: NONE 

Intra-Service Clinical Labor Activities: 
The dosimetrist/medical physicist loads the IMRT plan with associated fluence patterns. The 
dosimetrist/medical physicist reviews the fluence patterns from the IMRT plans and then constructs the 
MLC motion pattern to produce the desired fluence or reviews and adjusts the MLC position and segment 
number constraints. The MLC position set is then created using the radiation treatment planning (RTP) 
system and/or MLC shaper system. The dosimetrist/medical physicist then modifies individual leaf 
positions to reduce or increase dose as necessary. Repeat for each of the 9 fields. Dose is recalculated 
based on modified patterns is necessary. 

The medical physicist will then review each resultant MLC segment, digitally overlaid on the region of 
interest, for conformality and appropriateness of position. The medical physicist will modify individual 
leaf positions to remove inappropriate MLC leaf positions and review all segments to confirm an 
appropriate minimum number of monitor units per segment based on leaf speed and maximum leaf travel. 
This process is repeated for all 9 fields. After all changes are made, the medical physicist operates the 
software that recalculates the resultant MLC driven fluence and reviews the effect on the final dose 
distribution. The process is then repeated for both the initial and any separate boost IMRT segments. 

The dosimetrist formats and prints the fmal MLC pattern map for entry into the patient's chart. The 
dosimetrist then uploads into the record and verify software that controls the linear accelerator's treatment 
delivery performance the information that defines each beam's MLC pattern of segments, confirming that 
each set of independent jaw positions and leaf positions are accurately transferred and repeating for each 
field 

Post-Service Clinical Labor Activities: NONE 

1 
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AMA Specialty Society Recommendation 

A I B I c D I E 

~ AMAIS{?tlc~a~--~~ciety RVl?_~~c:!~.! ~()l_l!IJ1i!t~e Recomme~datioll_ - - --- 77338 
Meeting Date: February 2009 Multi-leaf collimator (MLC) 

device(s) for intensity modulated 
- radiation therapy (IMRT), desigr 

CMS Staff and construction 
2 Code Type 

3 LOCATION Non Facility Facility 

4 GLOBAL PERIOD ! XXX XXX --- ----- ----- - -- -~------ --
5 TOTAL CLINICAL LABOR TIME 118.0 0.0 --- --- ---------- --
6 TOTAL PRE-SERV CLINICAL LABOR TIME ! 0.0 0.0 ---------------- --- -

7 TOTAL SERVICE PERIOD CLINICAL LABOR TIME I 118.0 0.0 I ---------- --- ··-- ·- -
8 L107A Do siMP 90.0 -- --------------------------- -
9 L152A MP 10.0 --- -- --- -------------------

~ L063A Dos ! 18.0 ------ --- -------- ------ --- ------------- --- --- ---¥-~- I 

11 TOTAL POST -SERV CLINICAL LABOR TIME i 0.0 0.0 - ---
12 PRE-SERVICE ' - -----------
13 Start: Following visit when decision for surgery or procedure made 
20 End: When patient enters office/facility for surgery/procedu':_~---- I 

- - -
21 SERVICE PERIOD i --
22 Start: When patient enters office/facility for surgery/procedure_:~~_!vices Prior to Procedure 
23 Review charts 

Evaluate fluence patterns, create MLC pattern, review and modify the MLC 
24 iposition and seJ}J11ent number constraints, Ree_eat for each field ___________ 

Review each resultant MLC segment, overlayed on the region of interest for 
conformality and appropriateness of position. Modify individual/eat positions 
to remove inappropriate MLC leaf positions. Repeat for each field. Review all 
segments for minimum number of Monitor Units based on leaf speed, and 

25 maximum leaf travel. 
Review resultant MLC driven fluence and review the effect on the dose 

--

26 distribution __ 
Create final device on MLC shaper, format and print the final mlc segment 
fluence map. Upload into record and verify software that controls the linear 
accelerator's treatment delivery performance, confirming each set of 
independent jaw postions and leaf positions are accurately transferred. 

27 Repeat for each field --- -- --
28 Post-Service 

-----

29 Monitor pt. followinQ service/check tubes, monitors, drains --- ---
30 Clean room/equipment by physician staff ---- --- -------
31 Clean Scope 
32 Clean Surgical Instrument Package --- -
33 Complete diagnostic forms, lab & X-ray requisitions ------
34 Review/read X-ray, lab, and pathology reports 

Check dressings & wound/ home care instructions /coordinate office visits 
35 /prescriptions ----
36 Discharge day management ·- ·-· ---· .. 

37 Other Clinical Activity (please specify) ------ -------
38 End: Patient leaves office 

---- - -- -- -
39 POST -SERVICE Period --------------- ----- ·---
40 Start: Patient leaves office/facility 

Conduct phone calls/cal! in prescriptions _____ 
-- --· - -- -- -· 

41 ----
42 Office visits: NONE --------------------------
51 Other Activity (please specify) 

-----
52 End: with last office visit before end of global period 

--------- -·--

53 MEDICAL SUPPLIES 
- ----- ---

54 paper, laser printing (each sheet) ------------------- ---

~ EQUIPMENT 

...§§. treatment planning sygtem, IMRT (Corvus w-Peregrine 3D Monte Carlo) 

..§!. f9J'!IP.l!!~!. ~Y21~1!!.,i~<?.QiQ__~_!lc!.Y~mY _ __ _ ---··· .. . .. -------------- ... . _ _ ____ 

...§! ~1!1.1?.~~!.· ~~sktgp .. _lll(-!1}9_r@~E. ____ .... 
'' "" -~• ~ -n--~n--·-·-• ... ... " ----

2!!. computer, server 
..§2. printer, laser, paper 
61 MLC Shaper 

AMA Specialty Society 
Recommendation 393 

! 

1,_1_07A Dos/MP 45 

L107A Do siMP 45 

L152A MP 10 

L063A Oos 18 

! 

' ; 

' I 

' 
' 
: 

; 

L_I?_37Q_ ~PNtMTA 

Unit 
SK057 9 

ED033 I 100 
ED011 : 18 
!;DO_?._L -----· 118 
ED022 118 ----------
ED032 9 ---·· 

18 
I 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

Tissue Examination for Molecular Studies 

The CPT Editorial Panel created two CPT codes to report tissue examination and preparation procedures, which have become 
necessary to avoid contamination with other tissue or cell types that may cause false-positive results in certain molecular diagnostic 
procedures. These codes will be used to report services that need to be performed prior to ancillary diagnostic testing currently 
applicable to molecular studies. One example of the use of these codes is for the evaluation of sentinel lymph node biopsies requiring 
molecular analysis. 

The RUC reviewed the surveyed data and expressed concern about the low sample size for both of these new codes. The specialty 
societies explained that they would consider their utilization estimate of 1 ,000 to be a small number of assays for a laboratory 
procedure. They explained that when specialized laboratory tests are performed only 1,000 to 3,000 times per year there is not a large 
number of laboratories doing them because most laboratories cannot afford the specialized equipment. Therefore, there is not a large 
number of providers for these services. The specialty society contacted all providers of this service and requested them to complete a 
survey. The data presented to the RUC is the data collected from these few providers. The RUC determined that based on this 
explanation provided by specialty society, the survey was valid. 

88387 Macroscopic examination, dissection and preparation of tissue for non-microscopic analytical studies (eg, nucleic acid­
based molecular studies); each tissue preparation (eg, a single lymph node) 

The RUC reviewed the survey data for 88387 as compared to the key reference code 88381 Microdissection (ie, sample preparation of 
microscopically identified target); manual (Work RVU=1.18) and noted that the intra-service time for surveyed code was less than for 
the reference code, 20 minutes and 30 minutes, respectively. Further, the RUC compared the surveyed code to another reference code, 
MPC code 29075 Application, cast; elbow to finger (short arm) (Work RVU=0.77) and noted that the surveyed code has less total 
service time as compared to this reference code, 20 minutes and 25 minutes, respectively. In addition, the RUC compared the 
intensity/complexity measures of88387 to its reference code 88381 and determined that the reference code required more technical 
skill and physical effort and the same mental effort and judgment to perform as compared to the surveyed code. Based on these 

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



comparisons, the RUC agreed with the specialty societies' recommended value of0.62 RVUs which is the survey's 251
h percentile. 

The RUC recommends 0.62 Work RVUs for 88387. 

88388 Macroscopic examination, dissection and preparation of tissue for non-microscopic analytical studies (eg, nucleic acid­
based molecular studies); in conjunction with a touch imprint, intraoperative consultation, or frozen section, each tissue 
preparation (eg, a single lymph node) 

The RUC reviewed the survey data for 88388 as compared to the reference code 88334 Pathology consultation during surgery; 
cytologic examination (eg, touch prep, squash prep), each additional site (Work RVU=0.73) and noted that the intra-service time for 
surveyed code was less than for the reference code, 12 minutes and 20 minutes, respectively. Further, the RUC compared the 
surveyed code to another reference code, 77071 Manual application of stress performed by physician for joint radiography, including 
contralateral joint if indicated (Work RVU=0.41) and noted that the surveyed code has similar total service time as compared to this 
reference code, 12 minutes and 11 minutes, respectively. In addition, the RUC compared the intensity/complexity measures of 88388 

w to its reference code 88334 and determined that the reference code required more technical skill, physical and mental effort and 
1.0 
U1 judgment to perform as compared to the surveyed code. Based on these comparisons, the RUC agreed with the specialty societies' 

recommended value of0.45 RVUs which is the 251
h percentile. The RUC recommends 0.45 Work RVUs for 88388. 1 

• 

New Technology List: 
As there are now so few laboratories performing this service and the number of respondents were so low, the RUC agreed with the 
specialty societies' recommendation that these codes should be placed on the New Technology List. 

Practice Expense: 
The RUC approved the practice expense inputs as recommended by the specialty societies with the substitution of an impervious gown 
instead of a staff lab coat. 

PLI Crosswalk: 
As the reference codes used for both of these surveyed codes were not similarly valued, the RUC requested a different code for the PLI 
crosswalk. The specialty society recommends CPT code 88329 Pathology consultation during surgery; (Work RVU=0.67) be the 
crosswalk for 88387 and 88318 Determinative histochemistry to identifY chemical components (eg, copper, zinc) (Work RVU=0.42) be 
the crosswalk for 88388. The RUC agreed with these new PLI crosswalks and deemed them to be more appropriate as they were 
similarly valued to the recommended values of the surveyed codes. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
2 



CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

•88387 Ill Macroscopic examination, dissection and preparation of tissue for non-microscopic XXX 0.62 
analytical studies (eg, nucleic acid- based molecular studies); each tissue 
preparation (eg, a single lymph node) 

(Do not use 88387 for tissue preparation for microbiologic cultures or flow 
cytometric studies) 

(Do not use 88387 in conjunction with 88388, 88329-88334) 
•+88388 112 in conjunction with a touch imprint, intraoperative consultation, or 

zzz 0.45 
frozen section, each tissue preparation (eg, a single lymph node) (List 
separately in addition to code for primary procedure) 

(Use 88388 in conjunction with 88329-88334) 

(Do not use 88387 or 88388 for tissue preparation for microbiologic cultures or flow 
cytometric studies) 

3 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 88387 

CPT Code:88387 Tracking Number Ill Specialty Society Recommended RVU: 0.62 

Global Period: XXX RUC Recommended RVU: 0.62 

CPT Descriptor: Macroscopic examination, dissection and preparation of tissue for non-microscopic analytical studies 
(eg, nucleic acid- based molecular studies); each tissue preparation (eg, a single lymph node) 
(Do not use 88387 for tissue preparation for microbiologic cultures or flow cytometric studies) 

(Do not use 88387 in conjunction with 88388, 88329-88334) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A woman has the diagnosis of breast cancer and the surgeon performs a "sentinel lymph node 
biopsy." 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? 

Description of Pre-Service Work: 

Description of Intra-Service Work: The pathologist receives the specimen fresh and uses sterile technique and careful 
dissection to examine for nodal tissue. The pathologist fmds a 1.0 em. lymph node and carefully dissects it from the 
surrounding fat. Because molecular studies may be done on the lymph node tissue, special precautions are taken for the 
handling and processing of the nodal tissue. Each lymph node is handled on a sterile surface to avoid contamination with 
breast tissue or primary tumor that can yield false positive assay results on subsequent molecular studies. If more than 
one sentinel node is obtained, these are also processed separately to avoid a positive node contaminating a negative node. 
The pathologist then sections cleaned nodal tissue and does not see tissue suspicious for cancer. The node is parsed by 
the pathologist into subparts each approximately 2 mm in thickness. To further assess the node, alternating 2 mm 
subparts (in total one half the node) are tested using a molecular assay that targets a marker specific to breast tissur 
First, the pathologist labels the nodes with the patient's identification number and with the node number. This is done ft 
all sentinel nodes while keeping the tissue from each node in separate containers. Next, the tissue is carefully prepared 
for molecular analysis. 

Description of Post-Service Work: 
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CPT Code: 88387 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2009 

Presenter(s): Dr. Jonathan Myles, MD 

Specialty(s): College of American Pathologist 

CPT Code: 88387 

Sample Size: 18 IResp N: 11 
I 

Response: 61.1 % 

Sample Type: Panel 

Low 25th octl Median* 75th DCtl Hia_h 

Service Performance Rate 8.00 13.50 20.00 112.50 150.00 

SurveyRVW: 0.35 0.62 1.18 1.20 1.25 

Pre-Service Evaluation Time: 0.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 

Intra-Service Time: 9.00 10.00 10.00 13.50 15.00 

Immediate Post Service-Time: 5.00 
--

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

"*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
,process: Select Pre-Service Package 

CPT Code: 188387 Recommended Physician Work RVU: 0.62 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 0.00 0.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 20.00 

Immediate Post Service-Time: 0.00 

Post O~erative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

"'lischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Afice time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 
--

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure b~sgg on its modifier -51 exempt status? No 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
88381 

Global 
XXX 

WorkRVU 
1.18 

CPT Code: 88387 

Time Source 
RUCTime 

CPT Descriptor Microdissection (ie, sample preparation of microscopically identified target); manual 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
11056 000 0.00 RUCTime 1,404,799 
CPT Descriptor 1 Paring or cutting of benign hyperkeratotic lesion (eg, com or callus); 2 to 4 lesions 

MPC CPT Code 2 
29075 

Global 
000 

WorkRVU Time Source 
0. 77 RUC Time 

CPT Descriptor 2 Application, cast; elbow to finger (short arm) 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

69,576 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 6 % of respondents: 54.5 % 

TIME ESTIMATES <Median) Key Reference 
CPT Code: CPT Code: 

88387 88381 

~IM_~_· __ ~_e_-~ __ ~_ic_e_Tim __ e ____________________ ~l~! __ o_.oo __ ~ll~ ___ o_.oo ____ ~ 

I M~ lntta-~mce Time II 20.00 II 30.00 

I Median Total Time 

0.00 II 0.00 

0.0 I 0.00 

0.0 I 0.00 

0.0 I 0.00 

0.0 I 0.00 

0.0 I 0.00 

~I 
30.00 

I M~ Immediate Post-se~ice Time 

I M~ Critical Care Time 

I M~ Other Hospital Visit Time 

I M~ Discharge Day Management Time 

I M~ Office Visit Time 

I ~olonged ~~ices Time 

Other time if appropriate 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of ._I __ 2_.3_3 _ _.I ._I __ 2_.3_3 _ ___, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___2_.s_o _ _.l ._I __ 2_.5o _ ___, 

I L-U_r.=:.ge_nc....::y_o_f_m_edi_·c_al_d_ec_is_io_n_making_·-..:::..----------'1 L-1 __ 2_.6_7 _ _.I L-1 __ 2_.6_7 _--.~ 

Technical Skill!Phvsical Effort (Mean) 

la..:T...:;.ec~hni-·cal,;..,__;s:.:...:kil_l_re~qu-ir_ed ___________ ....~l L-1 _2_.oo,;_____JIIL-__ 2_.3.....;.3 _ __,~ 

L-1 P-'hy::...s_ical_efii_o_rt_re_,quired'-·--------------'ll._ __ l.l_7 _ _.11.__ __ 1.3_3 _ ___. 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality IIL--_2_.8_3 _ _.IIL--__ 2_.5_0_---J 

L-IOu_too_m_e_depe~_nds_o_n_th_e_skil_._l_~~ju_dgm.=:..-e_m_o_f~ph....::y_si_cmn ___ __.IL-1 __ 2_.00_--.~IL-1 __ 2_.1_7_--.~ 

L-l&_wm_._ted_ri_sk_o_f_mal~prn_cn_·ce_sw_·t_M_.th_poo~r_o_u_too_m_e ___ ___,I._I __ 2_.5_0 _ _.I._I __ 2_.3_3 _ __. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

~~~...:;.e~-~-nn_·c_e_m_re_ns_ity~/-co_m~p'--le_~~·ty~----------....IIL-1 __ 1~.8~3 _ _.1~1 __ 1_.6_7_~ 

L-llntr_a_-~_nn_·c_e _m_te_ns_ity:::..-/_co_m..:..p_le_xi-=-ty _________ __,l ._I __ 2_.00 _ __.1 ._I __ 2_.6_7 _ __, 

Ll P...;.o_st-_~_nn_·_ce_mre_ns--"ity:...../c_o_m.._pl_e~_·ty..::..._ _________ -....~1 L-1 __ 2_.oo _ ___.lj.___2_.3_3 _ __, 

Additional Rationale 

CPT Code: 88387 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

'ollowing the survey, the CAP determined that an Expert Panel was needed to further evaluate the data. The data were 
.eviewed by an Expert Panel that included CAP's relative value workgroup, CAP's RUC advisor, the American Society 
of Cytopathology (ASC) RUC advisor and included representatives from the general and academic pathology practice 
settings. The Panel also included a molecular pathologist who actively performs the surveyed service, since this CPT 
code represents new technology and this service is not currently performed by most general pathologists. 
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CPT Code: 88387 
The Expert Panel recommends the RVW value of 0.62. 

The Panel took these steps in reaching their conclusion: 
1) Reviewed the survey results 
2) Compared the recommended RVW, time and intensity/complexity of 8838X1 to the reference service 883 

Microdissection (ie, sample preparation of microscopically identified target); manual and, 
3) Compared other services/procedures on the MPC List to the recommended RVW and time of 8838X1 

Review o(Survey Results 
The Expert Panel felt the survey respondents fairly estimated the physician work time of 20 minutes, but that the survey 
median RVW of 1.18 was too high. Code 8838X1 has approximately the same intensity/complexity as the reference 
service code 88381 Microdissection (ie, sample preparation of microscopically identified target),· manual but with ten 
fewer minutes. The Panel's expert verified that the time of20 minutes was correct for 8838X1, and that the intensity 
and complexity overall was about the same as that of the reference service. The Panel also looked at other 
services/procedures with the same total time as the new code, and felt the 25% survey value of0.62 RVW was 
appropriate. 

SERVICES REPORTED Wim MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) No 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pathology How often? Rarely 

Specialty How often? 

Specialty How often? 
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CPT Code: 88387 

Estimate the number of times this service might be provided nationally in a one-year period? 5000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Information provided by Veridex, Johnson and Johnson 

Specialty Pathology Frequency 5000 Percentage 100.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
3,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Information provided by Veridex, Johnson and Johnson 

Specialty Pathology Frequency 3000 Percentage 100.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLn 

)oes the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 88329 as more similarly valued 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 88388 

CPT Code:88388 Tracking Number II2 Specialty Society Recommended RVU: 0.45 

Global Period: ZZZ RUC Recommended RVU: 0.45 

CPT Descriptor: Macroscopic examination, dissection and preparation of tissue for non-microscopic analytical studies 
(eg, nucleic acid -based molecular studies); in conjunction with a touch imprint, intraoperative consultation, or frozen 
section, each tissue preparation (eg, a single lymph node) (List separately in addition to code for primary procedure) 

(Use 88388 in conjunction with 88329-88334) 

(Do not use 88387 or 88388 for tissue preparation for microbiologic cultures or flow cytometric studies) 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: A woman has the diagnosis of breast cancer and the surgeon performs a "sentinel lymph node 
biopsy" and requests a frozen section or touch imprint in addition to further analytic studies. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? 

Description of Pre-Service Work: N/ A 

Description of Intra-Service Work: The pathologist receives the specimen fresh. Because molecular studies will need to 
be performed on this specimen, the pathologist cannot use the typical frozen section protocol when initiating examination 
of the tissue. 
Instead, the pathologist prepares the dissection area by using a sterile dissection field. This means the use of a sterile 
cutting board. The pathologist uses sterile technique and careful dissection to examine for nodal tissue. The pathologist 
fmds a 1.0 em. lymph node and carefully dissects it from the surrounding fat. Because molecular studies may be done 
on the lymph node tissue, special precautions are taken for the handling and processing of the nodal tissue. Each lymy 
node is handled on a sterile surface to avoid contamination with breast tissue or primary tumor that can yield fal~ 
positive assay results on subsequent molecular studies. If more than one sentinel node is obtained, these are also 
processed separately (each on its own dissection board) to avoid a positive node contaminating a negative node. 
The pathologist then sections cleaned nodal tissue and does not see tissue suspicious for cancer. The node is parsed by 
the pathologist into even numbers of subparts of approximately 2 mm in thickness. 
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CPT Code: 88388 
At this point the pathologist performs a frozen section or touch imprint and fmds no malignant cells. 
Because no malignant cells were found by either frozen section (or touch imprint cytology), the pathologist returns to the 
node(s). Next, the tissue is carefully prepared for molecular analysis. 

1)escription of Post-Service Work: N/A 
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CPT Code: 88388 
SURVEY DATA 
RUC Meeting Date {mm/yyyy) jo4/2009 

Presenter{s): Dr. Jonathan Myles, MD 

Specialty{s): College of American Pathologists 

CPT Code: 88388 

Sample Size: 14 IResp N: 8 
I 

Response: 57.1 % 

Sample Type: Convenience 

Low 25th octl Median* 75th octl His.h 
Service Performance Rate 2.00 9.50 22.50 64.50 150.00 

SurveyRVW: 0.35 0.68 1.19 1.20 1.50 

Pre-Service Evaluation Time: 0.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 

Intra-Service Time: 3.00 10.00 12.50 16.75 25.00 

Immediate Post Service-Time: 5.50 

Post O_D_erative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit{s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38, 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: Select Pre-Service Package 

CPT Code: J88388 Recommended Physician Work RVU: 0.45 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 0.00 0.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 12.00 

Immediate Post Service-Time: 0.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit{s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

REFERENCE SERVICE: 

Key CPT Code 
88334 

Global 
XXX 

WorkRVU 
0.73 

CPT Code: 88388 

Time Source 
RUCTime 

CPT Descriptor Pathology consultation during surgery; cytologic examination (eg, touch prep, squash prep), each 
additional site 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global Work RVU Time Source 
92250 XXX 0.44 RUC Time 
CPT Descriptor 1 Fundus photography with interpretation and report 

MPC CPT Code 2 
92083 

Global 
XXX 

WorkRVU Time Source 
0.50 RUC Time 

Most Recent 
Medicare Utilization 

1,988,003 

Most Recent 
Medicare Utilization 

2,519,141 

CPT Descriptor 2 Visual field examination, unilateral or bilateral, with interpretation and report; extended 
examination (eg, Goldmann visual fields with at least 3 isopters plotted and static 
determination within the central 30 I, or quantitative, automated threshold perimetry, 
Octopus program G-1, 32 or 42, Humphrey visual field analyzer full threshold programs 30-2, 
4-2, or 30/60-2) 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 4 %of respondents: 50.0 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

88388 88334 

I Median Pre-Service Time II 0.00 II 0.00 

I Median Intra-Service Time II 12.00 II 20.00 

'edian Immediate Post-service Time 0.00 0.00 

.edian Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 
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I Prolonged Services Time II 0.0 II 0.00 

IF ~=:=er=ia=:u=T=:=~=aT=Pim=pro=e=pna=.=te==============llll= ==12=.00====llll= ==20=.00===1 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of .... 1 __ I_.so _ __,lj 
management options that must be considered ~...-____ ......~ 

2.50 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___I.s_o_ ..... l ~-.r __ 2_.2_5 _ __.J 

._I U_r=-ge_nc~y_o_f_m_edi_·cal_dec_is_io_n_making_·-=-----------'1..._1 _2_.00 _ ___.1 ._I __ 3_.00 __ _. 

Technical Skill/Physical Effort (Mean) 

._I T_ec_hni_·cal_s_kill_reqwr-=--· _ed __________ ___.l ._I _2_.2_5 _ _.1 .... 1 __ 3._00 _ __.J 

._I P_hy"-s_ical_e_ffi_ort_reqwr_.__·_ed ___________ __.ll 1.75 1 .... 1 __ 1_.7_5 _ ___, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality lj._ __ 1_.2_5 _ _.1 .... 1 __ 2_.2_5 _ __, 

~...1 Ou_tco_m_e _depe....._nds_o_n_the_s_kill_and--=-judgm___,._en_t _of_..p-'hy"-s_ic_ian __ __,l ._I __ 2_.2_5 _ _.1 ._I __ 3_.00 __ _. 

~...1 Es_nma_· _ted_ns_· k_o_f_mal---:.p_ra_cn_·c_e _sw_·t_WI_.th_._poo_r _ou_tco_m_e ___ __.lj 1.75 11~....-__ 2_.2_5_----l 

INTENSITY/COMPLEXITY MEASURES CPr Code Reference 
Service 1 

Time Segments (Mean) 

IL.:.Pr..:..e:....-Se::..:.:..rvi..:...c:....e...::int..:..e...::ns..:..ity;:../:....co.;.;mp~le:....XI....;.:.ty:.__ ________ ___JI ._I __ 1_.7_5 _ _.~1 L...l __ 2_.2_5_......~ 

~...IIntr_a_-S_erv_ice_int_ens---=ity_lc_o_mp:...l_eXI_·ty=---_______ __.11 2.00 I ._I __ 3_.00 _ ____. 

~...1 P_o_st-_S_ervi_·ce_mtens_· --'ity:..../c_o_mp..:.l_eXI_ . ..:..ty ________ __.ll...___2_.oo _ ____.lj._ __ 2_.2_5 _ __, 

Additional Rationale 

CPT Code: 88388 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used ~. 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
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CPT Code: 88388 ... 
Following the survey, the CAP determined that an Expert Panel was needed to further evaluate the data. The data were 
reviewed by an Expert Panel that included CAP's relative value workgroup, CAP's RUC advisor, the American Society 
of Cytopathology (ASC) RUC advisor and included representatives from the general and academic pathology practice 
settings. The Panel also included a molecular pathologist who actively performs the surveyed service, since this CPT 
code represents new technology and this service is not currently performed by most general pathologists. 

The Expert Panel recommends the RVW value of 0.45. 

The Panel took these steps in reaching their conclusions: 
1) Reviewed the survey results 
2) Compared the recommended RVW, time and intensity/complexity of +88388 to the reference service 88334 

Pathology consultation during surgery,· cytologic examination (eg, touch prep, squash prep), each additional 
site and, 

3) Compared other services/procedures on the MPC List to the recommended RVW and time of +88388 

Review of Survey Results 
The Expert Panel upon review of the raw survey data suspected that some of the survey respondents may have 
included some of the work time of performing the touch prep or frozen section into the total time for the surveyed 
code. The molecular pathologist indicated that she had included a portion of the frozen section time into the total 
time for +88388. The Panel reduced the total minutes to 12.5, by eliminating the pre- and post-time. 

After reducing the total work time of +88388 down by 46%, the Panel then considered the appropriate work RVW. 
One half of the median survey RVW (0.59) was considered, but the Panel felt this value was too high since the 
intensity/complexity of +88388 was less than that of the reference service 88334. The Key MPC Comparison codes 
were reviewed in terms of both total time and intensity/complexity compared to this new code. Based on this 
comparison, the Panel agreed that an RVW value of 0.45 is most appropriate. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

[8] The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 
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CPT Code: 88388 
How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) Currently not reported 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pathology How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 5000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Estimate provided by Veridex, Johnson and Johnson 

Specialty Pathology Frequency 5000 Percentage 100.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
3,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Estimate provided by Veridex, Johnson and Johnson 

Specialty Pathology Frequency 3000 Percentage 100.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 88318 as more similarly valued 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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CPT Code:_88387, 88388 __ _ 
AMT A/Specialty Society Update Process 

PERC Summary of Recommendation 
XXX Global Period 

Non Facility Direct Inputs 

CPT Long Descriptor: 

88387 Macroscopic examination, dissection and preparation of tissue for non-microscopic analytical 
studies (eg, nucleic acid- based molecular studies); each tissue preparation (eg, a single lymph node) 

(Do not use 88387 for tissue preparation for microbiologic cultures or flow cytometric studies) 

(Do not use 88387 in conjunction with 88388, 88329-88334) 

+88388 Macroscopic examination, dissection and preparation of tissue for non-microscopic analytical 
studies (eg, nucleic acid- based molecular studies); in conjunction with a touch imprint, intraoperative 
consultation, or frozen section, each tissue preparation ( eg, a single lymph node) (List separately in addition 
to code for primary procedure) 

(Use 88388 in conjunction with 88329-88334) 

(Do not use 88387 or 88388 for tissue preparation for microbiologic cultures or flow cytometric studies) 

Please provide a brief description of the process used to develop your recommendation and 
the composition of your Specialty Society Practice Expense Committee: 

Data were developed by CAP's relative value workgroup which includes the American Society of 
Cytopathology (ASC) RUC advisor and representatives from the general and academic pathology practice 
settings. Molecular pathologists who actively perform the services were also consulted during the data 
development. 

See Excel spreadsheet for labor, supplies and equipment detail. 
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AMA Specialty Society Recommendation •·'. 

A I B J c D I E F I G 

r-1-. T_A_~ 1~- _______ _ 
Meeting Date: April 2009 

revised PERC Meeting 

---------;-! ------------+,...-,...-,,-----,.88=38;.:;;7~-----,:-ll-,...-,...-,,....---..,.=.88:;.:388=::-:----:-~ 
Code Descriptor: Macroscopic Code Descriptor: Macroscopic 

examination, dissection and examination, dissection and 
preparation of tissue for non- . preparation of tissue for non­
microscopic analytical studies microscopic analytical studies 

(eg, nucleic acid -based . ' (eg, nucleic acid - baSed 
molecular studies); each tissue molecular studies); in 
preparation (eg, a single lymph conjunction with a touch 

node) · imprint, Intraoperative 

3 

4 LOCATION 
CMS 
Code Staff Type 

Non 
Facility Facility 

consultation, or.frozen section, 
each tissue preparation (eg, a 

.slngl!'llymph node) (Ust ·,_ 
.separately in addition to code 

·for primary procedure) 

: 
i 

Non Facility[ Facility 

---·· ·------1---------·-1·----+-...::XXX=-- !-· ---------11---'xxx='----JI---------

LOJJA 

-------------~---------I'L~a=b~t~==b--~l---~-~~ 

_]_ SUBTOTAL ~LINICAL LABOR PER STAJ'I TY!'.L ··-------___ __.:L,._,0::.:3::=3:...:A--li--=La::.:b:::tec=h~--=--

8 TOTAL PRE-SERV CLINICAL LABOR TI_~E ~ER_~.!:.:.A.::F~F-=TY:..::..:.P-=E----II--=-L0:::.3::.::3:::..A:--li--La=b=tec:.::h:.:__I-__:::___U-

9 TOTAL SERVICE PERIOD CLINICAL !-!\BOR TI~:c:E . ..:P:..:EocRc.cST~A'-"F~F--f·--"L=-=0:..:3c:.3A~-t--La=b..:.:tec=-:.h __,. __ 0=---+-

10 TOTAL POST-SERV CLINICAL LABOR TIME 
11 

L033A Labtech 1 

12 Start: When containers/requisitions prepar!!~ f~_Pch~ys:::iic:.:.ia=n~------ll--------1------+------u--

----ll---4'-----11---- ... -----

0 

3 

0 

Prepare specimen containers/preload fixatiiie!fabel·c-::-:o-:-nta:-ci,.,-ne.,-,rsl"'d""isc::tri::::-.b--:utre--:--l-----1----+----ll-- - · · -- ------ll-----ll----------1 

L033A 14 requisition form( s) to physician 2 ..... ·----lr---=2=----11-------1 
15 Accession specimen/prepare for examination~ ·assemble slides 

··----1~------111-----------j 16 Perform screening function (where applicablei) .. · ·--'-'-'--'--·----t---------t-------fl-----
17 Prepare room. Replenish supplies. -----~-= -~ -~~~- -----------t---:L-::O;o;3""'3'"'A:---t--------ll---1:;----lll-· · ·· -----lll-----:-1--·--lll----
18 Other Clinical Activity (please specify): --------t--=.::;..:.."-'--f------t---'--U- ·· -----11----'---lf---------; 

Process specimen for H&E slide preparation (includes refacing block and · · · ··--·-----ll------11--- ·- --- -----1 
preparing for cutting, step sectioning and recuts. routine staining, 
coverslipping, quality control function, maintaining specimen tracking logs 

19 and labeling.) -·-- ·- ---------11-----t-----11------ll--- .. ··-· ----11------lf--·-· -----1 

20 End: When specimen is ready for examination by pathologist 
21 

22 Start: When specimen is ready for examination by pathologist 
Assemble and deliver slides with paperwork to-pathOI'-o'go:..;i::.:sts=;fo;.::r~H'i:&"'E;;---.--------t------t----ll----

23 examination and target selection -..""C"::-:-:c-::c:-:-::-==-=----1------~l-------t------t~--- ·-------U-------tl------------l 
24 Slides and paperwork delivered to the labOratory ·after target selection 
25 Deparaffination of unstained slides _______ :.:_:::::."'==="'"---1-----1-----1-----1!1--·- ·-- ------u----!1--- ------

Examination of unstained stains to verifY.andvisua""'l:i,-ze--ta,__rg-e.,.ts-; -m-a-:rk-WI"'"''"'th-ll---------,l-----t-----ll----------ll-----lr-----------1 

26 pen 
27 Collectandlabeltubesfortarget ·- ······-·-·-- ·-- ------~!----+------- ·--------lr-------111---- ····----
28 Decontamination of workspace and dissecting. sca_P"e" ____________ ---------t-----11---·---11--· ·-- - -··-----JI-----tf--- - --··--

29 Prepare Laser instrument, quality control and mafntenance functions-·.- -----------1--------11-------11-· _ ---~----_-_-_-_-_-_--~Ill-·_-_-_-_-_-_-_---llf~ _-::_·_-_-_-_-_1-::_·_-_-_-__ --1 
-=- Mc~odissect each unstained slide sequentially wtiiie reviewing H and E --

.lQ.~ned~--------- _ .... _________ -------1-------11-------- ___ ... ------ll------1'1----------

31 Document procedure in logs and place tu~sin_~!o~ge until extra~on ---------t--------1-----·--
Assist pathologist with gross specimen examination (including 

32 performance of intraoperative frozen sections) _________ ·----+-------11-----1------· _ 
33 Prepare specimen for automated processing_ . _ . ·-------------- !------1-------1---- _ .... _ _ 

41 Start: When specimen examination by _p_athologist is complete 

AMA Specialty Society 
Recommendation 
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AM.A!Specialty Society RVS Update Committee 
Summary of Recommendations 

February 2009 

Peripheral Electrical Bioimpedance 

In October 2008, the CPT Editorial Panel revised code 93701 Bioimpedance derived physiologic cardiovascular analysis to fully 
describe all types ofbioimpedance procedures presently in use. In 2001, the RUC recommended 0.00 physician work RVUs for 
93701, as the physician work of reviewing this computer generated report is included as part of an associated E/M service. The RUC 
agreed the change was editorial. The RUC reaffirmed their previous recommendation and recommends 0.00 work RVUs for 
93701. 

CPT Code CPT Descriptor Global Period WorkRVU 
(•New) Recommendation 

93701 Bioimpedance- derived Qh~siologic cardiovascular anal~sis, XXX 0.00 
thoraeie, eleetrieal 

(PE Only) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

Infant Pulmonary Function Testing 

In February 2009, the CPT Editorial Panel created three new CPT codes to describe the infant standard pulmonary function testing 
(PFT) that replicates adult PFTs with sedated infants or young children. 

The specialty societies performed a survey of 40 physicians performing infant PFT in the U.S. The specialty acknowledged its low 
response rate of26 may have contributed to the improper rank order of survey median physician work 94012 and 94013. The RUC 
reviewed these three new services, which are only performed in the facility setting, in relation to survey results and specialty 
recommended physician time and work effort in relation to other services to develop the recommendations. 

94011 Measurement of spirometric forced expiratory flows in an infant or child through 2 years of age 
The RUC reviewed the specialty survey and specialty recommendations for new code 94011 and understood that the reduced pre­
service time of 30 minutes (evaluation time only) from the standard package for a difficult sedated patient/straightforward procedure 
(33 minute evaluation time/1 minutes positioning time/5 minutes scrub, dress, wait time), appeared justified since the pediatric 
pulmonologists performing this test typically differs from the treating physicians (either pediatric pulmonologist or other physicians) 
with whom the family has a relationship established. Parents usually are shown the equipment (a clear body box that the infant is 
placed in, an airtight face-mask to be secured to the infant, and a pneumatic vest) as part of the informed consent process. 

In support of the surveyed intra-service time (30 min), the RUC understood that infant PFTs include moderate sedation, as the 
physician actively performs the test. The technician calibrates the equipment, and assists in any resuscitation efforts. After the service, 
the physician speaks with the parents and the referring physician, and interprets the data in these difficult infants with cystic fibrosis. 
The RUC concurred that the correct physician time components for 94011 are 30 minutes pre-service, 30 minutes intra-service, and 20 
minutes immediate post totaling 80 minutes. 

The specialty recommended the survey median work RVU of2.00 and the survey median physician time. In relation to this service, 
the RUC also reviewed the physician work of CPT code 99480 Subsequent intensive care, per day, ElM of recovering infant 2501-

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



5000g (Work RVU = 2.40), 94002 Ventilation assist and management, initiation of pressure or volume preset ventilators for assisted 
or controlled breathing; hospital inpatient/observation, initial day (Work RVU = 1.99 RVU), and 93312 Echocardiography, 
transesophageal, real-time with image documentation (2D) (with or without M-mode recording),· including probe placement, image 
acquisition, interpretation and report (Work RVU = 2.20), and agreed with the recommended value for 940X1 of2.00. The RUC 
recommends the survey median relative work value of 2.00 for CPT code 94011. 

94012 Measurement of spirometric forced expiratory flows before and after bronchodilator in an infant or child through 2 
years of age 
The specialty recommended the survey median time, but argued that the survey median was too low. The RUC reviewed the specialty 
survey and specialty recommendations for new code 94012 and understood· that the reduced pre-service time of 30 minutes (evaluation 
time only) from the standard package for a difficult sedated patient/straightforward procedure (33 minute evaluation time/1 minutes 
positioning time/5 minutes scrub, dress, wait time), appeared justified since the pediatric pulmonologists performing this test typically 
differs from the treating physicians (either pediatric pulmonologist or other physicians) with whom the family has a relationship 
established. Parents usually are shown the equipment (a clear body box that the infant is placed in, an airtight face-mask to be secured 
to the infant, and a pneumatic vest) as part of the informed consent process. 

In support of the surveyed intra-service time (60 min), the RUC understood that infant PFTs include moderate sedation, and the 
physician actively performs the test, however in addition, the child is administered a bronchodilator after the first set of measurements, 
10 minutes waiting time is necessary to permit the effect of albuterol (J code separately reported), 25 minutes additional time for 
making measurements. The RUC concurred that the survey respondents misunderstood this service in relation to 94011 and 94012, 
which provided for a disproportionately low value amongst this family of services. 

The RUC developed a building block methodology to establish an appropriate work RVU. The RUC used 94011 as the base code that 
contains 30/30/20=80 total minutes of time and a RUC recommended value of2.00. The survey indicated 94012 had 30 additional 
minutes of intra-service time above 94011. RUC took the intra-service work per unit of time (IWPUT) of 94011 (0.044) and 
multiplied it by the additional20 minutes· of active intra-service time for 94012, yielding 0.88 RVUs (20 x 0.044), then added the 
additional10 min waiting intra-service time (10 x 0.0224 = 0.22 RVU), for a total of 1.10 RVUs (0.88+0.22 = 1.10). When added to 
the 2.00 RVUs from base code, 94011, this yields 3.10 work RVUs. 

In relation to this service, the RUC also reviewed the physician work of CPT code 99480 Subsequent intensive care, per day, ElM of 
recovering infant 2501-5000g (Work RVU = 2.40), 96111 Developmental testing; extended (includes assessment of motor, language, 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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social, adaptive and/or cognitive functioning by standardized developmental instruments) with interpretation and report (Work RVU 
= 2.60 RVU), and 75563 Cardiac magnetic resonance imaging/or morphology and function without contrast material(s),followed by 
contrast material(s) and further sequences; with stress imaging (work RVU = 3.00). anc;l agreed with the recommended value for 
94012 of3.10 work RVUs. The RUC recommends a relative work value of3.10 for CPT code 94012. 

94013 Measurement of lung volumes (ie, functional residual capacity [FRC], forced vital capacity [VVC], and expiratory 
reserve volume [ERV)) in an infant or child through 2 years of age 
The specialty recommended that the survey results for this code were flawed, as the respondents did not understand that the service 
was essentially an add-on service. The RUC reviewed the specialty's survey results and understood that the work of94013 occurs 
after spirometry measures are obtained with 94011 or 94012, the lungs are inflated passively, with another series of tests performed. 
The RUC agreed that the survey respondents did not understand the code being surveyed, and responded as if they were repeating the 
94011. Therefore, the RUC removed all the pre-service time, reduced the intra-service time from the survey median of 42.5 minutes 
by 30 minutes to account for duplicative work performed in 94011, which left 12.5 minutes of intra-service time for 94013. The RUC 
also subtracted duplicative post-service time, resulting in 5 minutes of post-service time for interpretation ofthe data and relaying the 
results to the family. 

~ The RUC used a building block methodology using 94002, Ventilation assist and management, initiation of pressure or volume preset 
ventilators for assisted or controlled breathing; hospital inpatient/observation, initial day (work RVU = 1.99) as a building block base 
code to arrive at the value for 94013. The RUC used an IWPUT of0.044 RVU per minute for the 12.5 minutes of intra-service work 
yielding 0.55 work RVUs. The 5 minutes post-service time at 0.0224 RVU per minute yields another 0.11 work RVUs to total a 
recommended 0.66 work RVUs for 94013. This code may be used twice if performed after both the initial testing and the post­
bronchodilator study. The typical scenario is for 94013 to be used as an add-on code to 94011 or 94012, but could also be used as a 
stand alone code. 

In relation to this service, the RUC also reviewed the physician work of CPT code 94620, Pulmonary stress testing; simple (eg, 6-
minute walk test, prolonged exercise test for bronchospasm with pre- and post-spirometry and oximetry) (work RVU = 0.64, intra­
service time= 15 minutes) and agreed that the services are similar, though 94013 requires greater intensity particularly because of the 
nature of the young patients. The RUC also reviewed 94070, Bronchospasm provocation evaluation, multiple spirometric 
determinations as in 94010, with administered agents (eg, antigen[s}, cold air, methacholine) (work RVU = 0.60, intra-service time= 
15 minutes, Harvard time), 92615, Flexiblefiberoptic endoscopic evaluation, laryngeal sensory testing by cine or video recording; 
physician interpretation and report only (work RVU = 0.63, intra-time= 10 minutes), 93279, Programming device evaluation with 
iterative adjustment of the implantable device to test the function of the device and select optimal permanent programmed values with 
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physician analysis, review and report; single lead pacemaker system (work RVU = 0.65, intra-time= 10 minutes) and 95937, 
Neuromuscular junction testing (repetitive stimulation, paired stimuli), each nerve, any one method (work RVU = 0.65, intra-time= 
12 minutes) and agreed with the recommended value for 940X3 of0.66. The RUC recommends a relative work value of0.66 for 
CPT code 94013. 

New Technology: The RUC recommends that these services be placed on the RUC's New Technology list to be re-reviewed after 3 
years of claims data are available. 

Practice Expense: The RUC recommends no direct practice expense inputs for this set of codes as ~hey are always performed in the 
facility setting. 

CPT Code CPT Descriptor Global Period WorkRVU 
(•New) Recommendation 

e®940ll Measurement of spirometric forced expiratory flows in an infant or child through 2 XXX 2.00 
years of age 

e®940l2 Measurement of spirometric forced expiratory flows before and after bronchodilator XXX 3.10 
in an infant or child through 2 years of age 

e®940B Measurement of lung volumes (ie, functional residual capacity [FRC], forced vital XXX 0.66 
capacity [VVC], and expiratory reserve volume [ERV]) in an infant or child through 
2 years of age 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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AMA/SPECIALTY SOCIETY RVS UPDA1E PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 94011 

..:PT Code:94011 Tracking Number KK.l Specialty Society Recommended RVU: 2.00 

Global Period: XXX RUC Recommended RVU: 2.00 

CPT Descriptor: Measurement of spirometric forced expiratory flows in an infant or child through 2 years of age 

CLINICAL DESCRIPriON OF SERVICE: 

Vignette Used in Survey: A 5-month-old girl with cystic fibrosis has a chronic cough. An infant pulmonary function test 
is ordered to determine if there are abnormalities in forced expiratory flows. 

Percentage of Survey Respondents who found Vignette to be Typical: 92% 

Percent of survey respondents who stated they perform the procedure; In the hospital 96% , In the ASC 96%, In the 
office 19% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

"s moderate sedation inherent to this procedure in the Hospital/ASC setting? Yes 
'ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 100% 

Is moderate sedation inherent to this procedure in the office setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: *The pre-service work is different from the work of an Evaluation and Management 
Service where the determination is made that spirometry be performed, and is not provided on the same day as Infant 
PFT. Often a different physician performs the test than the provider ordering it. This procedure is performed in a 
specialized room. The physician reviews the patient record. The procedure is explained with any potential complications 
to the parents. Informed consent is obtained including showing the parent the equipment and explaining the procedure. 
Instructions provided to RN/RT staff. The physician is present for its duration. 

Description of Intra-Service Work: *The infant is sedated following the sedation proctocol and completes the paperwork 
with a review of the medication list, the vital signs and that the patient is npo. If the child awakens during the procedure, 
repeat sedation is administered. 
* The mask is tightly sealed over the infants nose and mouth. 
*The infant is placed inside an airtight, transparent box. 
*A series of measurements are made before, during and after mechanically squeezing of the chest using a pneumatic 
vest. Repeated cycles are obtained to insure valididity. 
"Orequently the box must be opened and the infant repositioned in order to ensure a tight seal of the mask over the 
.fant's face. 

Description of Post-Service Work: * The physician evaluates the data to ensure accuracy, including review of the mid­
maximal flow rates, examination of the flow-time curves, and comparision to available previous studies for significant 
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CPT Code: 94011 
interval change according to the A TS/ERS Consensus Statement. The physician documents the results in the medical . 
record. The patient is observed for any side effects from the sedation and then discharged into the care of the family. 
* The physician discusses the results with the patient/family, and communicates the results to the referring physician. 
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CPT Code: 94011 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) Jo4/2009 

Presenter(s): Drs. Burt Lesnick, Scott Manaker (ACCP), Alan Plummer (ATS), and Steve Krug (AAP) 

-' ll.f(S): ACCP, ATS, AAP 

CPT Code: 94011 

Sample Size: 40 IResp N: 26 
I 

Response: 65.0 % 

Sample Type: Panel 

~ 25th Dctl Median* 75th octl J:lig_h 

S;;., ,;i'-c Performance Rate 0.00 6.00 10.00 25.00 65.00 

Survey RVW: 0.25 1.00 2.00 3.21 6.00 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 2.00 20.00 30.00 82.50 150.00 

Immediate Post Service-Time: 20.00 

Post C" L!. Visits Total Min** I CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 f99291 X 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s}: 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

orolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

'*Phys1c1an standard total mmutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 2b -FAC Diff Pat/Straightfor Proc(w sedation/anes) 

CPT Code: j94011 Recommended Physician Work RVU: 2.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 30.00 33.00 -3.00 

Pre-Service Positioning Time: 0.00 1.00 -1.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 5.00 -5.00 

Intra-Service Time: 30.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

'lischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Jffice time/visit(s}: 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
94010 

WorkRVU 
0.17 

CPT Code: 94011 

Time Source 
RUCTime · 

CPT Descriptor Spirometry, including graphic record, total and timed vital capacity, expiratory flow rate 
measurement(s), with or without maximal voluntary ventilation 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
94010 XXX 0.17 RUC Time 1,242,167 
CPT Descriptor 1 Spirometry, including graphic record, total and timed vital capacity, expiratory flow rate 
measurement(s), with or without maximal voluntary ventilation 

MPC CPT Code 2 
95810 

Global 
XXX 

Work RVU Time Source 
3.52 RUC Time 

Most Recent 
Medicare Utilization 

290,311 

CPT Descriptor 2 Polysomnography, sleep staging with 4 or more additional parameters of sleep, attended by a 
technologist 

Other Reference CPT Code 
99254 

Global 
XXX 

WorkRVU 
3.29 

Time Source 
RUCTime 

CPT Descriptor Inpatient consultation for a new or established patient, which requires these 3 key components: a 
comprehensive history; a comprehensive examination; and medical decision making of moderate complexity. Usually the 
presenting problem(s) are of moderate to high severity. Physicians typically spend 80 minutes at the bedside and on the 
patient's hospital floor or unit. 

RELATIONSIITP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 30.7 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

94011 94010 

I Median Pre-Service Time II 30.00 II 0.00 

I Median Intra-Service Time II 30.00 II 5.00 

I Median hrunediate Post-service Time II 20.00 II 2.00 

I Median Critical Care Time II 0.0 II 0.00 

Median Other Hospital Visit Time I 0.0 II 0.00 

Median Discharge Day Management Time I 0.0 II 0.00 
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1=1 M=edi=·=an=O=ffi=c=e=V=is=it =Tim=e============liii===O.=O==III=I ==0=.00===1 
I Prolonged Services Time II 0.0 II 0.00 
~~ M,;;,;;ed,;;,;;j~an;,;,T==o==tal==T==im==e============~,, 80.00 11=1 ==,=.00===1 

Other time if appropriate 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of .... 1 __ ·3_.2_5 _ _,11.__ __ 1_.8_7_--..~ 
management options that must be considered -

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____3_.8_7 __ _,1 .... 1 ___ 2_.7_5 __ __, 

~lu_r~~-oc~y_o_fm_edi_.cal __ dec __ ~_io_n_~_·~-------------~~~~ __ 3_.00 __ --..~1~1 ____ 2_.3_7 __ __, 

Technical Skiii/Phvsical Effort (Mean) 

I._ T_ec_hni_._cal __ skill_· _r_eqwr"---· ed ______________________ __,l .... 1 __ 3_.2_5 __ ....~11 ~ ____ 2_.7_5 __ __, 

L..:..l P..:;;hy::.:s.:...ical __ effi_o;_rt_r......;eqwr=· ed~--------------------.JII 3.37 I ._I ____ 2_.8_7 __ __, 

Psychological Stress (Mean) 

I The ruk of significant complications, morbidity and/or mortality I ._I __ 2_.87_--..~1 ~~ ____ 2_.3_7 __ __, 

~I Ou_tc_om_e_depe__,__nds_o_n_tb_e_skill_._an_d.::..ju_dgm:::._e_m_o_f..._ph..::y_si_ci_an __ __,l._l __ 3_.8_7 _ _,1 ._I __ 2_.8_7_--..~ 

._I Es_tuna_· _ted_ru_k_o_f_mal__._pra_cn_·ce_s_w_·t_WI_·th--'poo"---r_o_u_tc_om_e ___ __,l._l __ 3_.00 _ ____,1 .... 1 __ 2_.2_5 _ __, 

INTENSITY/COMPLEXITY MEASURES CPf Code Reference 
Service 1 

Time Segments (Mean) 

I._ Pr_e_-Se_rvt_· c_e _int_ens__,ity'-/c_o_m ..... pl_eXI_·ty"------------------'IIL-__ 3_.3_7 __ ...JII~ __ 2_.3_7 __ __. 

~IIntra __ -S_ervt_·ce_int_ens--'ity::.../_co_mp...__leXI_ . ...:..ty ________ __.l._l __ 3_.7_5 _ _,, .... 1 __ 3_.1_2_~ 

~~ P....:.o.:...st-_Se_rv_i_ce_in_t_ens_I...;!.ty......;lc_o_m.!..pl_eXI_.ty.::..__......;.. ______ __JII 3.00 I ~~ __ 2_.87 _ __, 

dditional Rationale 

CPT Code: 94011 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
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CPT Code: 94011 
ACCP and A TS worked with AAP and derived a consensus recommendation through our respective committees. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) NOT REPORTED 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pulmonary Medicine How often? Rarely 

Specialty Pediatrics How often? Rarely 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 720 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. 

Specialty Pulmonary Medicine Frequency 720 Percentage 100.00% 

Specialty Pediatrics Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 0 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 

424 



Specialty 

Specialty 

)pecialty 

Frequency 0 

Frequency 0 

Frequency 0 

Percentage 0.00 % 

Percentage 0.00% 

Percentage 0.00% 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance lnfonnation (PLI) 

CPT Code: 94011 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 99480 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 94012 

CPT Code:94012 Tracking Number KK.2 Specialty Society Recommended RVU: 3.10 

Global Period: XXX RUC Recommended RVU: 3.10 

CPT Descriptor: Measurement of spirometric forced expiratory flows before and after bronchodilator in an infan~ or 
child through 2 years of age 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 4-month-old boy has a chronic cough. An infant pulmonary function test is ordered to 
determine if there are abnormalities in forced expiratory flows and if they are reversible by a bronchodilator. 

Percentage of Survey Respondents who found Vignette to be Typical: 88% 

Percent of survey respondents who stated they perform the procedure; In the hospital 96% , In the ASC 96%, In the 
office 19% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 100% 

Is moderate sedation inherent to this procedure in the office setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: *The pre-service work is different from the work of an Evaluation and Management 
Service where the determination is made that spirometry be performed, and is not provided on the same day as Infant 
PFf. Often a different physician performs the test than the provider ordering it. This procedure is performed in a 
specialized room. The physician reviews the patient record. The procedure is explained with any potential complications 
to the parents. Informed consent is obtained including showing the parent the equipment and explaining the procedure. 
Instructions provided to RN/RT staff. The physician is present for its duration. 

Description of Intra-Service Work: *The infant is sedated following the sedation proctocol and completes the paperwork 
with a review of the medication list, the vital signs and that the patient is npo. 
*The mask is tightly sealed over the infants nose and mouth. 
*The infant is placed inside an airtight, transparent box. 
*A series of measurements are made before, during and after mechanically squeezing of the chest using a pneumatic 
vest. Repeated cycles are obtained to insure valididity. 
*Frequently the box must be opened and the infant repositioned in order to ensure a tight seal of the mask over th' 
infant's face. 
*A bronchodilator is then administered after which the physician must wait for its effects. The above procedure is then 
repeated. 
*If the child awakens, repeat sedation is administered. 
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' . . ~ CPT Code: 94012 

Description of Post-Service Work: *The physician evaluates the data to ensure accuracy, including review of the mid­
maximal flow rates, examination of the flow-time curves, and comparision to available previous studies for significant 
interval change according to the A TS/~RS Consensus Statement. The physician documents the results in the medical 
·ecord. The patient is observed for any side effects from the sedation or bronchodilator and then discharged into the care 
of the family. 
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CPT Code: 94012 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4/2009 

Presenter(s ): Drs. Burt Lesnick, Scott Manaker (ACCP}, Alan Plummer (ATS}, and Steve Krug (AAP} 

Specialty(s): ACCP, ATS and AAP 

CPT Code: 94012 

Sample Size: 40 'Resp N: 26 I Response: 65.0 % 

Sample Type: Panel 

Low 25th octl Median* 75th octl Hi.g_h 

Service Performance Rate 0.00 6.00 10.00 30.00 60.00 

Survey RVW: 0.31 1.41 2.37 4.00 6.50 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: -2.00 40.00 60.00 90.00 200.00 

Immediate Post Service-Time: 25.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38), 
99239 (55}; 99211 (7}; 99212 (16}; 99213 (23}; 99214 (40}; 99215 (55}; 99354 (60}; 99355 (30}; 99356 (60}; 99357 (30} 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 2b -FAC Diff Pat/Straightfor Proc(w sedation/anes) 

CPT Code: 194012 Recommended Physician Work RVU: 3.10 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 30.00 33.00 -3.00 

Pre-Service Positioning Time: 0.00 1.00 -1.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 5.00 -5.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 25.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
94060 

Global 
XXX 

WorkRVU 
0.31 

CPT Code: 94_Q12' 

Time Source 
RUCTime 

CPT Descriptor Bronchodilator responsiveness, spirometry as in 94010, pre- and post-bronchodilator administration 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
94010 XXX 0.17 RUCTime 1,242,167 
CPT Descriptor 1 Spirometry, including graphic record, total and timed vital capacity, expiratory flow rate 
measurement(s), with or without maximal voluntary ventilation 

MPC CPT Code 2 
95810 

Global 
XXX 

Work RVU Time Source 
3.52 RUC Time 

Most Recent 
Medicare Utilization 

290,311 

CPT Descriptor 2 Polysomnography, sleep staging with 4 or more additional parameters of sleep, attended by a 
technologist 

')ther Reference CPT Code 
!)9255 

Global 
XXX 

WorkRVU 
4.00 

Time Source 
RUCTime 

CPT Descriptor Inpatient consultation for a new or established patient, which requires these 3 key components: a 
comprehensive history; a comprehensive examination; and medical decision making of high complexity. Usually the 
presenting problem(s) are of moderate to high severity. Physicians typically spend 110 minutes at the bedside and on the 
patient's hospital floor or unit. 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 9 % of respondents: 34.6 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

940U 94060 

I Median Pre-Service Time II 30.00 II 5.00 

I Median Intra-Service Time II 60.00 II 10.00 

1edian Immediate Post-service Time 25.00 5.00 

.~edian Critical Care Time 0.0 0.00 
I I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 
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I Prolonged Services Time II 0.0 II 0.00 

I
FM=oo==ia=n=T=o~==T=~=e=========================91FI==1=15=.=00==~,~? ===w==.oo====~ 

Other time if appropriate . . . . 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Men~ Effort and Judgment (Mean) 

The nwnber of possible diagnosis and/or the nwnber of '---__;_3_.1_1_....~1 Ll __ 1_. 7_7 _--J 

management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.....__4.00 _ ____.1 L--1 __ 2_.66 _ ____. 

~~U~~~e_oc~y_o_fm_edi_·cal_dec_~_w_n_~_·~-------~~~~ __ 3.00 _ ____.1~1 __ 2_.3_3_~ 

Technical Skili/Pbysical Effort (Mean) 

Ll T_ec_hni_·cal--s._kil.;;.;.l.:..;reqwr..!..-· _ed __________ ___JI L--1 _3_.22_---JII~.--_2_.66 __ .....~ 

~..:I P..:;.:hy:..;;.si~cal.;.;...;.:effi:..:.o:..:.rt.:..;reqwr~· _ed __________ ___JII 3.33 I Ll __ 2._77 _ ____. 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I Ll __ 3_.1_1 _ ..... 1 L..l __ 2_.44 __ ..... 

LjOu__;_~~om_e_de~~~nds~o_n_th_e_s_kil_l_and~j~~-ent_of~p~ey~s-~_Um __ __.....ILI __ 3_.8_8_ ..... 1LI __ 3_.1_1 _ __J 

L..l Es_ttma_· _ted_ru_k_o_f_mal--!.p_ra_cn_·c_e _sw_·t_WI_.th__._poo_r_ou_tco_m_e ___ __.I L..l __ 2_.s_s _ _.l L..l __ 2_.22 __ _, 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

T~e Segments (Mean) 

Ll Pr_e_-S_e_rv_ice_int_e_ns_ity::....l_co_mp..:..l_eXI_.ty..:._ ________ __.l ,_I _3_.3_3 _ _,11.....__2_.3_3 _ _, 

I L lntra __ -S_erv_I_·ce_int_ens_i....::ty_lco_m ...... P._l_eXI--'.ty'-----------'1 ,_I _3_.66 _ _.....1 L..l __ 3_.00 _ _..... 

~..:IP~os._~ ..... ~-~-·_ce_inte._.....ns~i~ty_lc_omp~le_XI....::·ty .......... ________ __,ILI __ 3_.oo _ _.....IL..I __ 2_.5_5 _ _, 

Additional Rationale 

CPT Code: 94012 

Describe the process by which your specialty society reached your final recommendation. If your society has used a. 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

ACCP and A TS worked with AAP and derived a consensus recommendation through our respective committees. 
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CPT Code: 94012 

SERVICES REPORTED WITH MULTIPLE CPr CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

-D --The-surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part _of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
_your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) NOT REPORTED 

dow often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pulmonary Medicine How often? Rarely 

Specialty Pediatrics How often? Rarely 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 720 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. 

Specialty Pulmonary Medicine _ Frequency 720 Percentage 100.00 % 

Specialty Pediatrics Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 0 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 

..)pecialty Frequency 0 

Specialty Frequency 0 

Specialty Frequency 0 

Percentage 0.00% 

Percentage 0.00% 

Percentage 0.00% 
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CPT Code: 94012 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 99480 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 94013 

CPT Code:94013 Tracking Number KK3 Specialty Society Recommended RVU: 0.66 

Global Period: XXX RUC Recommended RVU: 0.66 

CPT Descriptor: Measurement of lung volumes (ie, functional residual capacity [FRC], forced vital capacity [FVC], and 
expiratory reserve volume [ERV]) in an infant or child through 2 years of age 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 9-month-old girl has survived perinatal lung surgery to remove a congenital cystic 
adenomatous malformation. Lung volumes are being assessed to determine compensatory growth. 

Percentage of Survey Respondents who found Vignette to be Typical: 77% 

Percent of survey respondents who stated they perform the procedure; In the hospital 96% , In the ASC 96%, In the 
office 19% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

.s moderate sedation inherent to this procedure in the Hospital/ ASC setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 100% 

Is moderate sedation inherent to this procedure in the office setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 4% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: *The pre-service work is different from the work of an Evaluation and Management 
Service where the determination is made that spirometry be performed, and is not provided on the same day as Infant 
PFr. Often a different physician performs the test than the provider ordering it. This procedure is performed in a 
specialized room. The physician reviews the patient record. The procedure is explained with any potential complications 
to the parents. Informed consent is obtained including showing the parent the equipment and explaining the procedure. 
Instructions provided to RN/RT staff. The physician is present for its duration .. 

Description ~f Intra-Service Work: *The infant is sedated following the sedation proctocol and completes the paperwork 
with a review of the medication list, the vital signs and that the patient is npo. If the child awakens during the procedure, 
repeat sedation is administered. 
*The mask is tightly sealed over the infants nose and mouth. 
*The infant is placed inside an airtight, transparent box. 
*A series of measurements are made before, during and after mechanically squeezing of the chest using a pneumatic 
·est. Repeated cycles are obtained to insure valididity. 
Frequently the box must be opened and the infant repositioned in order to ensure a tight seal of the mask over the 

infant's face. 
*The infant's lungs are then passively inflated to total lung capacity. The above procedure is then repeated with multiple 
measurements after passive inflation. 
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CPT Code: 94013 
Description of Post-Service Work: * The physician evaluates the data to ensure accuracy, including review of the mid­
maximal flow rates, examination of the flow-time curves, and comparision to available previous studies for significant 
interval change according to the ATS/ERS Consensus Statement. The physician documents the results in the medical 
record. The patient is observed for any side effects from the sedation or bronchodilator and then discharged into the car~ 
of the family. 
* The physician discusses the results with the patient/family, and communicates the results to the referring physician. 
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CPT Code: 94013 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) lo4/2009 

Presenter(s): Drs. Burt Lesnick, Scott Manaker (ACCP), Alan Plummer (ATS), and Steve Krug (AAP) 

3pecialty(s): ACCP, ATS and AAP --

CPT Code: 94013 

Sample Size: 40 IResp N: 26 
I 

Response: 65.0 % 
-

Sample Type: Panel 

Low 25th octl Median* 75th octl H!g_h 

Service Performance Rate 0.00 6.00 11.00 35.00 65.00 

Survey RVW: 0.31 1.00 2.20 3.88 6.00 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 2.00 30.00 42.50 90.00 180.00 

Immediate Post Service-Time: 20.00 

Post Qp~rative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

orolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

*Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 {40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 2b -FAC Diff Pat/Straightfor Proc(w sedation/anes) 

CPT Code: j94013 Recommended Physician Work RVU: 0.66 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 0.00 33.00 -33.00 

Pre-Service Positioning Time: 0.00 1.00 -1.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 5.00 -5.00 

Intra-Service Time: 12.50 

Immediate Post Service-Time: 5.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Oischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Jffice time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
99255 

Global 
XXX 

WorkRVU 
4.00 

CPT Code: 94013 

Time Source 
RUCTime 

CPT Descriptor Inpatient consultation for a new or established patient, which requires these 3 key components: a 
comprehensive history; a comprehensive examination; and medical decision making of high complexity. Usually the 
presenting problem(s) are of moderate to high severity. Physicians typically spend 110 minutes at the bedside and on the 
patient's hospital floor or unit. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
94010 XXX 0.17 RUC Time 1,242,167 
CPT Descriptor 1 Spirometry, including graphic record, total and timed vital capacity, expiratory flow rate 
measurement(s), with or without maximal voluntary ventilation 

MPC CPT Code 2 
95810 

Global 
XXX 

Work RVU Time Source 
3.52 RUC Time 

Most Recent 
Medicare Utilization 

290,311 

CPT Descriptor 2 Polysomnography, sleep staging with 4 or more additional parameters of sleep, attended by , 
technologist 

Other Reference CPT Code 
99254 

Global 
XXX 

WorkRVU 
3.29 

Time Source 
RUCTime 

CPT Descriptor Inpatient consultation for a new or established patient, which requires these 3 key components: a 
comprehensive history; a comprehensive examination; and medical decision making of moderate complexity. Usually the 
presenting problem(s) are of moderate to high severity. Physicians typically spend 80 minutes at the bedside and on the 
patient's hospital floor or unit. 

RELATIONSIUP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
c.re rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 5 % of respondents: 19.2 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

94013 99255 

I Median Pre-Service Time II 0.00 II 20.00 

I Median Intra-Service Time II 12.50 II 60.00 

I Median Immediate Post-service Time II 5.00 II 25.00 

I Median Critical Care Time II 0.0 II 0.00 

I Median Other Hospital Visit Time II 0.0 II 0.00 
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I Median Discharge Day Management Time 0.0 111===0=.00===1 

I Median Office Visit Time o.o lll===o=.oo===l 

I Prolonged Services Time I 0.0 II 0.00 
F=====================9 ?=========9 

: 

M_ed_ia_n_T_o_tai_TIID_· _e-------------; ~ r--1_0_5._00_--1 
Other time if appropnate c===J . 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judwent (Mean) 

The number of possible diagnosis and/or the number of I 3.00 II 
management options that must be considered .___ ___ _. ._ ____ __. 

3.00 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

......__4_.80 _ ____.1 L...l __ 4_.40.;_____J 

L...l U:....:.rg:::.:e:....:.nc..::.y:....:.o..:-.fm..::edi.:....:..::.cal.;__dec_is_io_n _making_· .:::__ _______ --II ._I _3_.40 _ ____.11......__3_.60 __ __. 

Technical Skill/Physical Effort (Mean) 

IL...~_ec_hni_.cal_sk:ill_._r_eqwr~· ed __________ __.l ._I _3_.40_----11 L...l __ 3_.60 _ ____. 

._I P--'hy'-si_cal_effi_o_rt_reqwr_._·_ed ___________ _.l ._I _4_.40 _ ____.1 ..... 1 __ 4_.2_0 _ ____, 

Psychological Stress (Mean) 

1 The risk of significant complications, morbidity and/or mortality I L...l __ 3_.80 _ __.1 ._I __ 3_.60 __ ....~ 

._IOu_oc_om_e_~~-nds_o_n_the __ s_~_l_and~j•_Jd~gm_e_nt_o_f~p~hy'-si_ci __ an ___ __.l._l __ 4_.80 _ __.11....._ __ 4_.2_0_----1 

~..:1 Es:.:.tuna:::. ::.....:..;ted:....:...:..ris..::k..:-.o:....:.f..::mal:;;..!.pra..;;....cn_·ce_sw_·t_Wl_·th~poo-r o:....:.u:....:.tco:....:.m:.....e.;__ __ ---JI ._I __ 4_.2_0 _ _.1 ._I __ 3_.80 __ _. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

._IPr_e_-S_e_rv_ice_~_e_ns_ity~/_co_mp~le_~~·ty~----------'11 3.40 I ..... 1 __ 3.oo _ ____. 

._lm_na_-s_erv_ice_~_e_ns_ity~/-co_m~p-~_xi~ty-------------'11 3.60 • I ._I __ 3.2_o_--~ 

L...IP_o_~-~-~-·_ce_inte_ns---=ity~/c_o_mp~l_e~_·ty~------------'11 3.60 I L...l __ 3.2_o_--~ 

... dditional Rationale 

CPT Code: 94013 

Describe the process by which your specialty society reached your final reconunendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
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CPT Code: 94013 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

-
Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

-D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is perfonning and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unliste 
code is reviewed) NOT REPORTED 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Pulmonary Medicine How often? Rarely 

Specialty Pediatrics How often? Rarely 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 720 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. 

Specialty Pulmonary Medicine Frequency 720 Percentage 100.00 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 0 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Plea5l 
explain the rationale for this estimate. 

Specialty Frequency 0 Percentage 0.00% 
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Specialty 

Specialty 

Frequency 0 

Frequency 0 

Percentage 0.00% 

Percentage 0.00% 

Do many physicians perform this service across the United States? 

Professional Liability Insurance Information (PLI) 

CPT Code: 94013 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 94070 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

February 2009 

Nerve Conduction Tests 

The CPT Editorial Panel created one new Category I CPT code to describe a new nerve conduction test performed with newer 
technologies that differ from traditional technologies. The Editorial Panel created, 95905, Motor and/or sensory nerve conduction, 
using preconfigured electrode array(s), amplitude and latency/velocity study; each limb, includes F-wave study when performed, with 
interpretation and report at its October 2008 Meeting. The Editorial Panel specified that this codes may be reported only once per 
limb studied. 

The specialty societies presented survey data from 75 physicians; however, the median service performance rate of all surveyees was 
zero. Following RUC policy, the specialties provided additional data from their original survey, including the compilation of responses 
from physicians with a service performance rate of at least one and the compilation of responses from physicians with'a sertice : 
performance rate of zero, which the RUC compared with the aggregate data in the Summary of Recommendation form. The specialties 
also provided a complete description of the work that is included in the procedure to support the contention that there is physician work 
involved since it was noted that 21 of the survey respondents compared the new code to a reference code with no physician work. Based 
on this description and the overall survey results, the RUC agreed that although the median survey work RVUs and some of the surveyed 
physician times are inflated, a small amount of physician work is appropriate. The RUC reviewed the times recommended by the 
specialties and noted that there is no pre-service or post-service physician time and that the physician work is only performed during the 
intra-service period. Specifically, the RUC decided that the physician work described by the specialties within the pre-service time is 
included within the evaluation and management service that is typically reported on the same day and that the physician work described 
by the specialties within the post-service time is inappropriate and is included within the five minutes of intra-service time. The RUC 
compared 95905 to 76977, Ultrasound bone density measurement and interpretation, peripheral site(s), any method (work RVU = 0.05, 
intra-service= 5 minutes), which is identical in physician time and work. The RUC agreed that 76977 serves as a direct comparison code 
and the appropriate work RVU for 95905 is 0.05, based on this magnitude estimation. The Committee also noted that 0.05 is the survey 
25th percentile work RVU. The RUC also commented that this service is Modifier 51 exempt and assumed it may often be reported 
more than once, supporting pre- and post-service times of 0 minutes. Therefore, the RUC recommends a work RVU of 0.05, no pre­
or post-service time and five minutes of intra-service time for 95905. 

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



Practice Expense 
The RUC reviewed the practice expense inputs and revised the clinical staff time to reflect that multiple units of services are typically 
reported. 

PLI 
The RUC recommends a PLI crosswalk to the key reference service, 76977-26 (the professional component only). 

New Technology 
The RUC recommends that 95905 is placed on the New Technology list. 

CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

The following aJmlies to nerve conduction tests (95900-95904): Codes 95900-95904 describe nerve conduction tests when gerformed 
with individually glaced stimulating, recording, and ground electrodes. The stimulating, recording, and ground electrode nlacement 
and the test design must be individualized to the gatient's unigue anatomy. Nerves tested must be limited to the sgecific nerves and 
conduction studies needed for the garticular clinical guestion being investigated. The stimulating electrode must be nlaced directly 
over the nerve to be tested, and stimulation garameters grogerly adjusted to avoid stimulating other nerves or nerve branches. In most 
motor nerve conduction studies, and in some sensory and mixed nerve conduction studies, both :groximal and distal stimulation will be 
used. Motor nerve conduction study recordings must be made from electrodes :glaced directly over the motor :goint of the sgecific 
muscle to be tested. Sensory nerve conduction study recordings must be made from electrodes :glaced directly over the sgecific nerve 
to be tested. Waveforms must be reviewed on site in real time, and the technigue {stimulus site, recording site, ground site, filter 
settings) must be adjusted, as a:g:gro:griate, as the test :groceeds in order to minimize artifact, and to minimize the chances of unintended 
stimulation of adjacent nerves and the unintended recording from adjacent muscles or nerves. Renorts must be :gre:gared on site by the 
examiner, and consist of the work nroduct of the int~retation of numerous test results, using well-established technigues to assess the 
am:glitude, latency, and configyration of waveforms elicited by stimulation at each site of each nerve tested. This includes the 
calculation of nerve conduction velocities, sometimes including snecialized F-wave indices, along with com:garison to normal values, 
summarization of clinical and electrodiagnostic data, and nhysician or other gualified health care :grofessional intemretation. 

Code 95905 describes nerve conduction tests when :gerformed with :greconfigyred electrodes customized to a sgecific anatomic site. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 



CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

95900 Nerve conduction, amplitude and latency/velocity study, each nerve; XXX 0.42 
motor, without F-wave study 

(No Change) 

•95905 Ml 
Motor and/or sensory nerve conduction, using preconfigured electrode XXX 0.05 
array(s), amplitude and latency/velocity study; each limb, includes F-wave 
study when performed, with interpretation and report 

(ReQort 95905 only once Qer limb studied) 

(Do not reoort 95905 in coniunction with 95900-95904 95934-95936) 

t 
IJ1 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMMffiNDATION 

CPT Code: 95905 

CPT Code:95905 Tracking Number Ml Specialty Society Recommended RVU: 0.15 

Global Period: XXX RUC Recommended RVU: 0.05 

CPT Descriptor: Motor and/or sensory nerve conduction, using preconfigured electrode array(s), amplitude and 
latency/velocity study; each limb, includes F-wave study when performed, with interpretation and report 
(Report 95905 only once per limb studied) 
(Do not report 95905 in conjunction with 95900-95904, 95934-95936) 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 42-year-old female data entry clerk reported that, although she had had no injuries and 
during the day she was okay, she had been awakened in the middle of each night for the past two weeks with a numb, 
aching, burning feeling in her right hand that was relieved by holding her hand down and shaking it, rubbing it and 
running cold water over it. Physical examination reveals weakness of right thumb abduction, wasting of the right thenar 
eminence, numbness of the palmar aspects of the right thumb, index fmger and middle fmger, and a Tinel's sign over 
the right median nerve at the carpal tunnel. (History and exam reported separately as E/M). Nerve conduction testing 
using preconfigured arrays for the right arm is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 73% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 2% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 1 % 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 

Description of Intra-Service Work: The physician reviews a summary of electrodiagnostic data from each nerve tested 
and assesses it in the context of comparison to normal values and the patient's history and physical examination. 

Description of Post-Service Work: 
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CPT Code: 95905 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): 
Gregory Barkley, MD (AAN); Andrea Boon, MD (AANEM); Neil Busis, MD (AAN); Lee 
Mills, MD (AAFP); John A. Seibel, MD, MACE (AACE); Benn Smith, MD (AANEM) 
American Academy of Family Physicians (AAFP), American Academy of Neurology 

Specialty(s): (AAN), American Association of Clinical Endocrinologists (AACE), American Association 
of Neuromuscular and Electrodiagnostic Medicine (AANEM), American Clinical 
Neurophysiology Society (ACNS) 

CPT Code: 95905 

Sample Size: 380 'Resp N: 75 I Response: 19.7 % 

Sample Type: Panel 

Low 25th DCtl Median* 75th octl HLqh 

Service Performance Rate 0.00 0.00 0.00 4.50 933.00 

SurveyRVW: 0.00 0.05 0.15 0.40 45.50 

Pre-Service Evaluation Time: 3.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 0.00 0.50 5.00 10.00 45.00 

Immediate Post Service-Time: 4.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

1ischarge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

1~ce time/visit{s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
0 0 0 0 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: Select Pre-Service Package 

CPT Code: 195905 Recommended Physician Work RVU: 0.05 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-service Time 

Pre-Service Evaluation Time: 0.00 0.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 5.00 

Immediate Post Service-Time: 0.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

~ritical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

,ther Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit{s): gJ!Q 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
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CPT Code: 95905 

Modifier -51 Exempt Status , 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? Yes 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? Yes 

KEY REFERENCE SERVICE: 

Key CPT Code 
92586 

WorkRVU 
0.00 

Time Source 

CPT Descriptor AUDITORY EVOKED POTENTIALS FOR EVOKED RESPONSE AUDIOMETRY AND/OR 
TESTING OF THE CENTRAL NERVOUS SYSTEM; LIMITED 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
95165 XXX 0.06 RUC Time 5,839,746 
CPT Descriptor 1 Professional services for the supervision of preparation and provision of antigens for allergen 
immunotherapy; single or multiple antigens (specify number of doses) 

MPC CPT Code 2 
93010 

Global 
XXX 

Work RVU Time Source 
0.17 RUC Time 

Most Recent 
Medicare Utilization 

20,245,535 

CPT Descriptor 2 Electrocardiogram, routine ECG with at least 12 leads; interpretation and report only 

Other Reference CPT Code 
93000 

Global 
XXX 

WorkRVU 
0.17 

Time Source 
RUCTime 

CPT Descriptor Electrocardiogram, routine ECG with at least 12 leads; with interpretation and report 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 21 %of respondents: 28.0 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPT Code: CPT Code: 

95905 92586 

I Median Pre-Service Time II 0.00 II 0.00 

I Median Intra-Service Time II 5.00 II 0.00 

Median hnmediate Post-service Time 0.00 0.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 
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1=1 Pr=o=lo=ng=ed=Se=rv=i=ce=s =Tim=e============lll 0.0 11=1 ==0=.00===9 

~M_edian_· _T_otal_T_im_e ____________ --tl ~ r--O_.oo __ -1 

Other time if appropriate . c===J . 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

2.19 The number of possible diagnosis and/or the nwnber of ..__1_.8_1 _ _,11 
management options that must be considered - L...-------1 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L---_1_.48 _ __,11.____1.9_5 _ __, 

lurgencyofmedicaldecisionmaking I ._1 __ 1_.38 _ ____.1 LI __ 1_.7_6 _ __J 

Technical Skill!Pbysical Effort (Mean) 

._I T_ec_hni_._cal_s_kil_.l_r;_equired~· ___________ __.I .... 1 __ 1_.3_3 _ _.1 .... 1 __ 2_.3_3 _ __, 

._IP_h~~_ical_e_ffi_ort_re~~~·-oo _______________ __.IL-1 __ 1_.1_9_~1LI __ 1_.7_6_-..-~ 
Psvcbological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I Ll __ 1_.2_4_~1 ._I __ 1_.7_1_-..-~ 

_Ou_t_co_m_e_depe~_nds __ o_n_th_e_skill_. __ and~ju_dgm..::::,__ent __ of~p_h::..ys_ic_ian ______ ..-~1 Ll __ 1_.6_7 _ __,1 ..... 1 __ 2_.2_9 _ __, 

._I Es __ tima __ ted __ ns_· _k_of_mal___.p~ra_c_tice __ sw_._t WI __ ·th~poo'--r_o_u_tco_m_e ______ __.l._l __ 2_.1_0 _ _,11 ,___ ____ __, 1.86 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

lc_Pr_e-_Se __ rv_ice __ int_e_ns_i....::ty_lc_o_mp!.,.l_eXI_.ty.:.._ ______________ ___,l Ll __ 1_.2_4 _ _.I L-1 ___ 1_.4_8 __ -..-~ 

._IIntra ___ -S_erv __ ice_int_e_ns_ity..::../_co_m~p._le_XI-'·ty.__ _______________ __.ll ._ __ 1_.1_9 _ _.I ._I ___ 1_._90 __ __, 

L-1 P_o_st_-Se_rvi __ ·c_e _inte __ ns_ity.::../_co_mp....!.,_le_XI--'.ty:__ _____________ __.ll ._ __ 1_.4_3 _ _,1 .... 1 ___ 2_._10 __ __, 

Additional Rationale 

CPT Code: 95905 

Jescribe the process by which your specialty society reached your flnal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
The survey received 75 responses from among the 5 surveying societies. 

449 



CPT Code: 95905 
Since the majority of respondents have not performed this service, the group also examined survey data based on only 
those who had performed the service in the last year. Based on that data, the median RVW was 0.17 and the times were 
3 minutes pre-service, 5 minutes intra-service, and 5 minutes post-service. The results were very similar to the complete 
survey data. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
[8] Other reason (please explain) This procedure is typically reported on the same day &S an ElM service. 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. CPT Code Global Period RVW Pre-time Intra-time Post-time Total Time 

9590X1 XXX ? 3 5 4 12 
99213 XXX 0.92 3 15 5 23 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 95900, 95903, 95904 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Family Physicians How often? Sometimes 

Specialty Endocrinology How often? Sometimes 

Specialty Neurology How often? Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 4000000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We multiplied our estimates for Medicare times 4 to estimate national 
utilization. 

Specialty Family Physicians Frequency 2500000 Percentage 62.50 % 

Specialty Endocrinology Frequency 1495000 Percentage 37.37 % 

Specialty Neurology Frequency 5000 Percentage 0.12 % 
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CPT Code: 95905 
Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
1,000,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. We examined Medicare utilization data of95900, 95903, and 
95904 by family practice and internal medicine for 2006 and estimated most of the codes would have been reported for 
1utomated nerve testing services. 

Specialty Family Physicians Frequency 625000 Percentage 62.50 % 

Specialty-Endocrinology Frequency 373750 Percentage 37.37 % 

Specialty Neurology Frequency 1250 Percentage 0.12 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 76997 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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CPT Code: 95905 
AMA/Specialty Society RVS Update Committee Recommendation 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: 
Motor and/or sensory nerve conduction, using preconfigured electrode array(s), amplitude and 
latency/velocity study; each limb, includes F-wave study when performed, with interpretation 
and report 
(Report 95905 only once per limb studied) 
(Do not report 95905 in conjunction with 95900-95904, 95934-95936) , 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The RUC advisors from the five specialty societies that surveyed the physician work involved with 
this code formed a joint RVS panel to formulate the recommendations regarding direct practice 
expense inputs. The joint RVS panel met twice by conference call and also exchanged information 
by e-mail. The panel members relied on their own experience and knowledge of the service to 
formulate the recommendations. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

RNILPN/MA: 

Intra-Service Clinical Labor Activities: 

RNILPN/MA: Reviews test orders and relevant clinical information. Files pre-authorization paperwork if 
necessary. Ensures adequate supply of electrodes for the ordered testing. Escorts patient from 
registration area to exam site and instructs patient on appropriate limb exposure, gowning if necessary. 
Explains testing procedure, purpose, and side effects. Positions patient for study, then cleans and preps 
indicated limb. Stimulating and recording surface electrode components of the nerve specific pre­
configured electrode arrays are placed. Testing involves automated stimulation of nerves and recording 
of the waveforms of the resulting compound muscle or sensory nerve action potentials. The waveforms 
are transmitted electronically for computer generated analysis with respect to latency, amplitude, and 
configuration. Provides discharge instructions. Gathers data report and clinical information for 
interpretation by physician. Tracks and reorders electrode supplies as needed. Performs internal Q/ A 
activity. 

Post-Service Clinical Labor Activities: 

RNILPN/MA: 

1 
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AMA Speciaity Sccieiy Recommendation 

RNILPN/MTA 

., NG-stat®System) 

AMNSpecialty Society RVS Update Committee Recommencl4@ 

Motor and/or sensory 
nerve conduction, using 
preconfigured electrode 

0.0 0.0 

8.0 0.0 

0.0 0.0 

0 

0 

Page 1 
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Supplemen for Tab 18 

Auditory evoked potentials for evoked 
response audiometry and/or testing of 

the central nervous system; limited 

Auditory evoked potentials for evoked 
response audiometry and/or testing of 

the central nervous system; limited 

Auditory evoked 
potentials for 

evoked response 
audiometry and/or 

testing of the 
central nervous 

limited 

Electrocardiogram, 
routine ECG with 
at least 12 leads; 

with interpretation 
and report 



Supplemental Data for Tab 18 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

Endoscopic Photodynamic Therapy Application 

In February 2009, the CPT Editorial Panel edited two codes that initially described photodynamic therapy by endoscopic application of 
light (photodynamic therapy) in two specific anatomic regions, the lungs and esophagus. The procedure described endoscopic light 
application to a single region (esophagus) of the gastrointestinal tract. However, other areas of the gastrointestinal tract (e.g. oral cavity, 
biliary tract) are also frequently treated using endoscopic application of light. The CPT Editorial Panel deleted the word "esophagus" 
and replaced it with "gastrointestinal tract" to include areas of the gastrointestinal tract beyond the esophagus. Since the current RUC 
survey results for endoscopic photodynamic therapy were nine years old, interim, and were never validated by the RUC, the specialties 
performed a full RUC survey. 

96570 Photodynamic therapy by endoscopic application of light to ablate abnormal tissue via activation of photosensitive drug(s); 
first 30 minutes (List separately in addition to code for endoscopy or bronchoscopy procedures of lung and gastrointestinal tract) 
The RUC reviewed the specialty societies' survey data and agreed with the specialty that the survey results overestimated the physician 
time and work performed. The RUC and specialties agreed that the 25th percentile survey work value survey results was too high at 1. 75 
RVUs, however the RUC determined that the survey 25th percentile intra-service time of30 minutes was appropriate for this service. 
After reviewing the survey results, the specialties could not provide compelling evidence to warrant an increase to the current work value 
ofl.IO RVUs .. 

The RUC compared the physician work required to perform 96570 to the following other add-on services: 31620 Endobronchial 
ultrasound (EBUS) during bronchoscopic diagnostic or therapeutic intervention(s) (List separately in addition to code for primary 
procedure[s })(Work RVU = 1.40), 3163 2 Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; with trans bronchial 
lung biopsy(s), each additional lobe (List separately in addition to code for primary procedure) (Work RVU = 1.03), 31637 ' 
Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; each additional major bronchus stented (List separately in 
addition to codefor primary procedure) (Work RVU = 1.58}, 13102 Repair, complex, trunk; each additiona/5 em or less (List 
separately in addition to code for primary procedure) (Work RVU = 1.24). Since this service is an add on to other endoscopy or 
bronchoscopy procedures of the lung and gastrointestinal tract, the specialty recommended, and the RUC agreed that the service has no 
pre- or post-service physician time. 

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



After reviewing these services and the survey time, the RUC determined that the current work for this service is appropriate. The RUC 
recommends a relative work value of 1.10 for CPT code 96570 with physician time of 30 minutes (intra-service), with zero 
minutes of pre- or post service time. 

96571 Photodynamic therapy by endoscopic application of light to ablate abnormal tissue via activation ofphotosensitive drug(s); 
each additional IS minutes (List separately in addition to code for endoscopy or bronchoscopy procedures of lung and 
gastrointestinal tract) 
The specialty survey results for 96571 consisted of 17 respondents which the specialty societies believed provided an overvaluation of 
physician work and time. All of the survey respondents included pre and post physician time in their responses for this add-on code. 
The specialties could not identify pre and post service work ofthe surveyed code to explain the survey times. In addition, the specialty 
could not explain a median response of 40 minutes intra-service time for a surveyed procedure which is defined as taking up to 15 
minutes. The specialty society and the RUC concluded that the survey respondents either included pre and/or post time associated with 

.J:::o. the broncoscopy I endoscopy procedure that is performed with the surveyed code, or that the respondents did not understand the RUC 
~ survey process. The specialty society and the RUC concurred that the survey data was flawed and unusable. The specialties agreed to 

use a consensus panel approach which resulted in a physician work RVU recommendation ofhalfthe value of96570, based! on half the: 
time (30 verses 15 minutes) as defined in the CPT descriptor. The RUC agreed with the specialty societies approach to value this service 
and reviewed the work of 96571 in relation to 97814 Acupuncture, 1 or more needles; with electrical stimulation, each additional 15 
minutes of personal one-on-one contact with the patient, with re-insertion ofneedle(s) (List separately in addition to code for primary 
procedure) (Work RVU = 0.55, ZZZ global period, 15 minutes intra-service time). The RUC concurred that the physician work intensity 
and complexity of96571 is identical to 96570 and requires half the time (15 intra-service minutes): The RUC recommends a relative 
work value of 0.55 for CPT code 96571 with physician time of 15 minutes (intra-service), with zero minutes pre or post service 
time. 

Practice Expense: The RUC recommends no direct practice expense inputs for codes 96570 and 96571 in either the non-facility or 
facility settings. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

.&+96570 MMl Photodynamic therapy by endoscopic application of light to ablate abnormal zzz 1.10 
tissue via activation of photosensitive drug(s); first 30 minutes (List 
separately in addition to code for endoscopy or bronchoscopy procedures of (No Change) 
lung and ·'" astrointestinal tract) 

A+96571 MM2 each additional 15 minutes (List separately in addition to code for zzz 0.55 
endoscopy or bronchoscopy procedures of lung and esophagus 
gastrointestinal tract) (No Change) 

(96570, 96571 are to be used in addition to bronchoscopy, endoscopy codes) 

(Use 96570, 96571 in conjunction with 31641, 43228 as appropriate) 

3 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMMffiNDATION 

CPT Code: 95570 

CPT Code:96570 

Global Period: ZZZ 

Tracking Number MMl Specialty Society Recommended RVU: 1.10 

RUC Recommended RVU: 1.10 

CPT Descriptor: Photodynamic therapy by endoscopic application of light to ablate abnormal tissue via activation of 
photosensitive drug(s); first 30 minutes (List separately in addition to code for endoscopy or bronchoscopy procedures 
of lung and gastrointestinal tract) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 74-year-old male with a history of smoking and alcohol use complains of extreme difficulty 
with swallowing. Endoscopic examination is performed and reveals esophageal cancer. A computed tomography scan 
shows adjacent lymph node and celiac involvement. A determination is made that the patient is not a candidate for 
surgical resection. The patient receives radiation therapy and chemotherapy. 

Subsequently, the patient develops recurrent complaints of dysphagia. Reassessment reveals that the tumor has 
progressed and is surgically non-resectable. Therapy of the patient's dysphagia using photodynamic therapy is 
performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 51% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform ar 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 88% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 75% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: N/ A 

Description of Intra-Service Work: 
• Diffuser tip is inserted, the endoscopic laser light source is activated and applied to the tumor 
• 2.5 minutes of endoscopic laser light using a 2.5 em cylindrical diffusing fiberoptic endoscope are required for 
every 5 mm of tumor length 
• During each application, the light source is periodically turned off so that the position of both the endoscope and 
the diffuser may be checked 
• At the completion of the procedure, the light application is turned off and the endoscope with the diffuser tip is 
withdrawn 

Description of Post-Service Work: N/ A 
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CPT Code: 96570 · 
SURVEY DATA 
RUC Meeting Date (mm/yyyy} 104/2009 

Joel V. Brill, MD, AGAF, FASGE, FACG, CHCQM; Burt Lesnick, MD, FCCP; Scott 
Present~r(s}: 

~· 
Manaker, MD, PhD, F:CCP; Nicholas Nicki, MD; Alan L. Plummer, MD, FCCP; Keith 
Naunheim, MD 
American College of Chest Physicians (ACCP), American Gastroenterological 

Specialty(s}: Association (AGA), American Society for Gastrointestinal Endoscopy (ASGE), American 
Thoracic Society (ATS), and The Society of Thoracic Surgeons (STS)/American 
Association for Thoracic Surgery (AATS) 

CPT Code: 96570 

Sample Size: 114 jResp N: 27 I Response: 23.6 % 

Sample Type: Convenience 

Low 25th pctl Median* 75th pctl H.i.Q.h 
Service Performance Rate 1.00 2.00 5.00 8.00 25.00 

Survey RVW: 1.00 1.75 1.95 2.45 7.50 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 15.00 30.00 45.00 60.00 120.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

)ischarge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total mmutes per ElM VISit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238{38); 99239 (55); 99211 (7); 99212 {16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 
99357(30) . 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: Select Pre-Service Package 

CPT Code: 196570 Recommended Physician Work RVU: 1.10 

Specialty Specialty 
Adjustments to Recommended Recommended 

Pre-Service Time Pre Time Package Pre-Service Time 

Pre-Service Evaluation Time: 0.00 0.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 30.00 

Immediate Post Service-Time: 0.00 

,ost Operative Visits Total Min** CPT Code and Number of Visits 

Aitical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 
I 

Discharge Day Mgmt: 9.:22 99238x 0.0 99239x 0.0 

Office time/visit(s}: 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 
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CPT Code: 96570 ; 

!Prolonged Services: 199354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
31637 

Global 
zzz 

WorkRVU 
1.58 

Time Source 
RUCTime 

CPT Descriptor Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; each additional major bronchus 
stented (List separately in addition to code for primary procedure) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
13102 ZZZ 1.24 RUC Time 11,931 

CPT Descriptor 1 Repair, complex, trunk; each additional 5 em or less (List separately in addition to code for primary 
procedure) 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 
31620 

Global 
zzz 

Work RVU Time Source 

WorkRVU 
1.40 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

I 

\~ 

CPT Descriptor Endobronchial ultrasound (EBUS) during bronchoscopic diagnostic or therapeutic intervention(s) (List 
separately in addition to code for primary procedure[s]) 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including existing time data 
(RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 29.6 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

96570 31637 

I Median Pre-Service Time II 0.00 II 0.00 

I Median Intra-Service Time II 30.00 II 30.00 

Median Immediate Post-service Time 0.00 0.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 

Median Total Time 30.00 30.00 

Other time if appropriate 

470 



r 

CPT Code: 96570 .· 

INTENSITY/COMPLEXITY MEASURES (Mean} 

Mental Effort and Judlmlent (Mean} 
lhe number of possible diagnosis and/or the number of 3.75 II 3.63 management options that must be considered 

The amount and/or complexity of medical records, diagnostic 3.75 II 3.63 tests, and/or other information that must be reviewed and 
analyzed 

I Urgency of medical decision making 'I 3.75 II 3.88 

Technical Skiii!PbYl!ical Effort (Mean} 

I Technical skill required II 3.88 II 4.13 

I Physical effort required 'I 3.88 II 4.00 

f.nchoiQgjcal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality 'I 3.75 II 3.63 

I Outcome depends on the skill and judgment of physician 'I 3.88 II 4.00 

I Estimated risk of malpractice suit with poor outcome 'I 3.50 II 3.50 

I 

/iNTENSITY /COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean} 

I Pre-Service intensity/complexity 'I 3.25 II 3.13 

I Intra-Service intensity/complexity 'I 3.63 II 3.63 

I Post-Service intensity/complexity 'I 3.13 II 3.13 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies , Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

The American College of Chest Physicians (ACCP), American Gastroenterological Association (AGA), American 
'ociety for Gastrointestinal Endoscopy (ASGE), American Thoracic Society (ATS), and The Society of Thoracic 
,urgeons (STS)/ American Association for Thoracic Surgery (AA TS) conducted a survey of code +96570, 

Photodynamic therapy by endoscopic application of.light to ablate abnormal tissue via activation of photosensitive 
drug(s); first 30 minutes (List separately in addition to code for endoscopy or bronchoscopy procedures of lung and 
gastrointestinal tract). The parenthetical for code 96570 was revised at the February 2009 CPT Editorial Panel 
meeting to include areas of the gastrointestinal tract beyond the esophagus. Although the societies considered the 
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_ CPT Codei 96570 -
revision accepted during the CPT Editorial Panel meeting_ to be editorial, as the previously accepted physician work 
values were considered interim, the RUC requested the societies to survey the code. 

After reviewing the survey data, the societies recommend maintaining the current work value of 1.10 WRVUs. The 
societies recommend 30 minutes of physician intra-service time and no pre and post time. The recommended 
WRVU is less than the 25m percentile value from the survey. 

Survey Process 
The survey was electronically disseminated to 114 practicing gastroenterologists, pulmonologists, and thoracic 
surgeons. A total of 27 responses (23.6% response rate) were received. 

Survey Data 
The societies convened an expert panel to review the survey data for code +96570. 

+ 96570 S D urvev ata 
' ' ' \,'"'. ._· ·_:;'·,· ,· - _-, All GI-Only Pulm-Only ThorSurg-

" ,' -', ' ~ 

Other(ENT) · RVU ~~~- :; . • jc Only 
# of Responses 27 8 14 4 1 
Low 1.00 1.32 1.00 1.35 
25ttl 1.75 1.79 1.71 1.65 
Median 1.95 2.00 2.00 1.83 7.50 
75ttl 2.45 2.75 2.29 1.98 
High 7.50 3.80 6.00 2.20 

:{·/-~'(: , ... '···:. '~{: ,: '' All GI-Only Pulm-Only ThorSurg-';pfiy:.>fiN.e -~ :~; ;~~~; .. _.: · .. ,·: . Only Other(ENTl J, ' ~ ' ' ' ' 

Pre-Service Time 
Median 30 60 35 17.5 30 
Intra Time 
Low 15 20 15 40 
25tn 30 30 32.5 43.75 
Median 45 47.5 52.5 47.5 30 
75tn 60 60 60 52.5. 
High 120 90 120 60 
Post Time 
Median 20 35 20 20 120 

\ 

An expert panel comprised of representatives from the Pulmonary, Gastroenterology, and Thoracic Surgery societies 
was convened to review the survey data. The panel had significant concerns with the survey data. Although a ZZZ 
code typically has only intra-service physician time associated with it, all of the survey respondents included pre and 
post physician time in their responses. The panel could not identify pre and/or post service work of the surveyed 
code to explain the survey times. In addition, the panel could not explain a median response of 45 minutes intra­
service time for a surveyed procedure which was defined as taking up to 30 minutes. The panel concluded that the 
survey respondents either included pre- and/or post- time associated with the bronchoscopy I endoscopy procedure 
that is performed with the surveyed code, or that the respondents did not understand the RUC survey process. 

After considering numerous options, the panel was unable to accurately link time and RVUs from the survey data. 
The panel concluded that the survey data was flawed and unusable. A consensus was reached to dismiss the data 
and develop work and physician time recommendations based on a consensus panel approach . 

. A. Note on the Moderate Sedation Survey Question 
Moderate sedation is NOT inherent to the PDT. Rather, it is inherent to the base procedure (esophagoscopy, 
bronchoscopy). The panel of experts concluded that a high number of survey respondents indicated that it was inherent 
to +96570 due to confusion on the part of survey respondents. 

Work and Physician Time Recommendation Development - Consensus Panel Approach 

Time Recommendation Development 
Code +96570 is a ZZZ code that is always performed with either an endoscopy or bronchoscopy procedure. The 
endoscopy or bronchoscopy is performed in order for the physician to gain access for the photodynamic therapy. The 
code descriptor defines up to 30 minutes of treatment. The Panel agreed that there was no pre or post service work 
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CPT Code: 96570 
unique to the photodynamic therapy (PDT) that was not associated with the separately billed endoscopy I 
bronchoscopy procedure. 

Based on these factors the panel concluded that 30 minutes ofintra-service physician time was an approprioJe 
?"ecommendation. 

Work Recommendation Development 
Comparison to Codes on Reference Service List 
The panel reviewed work and time data for codes on the reference service list (RSL). The RSL represents services 
familiar to the survey respondents and, to an extent, reflects a spectrum of the ZZZ global services provided by the 
three specialties. 

The Panel considered 3 codes in particular: 
• 31620, Endobronchial ultrasound (EBUS) during bronchoscopic diagnostic or therapeutic intervention(s) (List 

separately in addition to code for primary procedure[s]) 
• 31632, Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; with transbronchiallung 

biopsy(s), each additional lobe (List separately in addition to code for primary procedure) 
• 31637, Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; each additional major 

bronchus stented (List separately in addition to code for primary procedure) 

Code 31620 was the most common code chosen from the reference list when data from all of the specialties, 
pulmonology-only, and gastroenterology-only survey responders was analyzed. 

Code Global Data WRVU Pre Intra Post IWPUT 
Source Time Time Time 

31620 zzz RUC 1.40 0 20 0 0.070 
31632 zzz RUC 1.03 0 18 0 0.057 
31637 zzz RUC 1.58 0 30 0 0.053 

The Panel could not identify a compelling reason to change the current WRVU value of 1.10. With a WRVU of 1.10 
and 30 minutes of intra-service time the code +96570 has an IWPUT of 0.037 which is significantly lower than the 
>imilar services on the reference service list and other commonly performed services provided by the three 
specialties. 

The panel agreed that the current value of 1.10 fell appropriately within the range of these other services: 
• +31637- While both +96570 and +31637 are 30 minute procedures, the panel agreed that +96570 is a 

slightly less intense procedure and a lower WRVU value was appropriate 
• +31632- The panel concluded that the longer intra-service time for +96570 justified the slightly higher 

recommended value for the code 
• + 31620 - While code + 31620 has less time and a higher WRVU than is being recommended for code 

+96570, the panel concluded that this was appropriate due to the greater intensity of code +31620. 

Comparison to Other ZZZ Codes 
The societies also looked at ZZZ codes outside of the families of codes performed by the specialties who surveyed 
this code and identified several codes with 30 minute of intra time which support the recommended value. Virtually 
all of the identified codes have RVWs well in excess of 1.10. We will cite just two for comparison purposes. Code 
99355, Prolonged physician service in the office or other outpatient setting requiring direct (face-to-face) patient 
contact beyond the usual service; each additional 30 minutes (List separately in addition to code for prolonged 
physician service) is assigned an RVW of 1.77 for 30 minutes of intra time only. Code 95975, Electronic analysis of 
implanted neurostimulator pulse generator system (e.g., rate, pulse amplitude and duration, configuration of wave 
form, battery status, electrode selectability, output modulation, cycling, impedance and patient compliance 
measurements); complex cranial nerve neurostimulator pulse generator/transmitter, with intraoperative or subsequent 
programming, each additional 30 minutes after first hour (List separately in addition to code for primary procedure) 
is assigned an RVW of 1.70 for 30 minutes of intra time only. 

On the MPC list, Code 13102 (Repair, complex, trunk; each additional5 em or less) a ZZZ Code with 25 minutes 
intra-service and total time has a WRVU of 1.24. Code 13133 (Repair, complex, forehead, cheeks, chin, mouth, 

axillae, genitalia, hands and/or feet; each additional 5 em or less) a ZZZ Code with 30 minutes intra-service 
total time has a WRVU of 2.19. 

In summary, we could not identify a compelling reason to change the current work RVW of 1.10 and consider the 
recommended RVW comparable to the values for other bronchoscopy codes with ZZZ global periods and to other 
ZZZ codes not typically performed by the surveyed specialties. In addition, the IWPUT of 0.037 is substantially less 
than the IWPUT assigned to high volume E/M codes including office visits for established patients. 
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CPT Code: 96570 

In view of the above, the societies recommend 1.10 WRVUs and physician time of 30 minutes (intra-service), with 
zero minutes of pre- or post-service time, for code + 96570. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

181 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. SCENARIO A- Reported with code 31641, Bronchoscopy (rigid or flexible); with destruction 
of tumor or relief of stenosis by any method other than excision ( eg, laser therapy, cryotherapy) 

3. CODE# GLOBAL WRVU TIME SOURCE PRE TIME INTRA TIME POST TIME ' 
4. 31641 000 5.02 HARVARD 48 70 23 
5. 
6. SCENARIO B- Reported with code 43228, Esophagoscopy, rigid or flexible; with ablation oftumor(s), 

polyp(s), or other lesion(s), not amenable to removal by hot biopsy forceps, bipolar cautery or snare technique 
7. CODE# GLOBAL WRVU TIME SOURCE PRE TIME INTRA TIME POST TIME 
8. 43228 000 3.76 HARVARD 45 40 23 
9. 
10. SCENARIO C- Reported with code 43258, Upper gastrointestinal endoscopy including esophagus, stomach, 

and either the duodenum and/or jejunum as appropriate; with ablation oftumor(s), polyp(s), or other lesion(s) 
not amenable to removal by hot biopsy forceps, bipolar cautery or snare technique 

11. CODE# GLOBAL WRVU TIME SOURCE PRE TIME INTRA TIME POST TIME 
12. 43258 000 4.54 RUC 21 46 20 
13. 
14. SCENARIO D -Reported with code 43272, Endoscopic retrograde cholangiopancreatography (ERCP); with 

ablation oftumor(s), polyp(s), or other lesion(s) not amenable to removal by hot biopsy forceps, bipolar cautery 
or snare technique 

15. CODE# GLOBAL WRVU TIME SOURCE PRE TIME INTRA TIME POST TIME 
16. 43272 000 7.38 RUC 25 60 20 
17. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlistei' 
code is reviewed) +96570, Photodynamic therapy by endoscopic application of light to ablate abnormal tissue vi 
activation of photosensitive drug(s); first 30 minutes (List separately in addition to code for endoscopy or bronchoscop:y ~ 
procedures of lung and esophagus) 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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Specialty Gastroenterology 

Specialty Pulmonology 

C)pecialty Thoracic Surgery 

How often? Rarely 

How often? Rarely 

How often?_ Rarely 

CPT Code: 96570 

Estimate the number of times this service might be provided nationally in a one-year period? 1035 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Based on data received from the National Council for Prescription Drug 
Programs (NCPDP) 

Specialty Thoracic Surgery 

Specialty Gastroenterology 

Specialty Pulmonology 

Frequency 424 Percentage 40.96% 

Frequency 353 Percentage 34.10 % 

Frequency 103 Percentage 9.95 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 413 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2007 Medicare utilization data 

Specialty Thoracic surgery 

Specialty Gastroenterology 

Specialty Pulmonology 

Frequency 169 Percentage 40.92 % 

Frequency 141 Percentage 34.14% 

Frequency 41 Percentage 9. 92 % 

Do many physicians perform this service across the United States? No 

r ~ofessional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Current code 96570 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 96571 · 

CPT Code:96571 

Global Period: ZZZ 

Tracking Number MM2 Specialty Society Recommended RVU: 0.55 

RUC Recommended RVU: 0.55 

CPT Descriptor: Photodynamic therapy by endoscopic application of light to ablate abnormal tissue via activation of 
photosensitive drug(s); each additional 15 minutes (List separately in addition to code for endoscopy or bronchoscopy 
procedures of lung and gastrointestinal tract) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: In the same session additional therapy of the patient's dysphagia using photodynamic therapy 
is performed for the patient described below. 

A 74-year-old male with a history of smoking and alcohol use complains of extreme difficulty with swallowing. 
Endoscopic examination is performed and reveals esophageal cancer. A computed tomography scan shows adjacent 
lymph node and celiac involvement. A determination is made that the patient is not a candidate for surgical resection. 
The patient receives radiation therapy and chemotherapy. 

Subsequently, the patient develops recurrent complaints of dysphagia. Reassessment reveals that the tumor has 
progressed and is surgically non-resectable. Therapy of the patient's dysphagia using photodynamic therapy is 
performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 58% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 94% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 76% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: N/ A 

Description of Intra-Service Work: Because of the size of the tumor, the treatment session lasts an additional 15 minutes 
beyond the initial30 minutes assigned to Code 96570. 
• 2.5 minutes of endoscopic laser light using a 2.5 em cylindrical diffusing fiberoptic endoscope are required for 
every 5 mm of tumor length 
• During each application, the light source is periodically turned off so that the position of both the endoscope and 
the diffuser may be checked 
• At the completion of the procedure, the light application is turned off and the endoscope with the diffuser tip is 
withdrawn 

Description of Post-Service Work: N/A 
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CPT Code: 96571 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4t2009 

Joel V. Brill, MD, AGAF, FASGE, FACG, CHCQM; Burt Lesnick, MD, FCCP; Scott 
Presenter(s): Manaker, MD, PhD, FCCP; Nicholas Nicki, MD; Alan L. Plummer, MD, FCCP; Keith 

Naunheim, MD 
American College of Chest Physicians (ACCP), American Gastroenterological 

Specialty(s): Association (AGA), American Society for Gastrointestinal Endoscopy (ASGE), American 
Thoracic Society (ATS), and The Society of Thoracic Surgeons (STS)/American 
Association for Thoracic SUrQE!ry (AATS) 

CPT Code: 96571 

Sample Size: 114 IResp N: 17 I Response: 14.9 % 

Sample Type:, Convenience 

Low 25th pctl Median* 75th pctl Hi.Q.h 

Service Performance Rate 1.00 2.25 5.00 7.25 25.00 

SurveyRVW: 0.55 1.10 1.58 2.50 6.00 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 15.00 20.00 40.00 45.00 120.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPTCode and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Jischarge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99238(38); 99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 
99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the· survey 
process: Select Pre-Service Package 

CPT Code: 196571 Recommended Physician Work RVU: 0.55 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 0.00 0.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 15.00 

Immediate Post Service-Time: 0.00 

.,ost Ooerative Visits Total Min** CPT Code and Number of Visits 

,ritical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): QJM! 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 
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CPT Code: 96571 
jProlonged ·services: j99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure ba~ed on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
31637 

Global 
zzz 

WorkRVU 
1.58 

Time Source 
RUCTime 

CPT Descriptor Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; each additional' major bronchus 
stented (List separately in addition to code for primary procedure) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
13102 ZZZ 1.24 RUC Time 11,931 
CPT Descriptor 1 Repair, complex, trunk; each additional 5 em or less (List separately in addition to code for primary 
procedure) 

MPC CPT Code 2 Work RVU Time Source 
Most Recent 

Medicare Utilization 

CPT Descriptor 2 

Other Reference CPT Code 
31632 

Global 
zzz 

0.00 

WorkRVU 
1.03 

Time Source 
RUCTime 

CPT Descriptor Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; with transbronchial lung 
biopsy(s), each additional lobe (List separately in addition to code for primary procedure) 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service 
you are rating to the key reference services listed above. Make certain that you are including existing time data 
(RUC if available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 5 %of respondents: 29.4 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPI' Code: CPI'Code: RUCTime 

96571 31637 

I Median Pre-Service Time II 0.00 II 0.00 

I Median Intra-Service Time II 15.00 ·II 30.00 

Median Immediate Post-service Time 0.00 0.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 

Median Total Time 15.00 30.00 

Other time if appropriate 
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CPT Code: 96571 

INTENSITY /COMPLEXITY MEASURES (Mean} 

Mental Effort and Judmtent (Mean} 
The nwnber of possible diagnosis and/or the nwnber of 3.41 II 3.53 management options that must be considered 

The amount and/or complexity of medical records, diagnostic 3.47 II 3.29 tests, and/or other information that must be reviewed and 
analyzed 

I Urgency of medical decision making 'I 3.29 II 3.24 

Technical Skill/Physical Effort (Mean} 

I Technical skill required 'I 3.65 II 3.65 

I Physical effort required 'I 3.47 II 3.41 

~cholQgjcal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality ,, 
3.65 II 3.59 

I Outcome depends on the skill and judgment of physician 'I 3.76 II 3.71 

I Estimated risk of malpractice suit with poor outcome 'I 3.65 II 3.53 

INTENSITY/COMPLEXITY MEASURES CPI'Code Reference 
Service 1 

Time Se2ments (Mean} 

I Pre-Service intensity/complexity ,, 
3.18 II 2.88 

!Intra-Service intensity/complexity 'I 3.35 II 3.29 

I Post-Service intensity/complexity 'I 3.06 II 3.06 

Additional Rationale 

Describe the process by which your specialty society reached your final reconunendatiori. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate forrrutla and format. 

'be American College of Chest Physicians (ACCP), American Gastroenterological Association (AGA), 
_ American Society for Gastrointestinal Endoscopy (ASGE), American Thoracic Society (A TS), and The 

Society of Thoracic Surgeons {STS)/American Association for Thoracic Surgery {AATS) conducted a survey 
of code +96571, Photodynamic therapy by endoscopic application oflight to ablate abnormal tissue via 
activation of photosensitive drug(s); each additional15 minutes (List separately in addition to code for 
endoscopy or bronchoscopy procedures oflung and gastrointestinal tract). This parenthetical for code 96571 
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CPT Code: 96571 
was revised at the February 2009 CPT Editorial Panel meeting to include areas of the gastrointestinal tract 
beyond the esophagus. Although the societies considered the revision accepted during the CPT Editorial 
Panel meeting to be editorial, as the previously accepted physician work values were considered interim, the 
RUC requested the societies to survey the code. 

Based on a consensus panel process the societies recommend maintaining the existing WR VU value of 
0.55. The societies recommend 15 minutes of physician intra-service time. The recommended value is less 
than the 25th percentile value from the survey data. 

Survey Process 
The survey was electronically disseminated to 114 practicing gastroenterologists, pulmonologists, and thoracic 
surgeons. A total of 17 responses (14.9% response rate) were received. 

Work and Physician Time Recommendation Development- Consensus Panel Approach 
Code +96570 was surveyed at the same time as +96571. An expert panel comprised of representatives from 
the Pulmonary, Gastroenterology, and Thoracic Surgery societies was convened to review the survey data. 
The panel had significant concerns with the survey data. Although a ZZZ code typically has only intra-service 
physician time associated with it, all of the survey respondents included pre and post physician time in their 
responses. The panel could not identify pre and/ or post service work of the surveyed code to explain the 
survey times. In addition, the panel could not explain a median response of 40 minutes intra-service time for a 
surveyed procedure which was defined as taking up to 15 minutes. The panel concluded that the survey 
respondents either included pre- and/or post- time associated with the bronchoscopy I endoscopy procedure 
that is performed with the surveyed code, or that the respondents did not understand the RUC survey process. 

After considering numerous options, the panel was unable to accurately link time and RVUs from the survey 
data. The panel concluded that the survey data was flawed and unusable. A consensus was reached to dismiss, " 
the data and develop work and physician time recommendations based on a consensus panel approach. 

A Note on the Moderate Sedation Survey Question 
Moderate sedation is NOT inherent to the PDT. Rather, it is inherent to the base procedure ( esophagoscopy, 
bronchoscopy). The panel of experts concluded that a high number of survey respondents indicated that it was 
inherent to +96571 due to confusion on the part of survey respondents. 

Time Recommendation Development 
Code +96570 is a ZZZ code that is performed with an endoscopy or bronchoscopy procedure. The endoscopy 
or bronchoscopy is performed in order for the physician to gain access for the photodynamic therapy. Code 
+96571 describes the continuation of the services described by code +96570. Code +96570 represents the first 
30 minutes of the photodynamic therapy (PDT) service and code +96571 represents each additional15 
minutes of the PDT service. The expert panel agreed that there was no pre or post service work unique to the 
PDT that was not associated with the separately billed endoscopy I bronchoscopy procedure. 

Based on these factors the panel concluded that 15 minutes of intra-service phvsician time was an 
appropriate and reasonable recommendation for code +96571. 

Work Recommendation Development 
Lacking usable survey data for code +96570, the expert panel had established a WR VU value of 1.10 using a 
crosswalk methodology. Code +96570 describes 30 minutes of photodynamic therapy and code +96571 is a 
continuation of this service representing each additional 15 minutes of treatment. Since +96571 represents 
50% of the treatment time of +96570, the panel recommended that a fair and reasonable approach in 
determining a WRVU value for +96571 would be to recommend 50% of the WRVU value that was 
established for code +96570. This results in a value of0.55 WRVU for code +96571. The Panel could not 
identify a compelling reason to change the current WRVU value of0.55 for code +96571. 
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CPT Code; 96571 
In view of the above, the societies recommend 0.55 WRVUs and physician time of 15 minutes (intra­
service), with zero minutes of pre- or post-service time, for code +96571. 

SERVICES REPORTED WITII MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

2. 

1. 

~-
5. 
6. 
7. 

8. 
9. 
10. 
11. 
12. 

13. 
14. 
15. 
16. 
17. 

,__,18. 

19. 
20. 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

[8] The surveyed code is an add-on code or a base code expected to be reported with an add-o_n code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. SCENARIO A- Reported with code 31641, Bronchoscopy (rigid or flexible); with destruction 
of tumor or relief of stenosis by any method other than excision ( eg, laser therapy, cryotherapy) AND +96570, 
Photodynamic therapy by endoscopic application of light to ablate abnormal tissue via activation of 
photosensitive drug(s); first 30 minute 
CODE# GLOBAL WRVU TIME SOURCE 
31641 000 5.02 HARVARD 
+96570 ZZZ 1.10 RUC 

PRE TIME 
48 
0 

INTRA TIME POST TIME 
70 23 
50 0 

SCENARIO B- Reported with code 43228, Esophagoscopy, rigid or flexible; with ablation oftumor(s), 
polyp(s), or other lesion(s), not amenable to removal by hot biopsy forceps, bipolar cautery or snare technique 
AND +96570, Photodynamic therapy by endoscopic application of light to ablate abnormal tissue via activation 
of photosensitive drug(s); first 30 minute 
CODE# GLOBAL WRVU TIME SOURCE 
43228 000 3.76 HARVARD 
+96570 ZZZ 1.10 RUC 

PRE TIME 
45 
0 

INTRA TIME POST TIME 
40 23 
50 0 

SCENARIO C -Reported with code 43258, Upper gastrointestinal endoscopy including esophagus, stomach, 
and either the duodenum and/or jejunum as appropriate; with ablation oftumor(s), polyp(s), or other lesion(s) 
not amenable to removal by hot biopsy forceps, bipolar cautery or snare technique AND +96570, Photodynamic 
therapy by endoscopic application of light to ablate abnormal tissue via activation of photosensitive drug( s ); first 
30 minute 
CODE# 
43258 
+96570 

GLOBAL 
·ooo 

zzz 

WRVU TIME SOURCE 
4.54 RUC 
1.10 RUC 

PRE TIME 
21 
0 

INTRA TIME POST TIME 
46 20 
50 0 

SCENARIO D- Reported with code 43272, Endoscopic retrograde cholangiopancreatography (ERCP); with 
ablation oftumor(s), polyp(s), or other lesion(s) not amenable to removal by hot biopsy forceps, bipolar cautery 
or snare technique AND +96570, Photodynamic therapy by endoscopic application oflight to ablate abnormal 
tissue via activation of photosensitive drug(s); first 30 minute 
CODE# GLOBAL WRVU TIME SOURCE 
43272 000 7.38 RUC 
+96570 ZZZ 1.10 RUC 
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CPT Code: 96571 
FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) + 96571, Photodynamic therapy by endoscopic application of light to ablate abnormal tissue via_ 
activation of photosensitive drug(s); each additional 15 minutes (List separately in addition to code for endoscopy 
bronchoscopy procedures of lung and esophagus) 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Gastroenterology 

Specialty Pulmonology 

Specialty Thoracic Surgery 

How often? Rarely 

How often? Rarely 

How often? Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 55 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Based on data received from the National Council for Prescription Drug 
Programs (NCPDP) 

Specialty Thoracic surgery 

Specialty Gastroenterology 

Specialty Pulmonology 

Frequency 5 Percentage 9.09% 

Frequency 23 Percentage 41.81 % 

Frequency 25 Percentage 45.45 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 22 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2007 Medicare utilization data 

Specialty Thoracic surgery 

Specialty Gastroenterology 

Specialty Pulmonology 

Frequency 2 Percentage 9.09 % 

Frequency 9 Percentage 40.90% 

Frequency 10 Percentage 45.45 % 

Do many physicians perfonn this service across the United States? No 

Professional Liability Insurance Information (PLO 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 96571 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

April2009 

Remote Diabetic Retinopathy Imaging 

The American Academy of Ophthalmology (AAO) requested that code 9917X Remote retinal imaging with interpretation and report 
(eg, diabetic retinopathy), bilateral, which was recently approved by the CPT Editorial Panel in February 2009, be rescinded at this 
time. The AAO indicated that after surveying this code to develop a relative work value, they found that the respondents identified · 
two distinct levels in this developing service. The specialty society requests to go back to the CPT Editorial Panel with a new coding 
proposal separating this service into two codes in order to id.entify the two approaches to remote retinal imaging. The RUC 
recommends that CPT rescind code 9917X and the specialty society will develop a new coding proposal. Note: The CPT 
Executive Committee rescinded 9917X at its May 2009 Meeting. 

CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

e9917X NNl Remote retinal imaging with interpretation and report ( eg, diabetic XXX Recommend CPT 
retinopathy), bilateral rescind this code and 

(Do not report 9917X in conjunction with 92135 or 92250. This service 
specialty society will 

develop a new 
may not be used in addition to a general ophthalmological service, 92002- coding proposal 
92014 or with the evaluation and ma~agement of the visual system, 
9920 1-99350) 

. 

92135 Scanning computerized ophthalmic diagnostic imaging, posterior segment, XXX 0.35 
( eg, scanning laser) with interpretation and report, unilateral (No Change) 
(For remote retinal imaging, use 9917X) 

92250 Fundus photography with interpretation and report 
XXX 0.44 

(For remote retinal imaging, use 9917X) (No Change) 

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



'JI~ AMERICAN ACADEMY 
\!!) OF OPHTHALMOLOGY 

The Eye M.D. Association 

March 30,2009 

Ms. Sherry Smith 
Director, AMA RUC 
American Medical Association 
515 North State Stree 
Chicago, IL 6061 0 

Dear Ms. Smith: 

Suite 700 
II 0 I Vennont Avenue NW 
Washington, DC 20005-3570 

Tel. 202.737.6662 
Fax 202.737.7061 
www.aao.org 

Federal Affairs Department 

The American Academy of Ophthalmology (the Academy) is writing to request that the code that 
was recently approved by the CPT Editorial Panel at its February 2009 Panel meeting, 9917X 
Remote retinal imaging with interpretation and results, be withdrawn at this time, for 
submission of a recommended wor~ value at the April2009 RUC meeting. In surveying this 
code to develop a relative work value, the Academy has found that the respondents identified 
two distinct levels of service in this developing model of care. 

We would like to bring a revised application back to the Panel that would correctly identify these 
two approaches to remote imaging. We expect to work on this with the American Optometric 
Association and other related organizations in preparation for a revised submission to the AMA 
CPT Editorial Panel this fall. 

Thank you for your consideration. 

Sincerely, 

Stephen Kamenetzky, M.D. 
AAO RUC Advisor 

cc: Michael Chaglasian, O.D. 
AOA HCP AC Advisor 
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~][~ AMERICAN ACADEMY 
\!!) OF OPHTHALMOLOGY 

The Eye M.D. Associatio~ 

March 24, 2009 

Ms. Marie Mindeman 
Director, AMA CPT Editorial Panel 
American Medical Association 
515 North State Stree 
Chicago, IL 60610 

Dear Ms. Mindeman: 

Suite 700 
1101 VennontAvenucNW 
Washington, DC 20005-3570 

Tel. 202.737.6662 
Fax 202.737.7061 
www.aao.org 

Federal Affairs Department 

The American Academy of Ophthalmologists (the Academy) is writing to request that the code 
that was recently approved by the Editorial Panel at its February 2009 Panel meeting, 9917X 
Remote retinal imaging with interpretation and results, be withdrawn at this time, for 
submission of a modified descriptor at an upcoming CPT Editorial Panel meeting. In surveying 
this code to develop a relative work value, the Academy has found that the respondents identified 
two distinct levels of service in this developing model of care. We would like to bring a revised 
application back to the Panel that would correctly identify these two approaches to remote 
imaging. We expect that we could have that ready for submission by the July deadline for the 
October 2009 meeting. 

Thank you for your consideration. 

Sincerely, 

Michael X. Repka, M.D. 
AAO CPT Advisor 
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AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

October 2008 

Prolonged Services Revision 

The RUC considered code descriptor modification to CPT codes 99358 and 99359, which describe non face-to-face prolonged services. 
The RUC agreed with the specialty societies that the June 2008 revisions made by the CPT Editorial Panel to these codes reflect an 
editorial change in the description of the services and do not represent a change in the physician work involved in furnishing them. 
These codes are used to describe non face-to-face time that is provided beyond that listed in the CPT book as the typical time for an E/M 
service code. CPT 99358 is used to describe the first hour of such service and CPT 99359 is used to describe each additional30 minutes. 
The CPT Editorial Panel change specifies that the non-face-to-face time need not be provided on the same date as the initial E/M service, 
but must be provided on a single date (i.e. not added up over many days). The work itself is not changed, merely the date on which it is 
provided. A change in global period would typically require a RUC survey, however, in this case a change from a ZZZ global code to 
an XXX global code without any pre- or post- time does not appear to necessitate a survey. Without a change in time or a change in 
work, these are the same services described in the current codes. In summary, the RUC agreed that this change be considered 
editorial and does not require a survey. However, the RUC recommends that the vignette for these services be changed to 
reflect the current service: 

An 85-year-old new patient with multiple-complicated medical problems has moved to the area to live closer to her daughter. She 
is brought to the primary care office by her daughter and has been seen and examined by the physician. The physician indicated 
that past medical records would be obtained from the patient's prior physicians' and that he will communicate further with the 
daughter upon review of them. 

CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommenda-

tion 

Dl 
Prolonged evaluation and management service before and/or after direct (face- 2.10 .j-,&99358 bbl, 

to-face) patient care (eg, re>1iew ofeKteasive reeords aaa tests, eommuaieatioa (No Change) 
•Nith other professioaals aadlor the patieffiffamily); first hour (bist separately ia XXX 

.Ll.' ' ..l . . 1-\ J', •1. .1. ' ' ' .1-\ ..l/. ' ' ' 

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



CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommends-

tion 

E·tah:tffiieH aHa MaHagemem seFYiee) 

02 
each additional 30 minutes (List separately in addition to code for 1.00 +~99359 zzz 
prolonged physician service) (No Change) 

(Use 99359 in corljunction with code 99358) 

(+e repeft telepheHe e•~eleatieH aHa maHagemem sePt•iees, see 99441 99443~ 

2 
CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated from the Five Year Review 

April2009 

Adjacent Tissue Transfer 

CPT code 14300 Adjacent tissue transfer or rearrangement, more than 30 sq em, unusual or complicated, any area was identified by 
the Five Year Review Identification Workgroup as potentially misvalued through its site of service anomaly screen in September 
2007. The Workgroup reviewed all services that include inpatient hospital visits within their global periods, but are performed less 
than 50% of the time in the inpatient setting, according to recent Medicare utilization data. The RUC originally recommended a two­
step action. First, the RUC removed the hospital visits from the service with no impact on the associated work RVU. Second, the 
RUC recommended that services be surveyed. Subsequent to being identified through the site of service anomaly screen, this code 
was identified through the CMS Fastest Growing Procedures Screen. The specialty societies agreed that the descriptor for this code 
did not accurately describe the work that is involved in the service as it did not differentiate between large and small defects therefore, 
the specialty society requested and the RUC agreed that the service be referred to CPT to clarify this issue. To address this concern 
the CPT Editorial Panel deleted CPT code 14300 and established two new codes to report adjacent tissue transfer of small and large 
defects. 

14301 Adjacent tissue transfer or rearrangement, any area; defect 30.1 sq em to 60 sq em 

The RUC reviewed the survey times for 14301 and questioned the additional 7 minutes of time added to the pre-service time package 
selected. The specialty societies explained that they added additional positioning time because these defects are occurring more 
frequently on difficult parts of the body including the face and hand and therefore the physician requires more time to position the 
particular body part to gain appropriate access to the surgical site. Based on this rationale, the RUC agreed that the additional 
positioning time associated with this service best reflected the pre-service time for this procedure. The RUC compared the surveyed 
code to its reference code 14060 Adjacent tissue transfer or rearrangement, eyelids, nose, ears and/or lips; defect 10 sq em or less 
(Work RVU=9.07). The RUC noted that the surveyed code has more intra-service time as compared to the reference code, 100 
minutes and 60 minutes respectively. Further, the RUC compared the surveyed code to another reference code MPC Code 58720 
Salpingo-oophorectomy, complete or partial, unilateral or bilateral (separate procedure) (Work RVU=12.08). The RUC noted that 
the surveyed code has slightly more time than this reference code, 100 minutes and 90 minutes respectively. Further, the RUC 
compared the intensity complexity measurements of the surveyed code and the reference code and determined that the surveyed code 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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requires more mental effort and judgment, more technical skill and physical effort to perform than the reference code. After making 
these comparisons, the specialty society explained that they did not have any compelling evidence to validate a higher work RVU for 
this service and therefore agreed that the impact of this code and 14302 need to be work neutral. Therefore based on utilization 
assumptions presented in the table below, the RUC agreed with the specialty societies recommended value of 12.47 work RVUs 
which is a value between the 25111 percentile and the median. The RUC recommends 12.47 Work RVUs for 14301. : 

14302 Adjacent tissue transfer or rearrangement, any area; each additional 30 sq em, or part thereof 

The RUC compared the surveyed code to its reference code 49568 Implantation of mesh or other prosthesis for open incisional or 
ventral hernia repair or mesh for closure of debridement for necrotizing soft tissue infection (List separately in addition to code for 
the incisional or ventral hernia repair) (Work RVU=4.88). The RUC noted that the surveyed code has less intra-service time as 
compared to the reference code, 40 minutes and 52 minutes respectively. Further, the RUC compared the intensity complexity 
measurements of the surveyed code and the reference code and determined that the reference code requires more mental effort and 
judgment and more physical effort to perform than the surveyed code. After making these comparisons, the specialty society 
explained that they did not have any compelling evidence to validate a higher work RVU for this service and therefore agreed that the 
impact of this code and 14302 need to be work neutral. Therefore based on utilization assumptions presented in the table below, the 
RUC agreed with the specialty societies recommended value of3.73 work RVUs, the survey median. The RUC recommends 3.73 
Work RVUs for 14302. The RUC requested that this code be reviewed in the future to review the volume ofthis service to 
ensure that the utilization assumptions were accurate. Therefore the RUC added the code to the New Technology List solely 
to review claims data to ensure only 15% of these services are reported with the add-on code. 

Work Neutrality Table 
RVW Percentage Utilization Total RVUs 

Current Data 
14300 13.26 14,138 187,470 (Current RVUs) 

Projected Data 
14301 {100% of current utilization for 30-60 sq em defects} 12.47 100.00% 14138 176396 
14302*1 {10% will be 60-90 SQ em defects) 3.73 10.00% 1,414 5273 
14302*2 (4% will be 90-120 sq em defects- requiring 14302 
reported twice in addition to the base code) 7.46 4.00% 566 4219 
14302*3 (1% will be 120-150 sq em defects- requiring 14302 
reported thrice in addition to the base code} 11.19 1.00% 141 1582 

187,470 (Projected RVUs) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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PLI Crosswalks: 
The RUC recommF 1yd that 14301 Be crosswalked to the existing PLI of 14300 as they agree this is the most appropriate crosswalk. 

Practice Expense: 
The RUC reviewed the specialty societies' practice expense inputs for these services and with the exception of the addition of a medical 
supply recommend the proposed practice expense inputs which include practice expense inputs in the facility and non-facility setting for 
14301 and no practice expense inputs for 14302 as it is typically performed in the facility setting. 

CPT Code Tracking CPT Descriptor WorkRVU 
(•New) Number Recommen-

dation 

For full thickness repair of lip or eyelid, see respective anatomical subsections. 

Codes 14000 14300 14302 are used for excision (including lesion) and/or repair by adjacent tissue transfer or rearrangement (eg, Z-plasty, W-
plasty, V-Y plasty rotation flap, advancement flap, double pediele flap). When applied in repairing lacerations, the procedure~ listefl must be I 

' 
performed by the surgeon to accomplish the repair. They do not apply to direct closure or rearrangement of traumatic wounds incidentally 
resulting in these configurations. Undermining alone of adjacent tissues to achieve closure, without additional incisions, does not constitute 
adjacent tissue transfer, see complex repair- 13100- 13153, 13160. The excision of a benign lesion (11400-11446) or a malignant lesion (11600-
11646) is not separately reportable with codes 14000 14300 14302. 

D 14300 26,djaeeat tissue tmasfet: OF Feaffftagemeat, moFe thaa 30 SEJ: em, UH:liSual oF eomplieated, aey area N/A 

•14301 R1 Adjacent tissue transfer or rearrangement, any area; defect 30.1 sq em to 60 sq em 12.47 

•+14302 R2 each additional 30 sq em, or part thereof (List separately in addition to code for primary 3.73 
procedure) 

(Use 14302 in conjunction with 14301) 

(14300 has been deleted. To report, use 14301, 14302) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 14301 

CPT Code: 14301 Tracking Number R1 Specialty Society Recommended RVU: 12.47 

Global Period: 090 RUC Recommended RVU: 12.47 

CPT Descriptor: Adjacent tissue transfer or rearrangement, any area; defect 30.1 sq em to 60 sq em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 63 year old female with an excised basal cell carcinoma on the left medial cheek leaves a 
defect through the subcutaneous plane that is 9.0 sq em. A cheek rotation flap that is 42.0 sq em is raised adjacent to the 
defect. The flap is transposed into the defect to achieve closure. The donor site is closed primarily. 

Percentage of Survey Respondents who found Vignette to be Typical: 88% 

Percent of survey respondents who stated they perform the procedure; In the hospital 52% , In the ASC 3%, In the 
office 44% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 38% , Kept overnight (less than 24 hours) 44% , Admitted (more than 24 hours) 19% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 71 % 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 25% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 6% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Determine indication for intra-operative antibiotics and prescribe as necessary. 
Review preadmission work-up, with particular attention to imaging information and reports. Reexamine patient to make 
sure that physical fmdings have not changed, and update H&P. Review results of preatlmission testing (lab, EKG, chest 
x-ray, availability of blood products). Meet with patient and family to review planned procedure and post-operative 
management. Review and obtain informed consent, including witness. Review length and type of anesthesia with 
anesthesiologist. Verify that all required instruments and supplies are available. Monitor/assist with positioning of 
patient. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform surgical "time out" 
with operating surgical team. 

Description of Intra-Service Work: The lesion is excised and then oriented and marked with sutures for pathologic 
examination. Hemostasis is obtained. Care is taken to determine the availability of adjacent tissue for closure and the 
possibility of functional impairment or anatomic distortion of adjacent structures. A flap is designed on the adjacent 
cheek skin. The flap is incised and raised at the appropriate level. The flap is rotated into the defect. Tension is 
assessed and additional dissection performed as necessary. The donor site is closed in layers. Drains are placed , 
necessary. The flap is sutured into position. 

Description of Post-Service Work: 
Facility: A sterile dressing is applied. Discuss postoperative care with recovery room staff. Discuss surgery outcome 
with patient's family. Write brief operative note. Monitor patient stabilization in the recovery room. After patient is 
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CPT Code: 14301 
awake, discuss surgery outcome with patient. Examine patient to assess for the development of complications (eg, 
bleeding). Dictate operative report (copy PCP and/or referring physician) and complete medical record documentation. 
Consider relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatment with the 
ryatient, family and other healthcare professionals, including home restrictions, especially activity, bathing. Reconcile 
aedications and write orders for post-discharge medication. Complete all appropriate medical records, including 

discharge summary and discharge instructions, and insurance forms. 

Office: Examine and talk with patient. At several office visits, dressings will be removed and the wound will be 
assessed for flap compromise or compromise of structures adjacent to the flap (eg, eyes). The wound will be redressed. 
Drain(s) and sutures are removed, when appropriate. Pathology report is discussed when available. Write prescription 
orders, as necessary. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. 
Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 14301 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4/2009 

Presenter(s): Keith Brandt, MD; Brett Coldiron, MD; Jane Dillon, MD, FACS; and Christopher 
Senkowski, MD, FACS 

Specialty(s): Plastic Surgery, Dermatology, Otolaryngology, and General Surgery 

CPT Code: 14301 
' 

'Resp N: I _ Response: 24.4 % Sample Size: 250 61 ' 

Sample Type: Random 

Low 25th octl Median* 75th octl Hjg_h 

Service Performance Rate 0.00 2.00 5.00 12.00 35.00 

Survey RVW: 8.50 11.00 13.50 15.00 19.70 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 45.00 60.00 100.00 120.00 260.00 

Immediate Post Service-Time: 25.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total m1nutes per ElM vis1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: J14301 Recommended Physician Work RVU: 12.70 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 10.00 3.00 7.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 I 

15.00 0.00 I 

Intra-Service Time: 100.00 

Immediate Post Service-Time: 25.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 14301 
Is the recommended value for the new/revised procedure based on-its modifier -51 exempt status? No 

New Technology/Service: 
's this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
14060 

Global 
090 

WorkRVU 
9.07 

Time Source 
RUC Time 

CPT Descriptor Adjacent tissue transfer or rearrangement, eyelids, nose, ears and/or lips; defect 10 sq em or less 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU Time Source 

Work RVU Time Source 

WorkRVU Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 16 

TIME ESTIMATES <Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

I Median hnmediate Post-service Time 

I Median Critical Care Time 

I Median Other Hospital Visit Time 
1 

' ~edian Discharge Day Management Time 

edian Office Visit Time 

I Prolonged Services Time 

I Median Total Time 

CPT Code: 
14301 

II 58.00 II 
II 100.00 II 

25.00 

0.0 

0.0 

19.0 

I 85.0 

I 0.0 

~ 
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% of respondents: 26.2 % ' 

Key Reference Source of Time 
CPT Code: RUCTime 

14060 

30.00 

60.00 

15.00 

0.00 

0.00 

0.00 

78.00 

0.00 

183.00 



INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The nwnber of possible diagnosis and/or the nwnber of 3.69 II 

management options that must be considered '--------' '--------' 
2.94 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

._____2_.9_4 ---...~1 .__I __ 2.3_1 _ __, 

.__lu_r~ge_n~cy~o_f_m_edi __ ·cru __ dec __ is_io_n_~--·~----------------~~.__1 ___ 2_.5_0 __ ~1.__1 ____ 2_.00 ____ ~ 

Technical Skill/Physical Effort (Mean) 

I._T_ec_hni __ .cal __ skil_._l r_eqtllf~· _ed ______________________ ____.l._l __ 3_.6_9_~1 ._I __ 3_.1_9 _ __, 

._I P_hy::....;s_icai--...e_ffi_ort_l'_equ...:......ired ________________________ _.JII 2.94 I .__1 __ 2_.44 __ _. 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortruity I ._I ___ 3_.6_3 __ __,,._1 __ 3_.00 __ ~ 

I Outcome ~nds on the skill and judgment of physician 1·.__1 ___ 3_. 7_5 __ ~1 ._I ____ 3_.3_8 __ ___, 

._I Es __ tima __ ted __ n_·s_k_of_mru___.p._ra_c_ti_ce_sw __ ·t_WI_.th__,_poo __ r_ou_tc_o_m_e _____ __.l._l ___ 2_.6_9 __ ...... 1._1 ____ 2_.5_6 __ ___, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPfCode Reference 
Service 1 

I.__Pr_e-_S_e_rv_ic_e_int __ ens_i...:ty;.._/co_m..._p_le_xi-"ty------------'1._1 __ 3_.3_1 _ _.1._1 ___ 2_.5_0 __ __, 

.__lmna~--~~rv~i~~m~re_ns~i~ty_k_o_m~¢_e~_·cy~--------__.l.__l __ 3_.8_1 _ _,,.__1 __ 3_._00 _ ___. 

.__IP~o~~~-S~enn~·c~e~m=re=ns~ity~/~c~om=p~l~e~=·ty~-----------__.1.__1 ___ 2_.8_1 __ ~1.__1 __ 2_.3_1 __ __, 

Additional Rationale 

CPT Code: 14301 

Describe the process by which your specialty society reached your final reconunendation. If your society has used an 
JWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

The adjacent tissue transfer (ATI) family of codes were identified by the RUC 5YR ID Workgroup as having a site 01 

service anomaly. The descriptor for 14300 was identified as not accurately describing the work that is involved in this 
service. Additionally, ASPS noted that the 14300 descriptor includes multiple regions of the body, thus the individual 
circumstances can vary with respect to site of service. 
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CPT Code: 14301 
A survey of plastic surgeons, dermatologists, otolaryngologists, and general surgeons was conducted for 14301. A 
consensus committee of specialists from these four disciplines reviewed the survey data. 

With respect to the pre-service time, we ~ecommend package 3 with the following modifications: 

• Evaluation: No change from standard 33 minutes. 

• Positioning: Many different positions are possible for 143Xl. Given the variability in positioning, we are 
recommending an additional 7 minutes for a total of 10 minutes, recognizing that this may not capture the time for 
all possible positioning. 

• Scrub/Dress/Wait: No change from standard 15 minutes. 

We agree with the median response that this patient would be discharged on the same day as the procedure. Consistent 
with the survey data, we recommend 4 post-office visits at the following levels: 

• 99213 - Evaluation for flap compromise or compromise of structures adjacent to the flap (e.g., eyes) 
• 99213- Removal of drains; check viability of flap (e.g., arterial flow); wound assessment 
• 99213 - Removal of sutures and explanation of pathology report 
• 99212- Check flap viability and wound healing 

Code 14300 was split into two codes 143X1 and 143X2. Without compelling evidence, the recommendations need to 
be work neutral. The consensus committee discussed how often 143X2 would be used in multiples of 1, 2, or 3 and 
agreed with estimates of 10%, 4% and 1% respectively. This would account for A IT up to 150 sq em. After that size, 
it was agreed that anything larger would most likely require another type of closure. Additionally, the consensus 
committee agreed with the median survey RVW of3.73 for 143X2, as appropriately reflecting the more complex 
work of the larger ATT. Using the percentage 143X2 estimates, the recommended RVW for 143X2, and the current 
Medicare utilization for 14300, we arrive at a work-neutral recommendation of 12.70 work RVUs for 143Xl, as 
1resented in the table below: 

2007 Work 
CPT Uti I RVW RVUs 

14300 Current RVW and Util 14,138 13.26 1!71;~zq 

Rec Work 
CPT Estimated Utilization Est Util RVW RVUs 

143X1 1 00% of current util for 30-60 sq em 100% 14,138 12.70 179,553 
143X2 10% will be 60-90 sq em 10% 1,414 3.73 5,273 
143X2 4% will be 90-120 sq em 4% 566 3.73 2,109 

143X2 1% will be120-150 sq em 1% 141 3.73 527 

187~~3 

SERVICES REPORTED WITH MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
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CPT Code: 14301 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 14300 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Dermatology How often? Commonly 

Specialty Plastic Surgery How often? Commonly 

Specialty General Surgery/Otolaryngology How often? Sometimes 

Estimate the number of times this service ~ght be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency unknown. 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
14,138 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. Untilization for 143X1 will be 100% of the current utilization for 
14300 per 2007 Medicare data. 

Specialty Dermatology Frequency 6221 Percentage 44.00 % 

Specialty Plastic Surgery Frequency 4684 Percentage 33.13 % 

Specialty General Surgery/Otolaryngology Frequency 2581 Percentage 18.25 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 14300 is currently used to bill this procedure and is 
the most appropriate crosswalk 
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CPT Code: 14301 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARYOFRECOMMlliNDATION 

CPT Code: 14302 

CPT Code:14302 Tracking Number R2 Specialty Society Recommended RVU: 3.73 

Global Period: ZZZ RUC Recommended RVU: 3.73 

CPT Descriptor: Adjacent tissue transfer or rearrangement, any area; each additional 30 sq em, or part thereof 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 63 year old female with an excised squamous cell carcinoma on the left medial cheek leaves 
a defect through the subcutaneous plane that is 16.0 sq em. A cervicofacial flap that is 72.0 sq em is elevated adjacent 
to the defect. The flap is transposed into the defect to achieve closure. The donor site is closed primarily. 

Percentage of Survey Respondents who found Vignette to be Typical: 91% 

Percent of survey respondents who stated they perform the procedure; In the hospital82% , In the ASC 18%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 29% , Kept overnight (less than 24 hours) 29% , Admitted (more than 24 hours) 43% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 63% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 9% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: n/a 

Description of Intra-Service Work: Additional lesion excision is carried out. Hemostasis is obtained. Continued care is 
taken to determine the availability of adjacent tissue for closure and the possibility of functional impairment or anatomic 
distortion of adjacent structures. The larger flap is incised and raised at the appropriate level. The larger flap is rotated 
into the defect. Tension is assessed and additional dissection performed as necessary. The additonal donor site 1s closed 
in layers. Drains may be placed. The larger flap is sutured into position. 

Description of Post-Service Work: n/a 
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CPT Code: 14302 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4/2009 

Presenter(s): Keith Brandt, MD; Jane Dillon, MD, FACS; and Christopher Senkowski, MD, FACS 

)pecialty(s): Plastic Surgery, Otolaryngology, and General Surgery 

CPT Code: 14302 

Sample Size: 150 'Resp N: 34 I Response: 22.6 % 

Sample Type: Random 

Low 25th octl Median* 75th pctl Hi.Q.h 

Service Performance Rate 0.00 2.00 3.00 6.00 120.00 

SurveyRVW: 1.60 2.56 3.73 4.23 8.00 

Pre-Service Evaluation Time: 0.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 20.00 31.00 40.00 50.00 120.00 

Immediate Post Service-Time: 0.00 

Post OPerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

"rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

*Physician standard total minutes per ElM vis1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 {55); 99211 {7); 99212 {16); 99213 {23); 99214 {40); 99215 (55); 99354 {60); 99355 (30); 99356 (60); 99357 {30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: Select Pre-Service Package 

CPT Code: 114302 Recommended Physician Work RVU: 3.73 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 0.00 0.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 40.00 

Immediate Post Service-Time: 0.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

""'ischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

.~ffice time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
49568 

Global 
zzz 

WorkRVU 
4.88 

CPT Code: 14302 . 

Time Source 
RUCTime · 

CPT Descriptor Implantation of mesh or other prosthesis for open incisional or ventral hernia repair or mesh for closure 
of debridement for necrotizing soft tissue infection (List separately in addition to code for the incisional or ventral hernia 
repair) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU Time Source 

Work RVU Time Source 

WorkRVU Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 6 %of respondents: 17.6 % 

TIME ESTIMATES (Median) Key Reference 
CPT Code: CPT Code: 

14302 ~ 

IL...M_edi_._an_Pr_e_-S_e_rv_ic_e _Tim_e __________ __.II 0.00 II 0.00 

~-:.1 M..:.:edian..:.:".:..::..:ln::.;tra:.:..-...;.Se...;.m....:.·c:.:..e_T_im_e _________ __.ll 40.00 I L...l __ 5_2._00 _ __. 

Median Immediate Post-service Time 0.00 I 0.00 
l========l 

Median Critical Care Time 0.0 I 1===0=.00====1 

Median Other Hospital Visit Time 0.0 11====0=.00===1 

Median Discharge Day Management Time 0.0 I 0.00 
l========l 

rM=edian=·=o=ffi=ce=V=isi=t=Tim=e============91 0.0 11====0=.00===1 
Prolonged Services Time . 0.0 I 0.00 

1

1-M_ed..;._ia_n_T_otai_T_im_e ____________ ----i, ~ 11===52=.00===1 

Other time if appropriate . C===:J . 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of 3.67 II 
management options that must be considered '------' L..-------' 

2.83 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

~-3_.00 __ _.....1~1 ___ 3_._17 __ _..... 

I LU~r~~~n~cy~o~f~m~edi~·~cal~dec~~-m_n_~ __ ·~g~--------------~'L..' __ 3_.3_3_ ..... 1lL.. __ 2_.6_7 _ ___. 

Technical Skill/Physical Effort (Mean) 

~~T~~~run~·cal~sw~·~lr~~~·~ed~----------------~IL..j ___ 4_.3_3 __ ..... IIL.. ___ 3_.s_o __ ___. 

L..IP~hy~s_ical __ e_ffo_rt_~_e~~·-ed ________________ ~IL..j __ 3_.s_o __ ..... ll'--___ 3_.6_7 __ _..... 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality l ..... 1 __ 3_.3_3_ ..... 11'--___ 3_.1_7 __ __, 

Ll Ou:....:..:.:tc:.;..om:.;,:_e ~depe~nds:.;,:_~on:....tb_e_s:...w_· I_and---'J::..·udgm~;;;,e_nt_o_f~ph....:y:.;..st..,;,. ctan:.;,. ::,._ ____ ....~1 L..l __ 4_.s_o __ ..... l Ll ___ 3_;,.8_3 --~ 

I Es_tima __ t_ed_n_· s_k_o_f mal __ p:,..ra_c_ti_ce_s_w_·t_WI_.th__._poo __ r _ou_tco __ m_e ______ ___.l L..l ___ 3_.3_3 __ ..... 1 Ll ___ 3_.00 ____ _. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI'Code Reference 
Service 1 

IL.,~_e_-~ __ rvi_·c_e_~_e_ns_i~ty_lco_mp~l_e~_·ty~-------------------'lj'--__ 2_.8_3 __ ..... IIL ___ 2_.8_3 __ _..... 

~IIntr __ a-_S_ervi_._ce_inte __ ns_i~ty-/co_m_.p_le_xi....:ty _________ _.....ll._ __ 4_.oo __ _.....l ~~ __ 3_.5_0 _ _. 

L..l P_o_st-_~_rv_I_·ce_inte __ ns_t-='ty'--/c_o_mp.:.-l_e~_·ty.:.._ ________________ ___.ll'--_2..,;,.5~0 __ ..... 11.__,;,3_,.00,;______. 

Additional Rationale 

CPT Code: 14302 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
~ecommendations for the appropriate formula and fonnat. 

fhe adjacent tissue transfer (ATI) family of codes were identified by the RUC 5YR ID Workgroup as having a site of 
service anomaly. The descriptor for 14300 was identified as not accurately describing the work that is involved in this 
service. Additionally, ASPS noted that the 14300 descriptor includes multiple regions of the body, thus the individual 
circumstances can vary with respect to site of service. 
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CPTCode: 14302 
Code 14300 was split into two codes 143Xl and 143X2. Without compelling evidence, the recommendations need to 
be work neutral. The consensus committee discussed how often 143X2 would be used in multiples of 1, 2, or 3 and 
agreed with estimates of 10%, 4% and 1% respectively. This would account for ATT up to 150 sq em. After that size, 
it was agreed that anything larger would most likely require another type of closure. Additionally, the consensus 
committee agreed with the median survey RVW of3.73 for 143X2, as appropriately reflecting the more complex 
work of the larger ATT. Using the percentage 143X2 estimates, the recommended RVW for 14302, and the current 
Medicare utilization for 14300, we arrive at a work-neutral recommendation of 12.70 work RVUs for 14301, as 
presented in the table below: 

2007 Work 
CPT Util RVW RVUs 

14300 Current RVW and Util 14,138 13.26 :(~J:{~to 

Rec Work 
CPT Estimated Utilization Est Util RVW RVUs 

143X1 100% of current util for 30-60 sq em 100% 14,138 12.70 179,553 
143X2 10% will be 60-90 sq em 10% 1,414 3.73 5,273 
143X2 4% will be 90-120 sq em 4% 566 3.73 2,109 
143X2 1% will be120-150 sq em 1% 141 3.73 527 

187!'~63 ....... f.'··~ 

SERVICES REPORTED Wim MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

IZ! The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY~ORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 14300 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Plastic Surgery How often? Sometimes 
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CPT Code: 14302 
Specialty General Surgery How often? Sometimes 

Specialty Otolaryngology How often? Sometimes 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency unlmown 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
2,121 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We estimate that 15% of cases currently billable as 14300 will now be 
billed as 143X2. 

Specialty Plastic Surgery Frequency 1273 Percentage 60.01 % 

Specialty General Surgery Frequency 425 Percentage 20.03 % 

Specialty Otolaryngology Frequency 319 Percentage 15.04 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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CPT Long Descriptor: 

AMA/Specialty Society Update Process 
· Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 
Facility Direct Inputs 

CPT DESCRIPTION 

CPT Code: 14301 

GLOB 

14301 
Adjacent tissue transfer or rearrangement, any area; defect 30.1 sq em to 

090 
60 sq em 

Please provide a brief description of the process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: 

The facility practice expense details were discussed by a consensus committee of plastic surgeons, dermatologists, 
otolaryngologists, and general surgeons representing a variety of practice types and geographic settings. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The clinical staff completes pre-service diagnostic and referral forms. They call the hospital to schedule space and 
equipment needed in the facility and coordinate with the facility, the patient and other offices as necessary to prepare f01 
the procedure. Clinical staff will provide and review educational materials and information prior to the procedure. 
Clinical staff will also call in any prescriptions necessary for the patient prior to the procedure and contact the patient 
prior to the procedure to confirm pre-procedure instructions are being carried out. Calls may also be necessary to 
coordinate changes in polypharmacy prior to the procedure. 

Intra-Service Clinical Labor Activities: 
N/A 

Post-Service Clinical Labor Activities: 

Discharge management (standard 6 minutes for same day) and standard office visit related activities are performed. 
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CPT Code: _ ____..:.1...:.:43=0=1-

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 
Non Facility Direct Inputs 

CPT Long Descriptor: 

CPT DESCRIPTION 

14301 
Adjacent tissue transfer or rearrangement, any area; defect 30.1 sq em to 
60 sq em 

GLOB 

090 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The direct non-facility practice expense details were discussed by a consensus committee of plastic 
surgeons, dermatologists, otolaryngologists, and general surgeons representing a variety of practice 
types and geographic settings. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The clinical staff completes pre-service diagnostic and referral forms. Clinical staff will provide and 
review educational materials and information prior to the procedure. Clinical staff will also call in any 
prescriptions necessary for the patient prior to the procedure and contact the patient prior to the 
procedure to confirm pre-procedure instructions are being carried out. Calls may also be necessary to 
coordinate changes in polypharmacy prior to the procedure. 

Intra-Service Clinical Labor Activities: 

Clincal staff reviews the chart to be certain all pre-procedure testing and images are available and the 
H&P is current. The patient will be greeted and gowned and vital signs obtained. The procedure is 
reviewed. The procedure room is prepared, making certain supplies and equipment necessary are 
available. Clinical staff assists the physician with prepping, positioning, and providing anesthesia. This 
is a sterile procedure therefore, once the clinical staff is gloved, they will remain in the room and assist 
the physician with the entire procedure. After completion of the procedure, clinical staff will monitor the 
patient; clean the room; clean the surgical instruments; prepare diagnostic forms and send the excised 
specimen to pathology (if applicable); check dressings; and provide instructions on wound care, follow­
up visits, and prescriptions. 

Post-Service Clinical Labor Activities: 
Standard office visit related activities are performed. 

Details regarding medical supplies and equip~ent are provided in the attached spreadsheet. 
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1 Meeting Date: April 2009 14301 14302 
i--

AMA/Specialty Society RVS Update 
.. 

: Adjacent tissue Adjacent tissue 

Recommedation 
I transfer 30-EID sq em transfer each 

! additional 30 sq em 
2 

3 LOCATION Code Staff Type Office FAC Office FAC 
4 GLOBAL PERIOD 090 090 zzz. zzz. 
5 TOTAL CLINICAL LABOR TIME L037D RNILPNIMTA 300 201 0 0 
6 TOTAL PRE-SERV CLINICAL LABOR TIME L037D RNILPNIMTA 35 60 0 0 
7 TOTAL SERVICE PERIOD CLINICAL LABOR TIME L037D RNILPNIMTA 130 6 0 0 
8 TOTAL POST -8ERV CLINICAL LABOR TIME L037D RNILPNIMTA 135 135 0 0 
9 f'gE'-SERVICE· · · . ~- >·'s·.~;/\;,;;;~;m<,· ':::.::· : "'' ' ,. r '"~ '>,' ~ ,' !\·~~~)~~~)'<- 1·:.·-;;:.:{~:;,;;.: •. ' '.( ' ' "~: 

10 Start: Following visit when decision for surgery or procedure made ; 

11 Complete pre-service diagnostic & referral forms L037D RNILPNJMTA 5 5 ' 
12 Coordinate pre-surgery services L037D RNILPNIMTA 10 20 
13 Schedule space and equipment in facility L0370 RNILPNIMTA 0 8 ! 

14 Provide pre-service education/obtain consent L0370 RNILPNIMTA 10 20 ! 

15 Follow-up phone calls & prescriptions L0370 RNILPNIMTA 10 7 
17 End:When patient enters office/facility for surgery/procedure 
18 SERVICE·PERIOl( ,_- .· • '21}·'cZ:':'"::l,:i:.:~: '·~ ':!:::::7 •• . '/'1: ·: /;~~'~!/'.;< I:~·;<;·~:.\ 

. . ·.<· '·-s:."' .{JP:; ~ .. .:~<;.v;'~'.:;t_::'z;.: ; 
19 Start: When patient enters site for procedure: Services Prior to Procedure ! 

20 Review charts L0370 RNILPNIMTA ! 

21 Greet patient and provide gowning L0370 RNILPNIMTA 3 i 

22 Obtain vital signs L0370 RNILPNIMTA 3 
23 Provide pre-service education/obtain consent L0370 RNILPNIMTA 
24 Prepare room, equipment, supplies L0370 RNILPNIMTA 2 

25 Setup scope (non facility setting only) L0370 RNILPNIMTA 
26 Prepare and position patient/ monitor patient/ set up IV L0370 RNILPNIMTA 2 
27 Sedate/apply anesthesia L0370 RNILPNIMTA 
28 Intra-service 
29 Assist physician in performing procedure L0370 RNILPNIMTA 100 
30 Post-Service 

31 Monitor pt following service/check tubes, monitors, drains L0370 RN/LPNIMTA 1 

32 Clean room/equipment by physician staff L0370 RNILPNIMTA 3 

33 Clean Scope L0370 RNILPNIMTA 

34 Clean Surgical Instrument Package L0370 RNILPNIMTA 10 
35 Complete diagnostic forms, lab & X-ray requisitions L037D RNILPNIMTA 3 
36 Review/read X-ray, lab, and pathology reports L0370 RNILPNIMTA 

Check dressings & wound/ home care instructions 
L037D RNILPNIMTA 3 37 /coordinate office visits /orescriotions 

38 Discharge day management L037D RNILPNIMTA 0 6 
40 End: Patient leaves office 
41 ROsT~ERVlCE;PeriOC:I':.\'&::;r~::;ji;;;,·~:;.;?;>ciC·~:·;t~0'1i't~'·;:::·; .. ::· .::s;·;;:;:·;,, :\2·, -:·. ~~,;~; 'i; : ~~; <:-;-::; :S';,t;;_;;,: ;;:,;:t,+ioc'ii :';;'.(i? ;_; 

42 Start: Patient leaves office/facility 
43 Conduct phone calls/call in prescriptions 0 0 
44 Office visits: 

45 List Number and Level of Office Visits 

46 99211 16 minutes 16 
47 99212 27 minutes 27 1 1 
48 99213 36 minutes 36 3 3 
49 99214 53 minutes 53 
50 99215 63 minutes 63 
52 Total Office Visit Time L0370 RNILPNIMTA 135 135 
54 End: with last office visit before end of global period 
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Meeting Date: Apri12009 ' 14301 14302 ...!... --- ' 
AMA/Specialty Society RVS Update ! Adjacent tissue Adjacent tissue 

Recommedation transfer 30-60 sq em transfer each 
i additional 30 sq em 

2 i 

3 LOCATION Code Staff Type Office FAC Office FAC 

4 GLOBAL PERIOD 090 090 zzz. zzz. 
5 TOTAL CUNICAL LABOR TIME L037D RNILPNIMTA 300 201 0 0 
6 TOTAL PRE-SERV CUNICAL LABOR TIME L037D RNILPNIMTA 35 60 0 0 --
7 TOTAL SERVICE PERIOD CUNICAL LABOR TIME L037D RNILPNIMTA 130 6 0 0 
8 TOTAL POST -SERV CUNICAL LABOR TIME L037D RNILPNIMTA 135 135 0 0 

55 MEDICAL/SURPi:JES-' ,~'~:--<-: 0!:~";<~''<·- \'':; ·:-;~;=,- ':t<;~l't "-'<Coa4r>:::1 ~~~?Ji\ftJnit;~~~~ ::,~';\·- <: ~· ;_,; _- ':'':';:- !?¥~;is}j:: ;f !<.;;·;:;:: ':' 
56 pack, minimum multi-specialty visit 5A048 p_ack 5 4 
57 pack, post-op incision care (suture) SA0 54 _pack 1 1 
58 scrub brush (impregnated) SM023 item 2 
59 mask, surgical 58033 item 2 

60 gloves, sterile 58024 pair 2 
61 gown, staff, impervious 58027 item 2 
62 blade, surgical hair clipper SF010 item 1 
63 povidone surgical scrub (Betadine) SJ042 ml 10 

64 povidone soln (Betadine) 5J041 ml 20 
65 drape, sterile, for Mayo stand 58012 item 1 
66 drape, sterile barrier 16in x 29in 58007 item 1 
67 drape-towel, sterile OR blue (2 pk uou) 58020 item 2 
68 drape, sterile barrier 16in X 29in 58007 item 1 
69 skin marking pen, sterile (Skin Skribe) SK075 item 1 

70 swab-pad, alcohol 5J053 item 2 
71 lidocaine 1% w-epi inj (Xylocaine w-epi) 5H046 ml 40 
72 needle, 18-27g SC029 item 5 
73 needle, 30g SC031 item 5 
74 syringe, 3 ml SC055 item 5 

75 sodium chloride 0.9% irrigation (500-1000ml uou) 5H069 item 1 

76 scalpel with blade, surgical (#10-20) 5F033 item 1 
77 suture, nylon, 3-0 to 6-0, c 5F036 item 3 
78 suture, vicryl, 3-0 to 6-0, p, ps 5F040 item 3 
79 cautery, monopolar, pencil-handpiece 5F020 item 1 

80 cautery, patient ground pad w-cord 5F021 item 1 
81 tray, suturing 5A069 tray 1 

82 gauze, sterile 4in x 4in (10 pack uou) 5G056 item 2 

83 bacitracin oint (15gm uou) 5J008 item 1 

84 tape, surgical paper 1in (Micropore) SG079 inch 24 

85 steri-strip (6 strip' uou) SG074 item 2 

86 dressing, 3inx4in (Telfa, Release) 5G035 item 2 

87 dressing, Sin x 9in (ABO-Combine) 5G039 item 1 

88 pack, cleaning, surgical instruments 5A043 ):JaCk 1 

89 cup, biopsy-specimen sterile 4oz 5L036 item 1 

90 EquiP'm&m,~~;-,;,;,:·_,-: --- -' - :.,. '( i;'()<i; .<'>-' : "_,';;: .-; ¢"~:> "-)~ ;: <COCIG:':) :~;;;;i;.,J::;i0;~ :~' )'~ : ': ,' ---- ' -,-_-i·_,- l(:r;:, , .l'}.c:~:h; 

91 table, power EF031 265 135 

92 light, surgical EF014 265 135 

93 instrument pack, medium EQ138 130 

94 mayo stand EF015 130 

95 electrocautery-hyfrecator, up to 45 watts EQ110 130 

96 camera, digital (6 mexapixel) ED004 5 
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Background: 

AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated from Five Year Review 

February 2009 

Excision of Soft Tissue and Bone Tumors 

The American Academy of Orthopaedic Surgery (AAOS) and the Musculoskeletal Tumor Society (MSTS) responded to the Centers 
for Medicare and Medicaid Services' (CMS) Five-Year Review request for comment on misvalued codes in 1995, arguing that the 
Hsaio survey had misvalued these services. During the course of this first Five-Year Review process, it became evident that coding 
changes would be necessary prior to revaluing these services. From 1995-2005, MSTS and AAOS drafted CPT proposals to address 
issues within the soft tissue tumor excision family and bone tumor family codes but these proposals were rejected by the CPT advisors 
and/or the CPT Editorial Panel. For the 2005 Five-Year Review, MSTS:;~nd AAOS submitted 14 soft tissue tumor codes and 12 bone 
tumor codes which were ultimately referred again to the CPT Editorial Panel for clarification and creation of new codes to . ', 
differentiate the codes based on the size and depth of the tumor. In February 2009, the CPT Editorial Panel approved the coding 
proposal submitted by the Soft Tissue Tumor and Bone Workgroup which revised and expanded the soft tissue tumor and bone tumor 
sections to more accurately describe the services being provided and address the concerns raised by the RUC during the Third Five­
Year Review. 

Subcutaneous Excision of Soft Tissue Tumor Codes 
There are currently 10 CPT codes that describe subcutaneous excision of soft tissue tumors. For CPT 2010, these 10 codes have been 
split into 20 codes differentiated by the size of the excised lesion. These codes were never part of a Five-Year Review Process, 
however, the societies agreed that these codes needed to be consistent with the new coding convention of the subfascial and radical 
soft tumor excision codes. Between 7 5-150 general surgeons, otolaryngologists, orthopaedic surgeons, general and orthopaedic 
surgical oncologists, hand surgeons, plastic surgeons, foot and ankle orthopaedic surgeons, and podiatrists participated in the some or 
all of the surveys. All of the specialty societies met several times by conference call to discuss the survey statistics. During this 
review, the societies indicated that they discussed the survey results noting similarities and differences in type of anesthesia 
positioning, intra-operative time and follow-up care. Several of the codes had exactly the same components which resulted in a 
recommendation for the same RVU. The specialty societies also indicated that the recommended work RVUs for these codes were 
correctly ranked. In addition to this analysis, the specialty societies noted that because these codes were never part of a Five-Year 

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



Review Process, they recommended and the RUC agreed that the recommendations for this family of codes should be work neutral. 
To account for this decision, the specialty societies reduced their recommendations by 2.88%. 

Subfascial Excision of Soft Tissue Tumor Codes 
There are currently 10 CPT codes that describe subfascial excision of soft tissue tumors. For CPT 2010, these 10 codes have been split 
into 20 codes differentiated by size of excised lesion. Nine of these 10 original codes were part of one or more Five-Year Review 
Processes. The single code not originally identified has very low volume. The RUC sympathized with the argument that there should be 
work valuation changes but requested that codes first be reviewed by the CPT Editorial Panel. Between 75-150 general surgeons, 
orthopaedic surgeons, general and orthopaedic surgical oncologists, foot and ankle surgeons, podiatrists, otolaryngologists, hand 
surgeons and plastic surgeons participated in some or all of the surveys. All of the specialty societies met several times by conference 
call to discuss the survey statistics. During this review, the societies indicated that they discussed the survey results noting similarities 
and differences in type of anesthesia, positioning, intra-operative time and follow-up care. Several of the codes had exactly the same 
components which resulted in a recommendation for the same RVU. The specialty societies also indicated that the recommended 
work RVUs for these codes were correctly ranked .. In addition to this analysis, the societies noted that 18 of the 20 codes were part of a 

V1 previous Five-Year Review. The societies presented significant compelling evidence as to why these recommendations should not be 
I'.J 
1'..1 work neutral. This compelling evidence includes: 1.) Evidence that incorrect assumptions were made in the previous valuation of the 

service because the Harvard review of these codes did not survey all of the specialties, especially the primary providers, who currently 
perform these services; and 2.) evidence that technology has changed the physician work because over the past 10 years significant 
advances have been made which allow for greater imaging and thus more precise understanding of anatomic location and extent of tissue 
involvement. Based on this compelling evidence and so not to create rank order anomalies, the RUC agreed that the recommendations 
for the subfascial excision of soft tissue tumor codes did not have to be work neutral. The RUC reviewed the site of service for this 
family of codes and agreed with the specialty societies data which supported an overnight hospital stay for seven ofthe large subfascial 
codes and three of the small subfascial codes. However, to ensure proper rank order across all of the soft tissue tumor codes, the small 
subfascial excision of soft tissue tumor codes were reduced by 2.88%. Additionally, the RUC recommended significant decreases to the 
specialty societies' recommendations for the large subfascia1 tissue tumor codes to ensure proper rank order with the small subfascial 
excision services, as a primary difference between the small and large subfascial tumor codes was the difference in the intra-service time. 
The RUC agrees that this adjustment to the large subfascial tissue tumor codes accounts for the 2.88% reduction and maintains the 
appropriate relativity to the rest of the tumor excision codes. 

Radical Excision of Soft Tissue Tumor Codes 
There are currently 11 codes that describe radical excision of soft tissue tumors. For CPT 20I 0, these 1I codes have been split into 22 
codes differentiated by size of excised lesion. Six of these II codes were part of one or more Five-Year Review Processes. The RUC 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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sympathized with the argument that there should be work valuation changes but requested that codes first be reviewed by the CPT 
Editorial Panel. The other five codes have very low volume and are either not performed or rarely performed by orthopaedic surgeons 
and thus were not included in their comment letters to CMS during the Five-Year Reviews. Between 100-120 general surgeons, 
otolaryngologists, plastic surgeons, orthopaedic surgeons, orthopaedic and surgical oncologists participated in some or all of the surveys. 
All of the specialty societies met several times by conference call to discuss the survey statistics. During this review, the societies 
indicated that they discussed the survey results noting similarities and differences in type of anesthesia, positioning, intra-operative 
time and follow-up care. Several of the codes had exactly the same components which resulted in a recommendation for the same 
RVU. The specialty societies also indicated that the recommended work RVUs for these codes were correctly ranked. Further, the 
societies presented and the RUC agreed that there is significant compelling evidence as to why these recommendations should not be 
work neutral. This compelling evidence includes: 1.) Evidence that incorrect assumptions were made in the previous valuation ofthe 
service because the Harvard review of these codes did not survey all of the specialties who currently perform these services and 2.) 
Evidence that technology has changed the physician work because over the past 10 years significant advances have been made which 
allow for greater imaging and thus more precise understanding of anatomic location and extent of tissue involvement. Further, for 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This advancement has 
allowed for increased ability to kill tumors in situ at a higher level. These tumors are typically asymptomatic and therefore attain large 
size before being excised. Resecting these lesions with a wide margin in adjacent tissues routinely requires meticulous dissection around 
major nerves and blood vessels. Based on this compelling evidence and so not to create rank order anomalies, the RUC agreed that the 
recommendations for the radical excision of soft tissue tumor codes did not have to be work neutral. However, to ensure proper rank 
order across all of the soft tissue tumor codes, the radical excision of soft tissue tumor codes were reduced by 2.88%. 

New Codes for Excision of Soft Tissue Tumor CQdes 
In addition to these revisions to the existing code set, the CPT Editorial Panel created 4 new subcutaneous, 4 new subfascial and 2 new 
radical excision codes. These codes were created to fill in anatomic gaps in the coding convention for excision of soft tissue tumors. The 
specialty societies noted that CPT Assistant indicated excision of subcutaneous soft tissue tumors may be reported with benign or 
malignant lesion codes which have a 10 day global period or an unlisted services code. The specialty societies also noted that excision of 
deep subfascial tumors or radical soft tissue excision procedures would currently be reported with the unlisted code. However, to ensure 
proper rank order across all of the soft tissue tumor codes, these new excision of soft tissue tumor codes were reduced by 2.88%. In 
addition to this reduction, the RUC determined that further reductions should be made to two of the four new subfascial codes to keep in 
rank order with the recommendations from the other subfascial codes. 

3 
CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 



Frequency and Impact 
The specialties had difficulty in estimating the frequency split for current codes and frequency estimates for new codes but made a best 
faith effort. The specialties stated that they made several assumptions given the fact that this section has been completely revised 
including new guidelines and instructions. The RUC appreciated the difficulty of this task and agreed with the specialties recommended 
utilization. However, the RUC recommended that these services should be re-reviewed to determine the accuracy of these 
utilization assumption in three years at the September 2012 RUC meeting to allow for time to obtain two years of frequency data 
from Medicare (2010 and 2011). The overall increased work impact of the RUC recommendations for these services, given the society 
recommended utilization assumptions, is minor. 

Repairs Resulting from Excisions 
The RUC discussed the issue of separately reporting complex wound repair when performing an excision of a tumor, as the current 
introductory language states including simple or intermediate repair is included. RUC members expressed concern about complex repair 
being reported separately with these procedures. After much deliberation, it was determined that these services would rarely require 
complex repair as defined in CPT codes 13100-13153. However, to alleviate the concern, the CPT Editorial Panel has been requested to 

~ add introductory language to this section of codes clarifying the components of complex repair and when it should be reported separately. 
~ 

Practice Expense 
The RUC extensively discussed of the clinical labor time associated with the services performed in the non-facility setting and reduced 
the clinical labor time for several services. In addition, the RUC carefully scrutinized the supplies and equipment and made 
adjustments to reflect treatment of the typical patient. The practice expense inputs recommended by the specialty in the facility setting 
were also reviewed and modified. The RUC recommends the attached direct practice expense inputs. 

CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

Excision o[.subcutaneous so(! tissue tumors (including sim~le or intermediate renair) involves the simnle or marginal resection of tumors confined to 
subcutaneous tissue below the skin but above the deeQ fascia. These tumors are usually benign and are resected without removing a significant amount of 
surrounding normal tissue. Code selection is based on the location and size of the tumor. Code selection is determined by measuring the greatest diameter of 
the tumor Qlus that margin reguired for comQlete excision of the tumor. The margins refer to the most narrow margin reguired to adeguately excise the 
tumor, based on the 12hysician' s judgment. The measurement of the tumor Qlus margin is made at the time of the excision. A1mreciable vessel exnloration 
and/or neuroolastv should be reoorted seoaratelv. Extensive undermining or other techniaues to close a defect created bv skin excision mav reauire a 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

complex repair which should be reported separately. Dissection or elevation of tissue planes to permit resection of the tumor is included in the excision. 

Excision o[[ascial or sub[ascial so(J tissue tumors (including simple or intermediate repair) involves the resection of tumors confined to the tissue within 
or below the deep fascia, but not involving the bone. These tumors are usually benign, are often intramuscular, and are resected without removing a 
significant amount of surrounding normal tissue. Code selection is based on size and location of the tumor. Code selection is determined by measuring the 
greatest diameter of the tumor plus that margin reguired for complete excision of the tumor. The margins refer to the most narrow margin reguired to 
adeguately excise the tumor, based on the physician's judgment. The measurement of the tumor plus margin is made at the time of the excision. Appreciable 
vessel exploration and/or neuroplasty should be reported separately. Extensive undermining or other technigues to close a defect created by skin excision 
may reguire a complex repair which should be reported separately. Dissection or elevation of tissue planes to permit resection of the tumor is included in the 
excision. 

Digital (ie, fingers and toes) subfascial tumors are defined as those tumors involving the tendons, tendon sheaths or joints of the digit. Tumors which simply 
abut but do not breach the tendon, tendon sheath or joint capsule are considered subcutaneous soft tissue tumors. 9igital {ie, fiagefS aad teesl subfaseial 
hJmefs are defiaed as these ft!mefS ia•tel•tiag the tendeas, teadea sheaths ef jeiats efthe digit. +umefs •Hhieh sim~l:t abut but de aet bFeaeh the teaden, 
teadea sheath ef jeiat ea~sule afe eeasideFed suheutaaeeus seft tissue tumefs. 

Radical resection o[so(J tissue tumors (including simple or intermediate repair) involves the resection of the tumor with wide margins of normal tissue. 
Appreciable vessel exploration and/or neuroplasty repair or reconstruction (eg, adjacent tissue transfer[s], flap[s]) should be reported separately. Extensive 
undermining or other technigues to close a defect created by skin excision may reguire a complex repair which should be reported separately. Dissection or 
elevation of tissue planes to permit resection of the tumor is included in the excision. Although these tumors may be confined to a specific layer ( eg, 
subcutaneous, sub fascial), radical resection may involve removal of tissue from one or more layers. Radical resection of soft tissue tumors is most 
commonly used for malignant tumors or very aggressive benign tumors. Code selection is based on size and location of the tumor. Code selection is 
determined by measuring the greatest diameter of the tumor plus that margin required for complete excision of the tumor. The margins refer to the most 
narrow margin required to adequately excise the tumor, based on the physician's judgment. The measurement of the tumor plus margin is made at the time 
of the excision. For radical resection of tumors of cutaneous origin, (eg, melanoma) see 11600-11646. 

Radical resection o[bone tumors (including simple or intermediate repair) involves the resection of the tumor with wide margins of normal tissue. 
Appreciable vessel exploration and/or neuroplasty and complex bone repair or reconstruction (eg, adjacent tissue transfer[s], flap[s]) should be reported 
separately. Extensive undermining or other technigues to close a defect created by skin excision may reguire a complex repair which should be reported 
separately. Dissection or elevation of tissue planes to permit resection of the tumor is included in the excision. It may require removal of the entire bone if 
tumor growth is extensive (eg, clavicle). Radical resection ofbone tumors is usually performed for malignant tumors or very aggressive benign tumors. If 
surrounding soft tissue is removed during these procedures, the radical resection of soft tissue tumor codes should not be reported separately. Code selection 
is based solely on the location of the tumor, not on the size of the tumor or whether the tumor is benign or malignant, primary or metastatic. 

Head 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

Excision 

e21011 Pl 
Excision, tumor, soft tissue of face or scalp, subcutaneous; less than 2 em 

090 2.91 

e21012 P2 
2 em or greater 

090 4.37 

e21013 P3 
Excision, tumor, soft tissue of face and scalp, subfascial ( eg, subgaleal, 

090 5.34 
intramuscular); less than 2 em 

e2tot4 P4 
2 em or greater 

090 7.00 

.A2l015 P5 
Radical resection of tumor (eg, malignant neoplasm), soft tissue offace or scalp; 

090 9.71 
less than 2 em 

e21016 P6 
2 em or greater 

090 15.05 

A21555 P7 
Excision, tumor, soft tissue of neck or anterior thorax. subcutaneous: less than 3 

090 3.88 
em 

e2I552 P8 
3 em or greater 

090 6.41 

.A21556 P9 
Excision, tumor, soft tissue of neck or anterior thoraxtdeep, sub fascial ( eg, 

090 7.53 
intramuscular); less than 5 em 

e21554 PlO 
5 em or greater 

090 11.00 

A21557 Pll 
Radical resection of tumor ( eg, malignant neoplasm), soft tissue of neck or anterior 

090 14.57 
thorax; less than 5 em 

e2t558 Pl2 
5 em or greater 

090 21.37 

Back and Flank 
Excision 

6 
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CPT Code Tracking CPT Descriptor 
(•New) Number 

lt.21930 Pl3 
Excision, tumor, soft tissue of back or flank, subcutaneous; less than 3 em 

.21931 Pl4 
3 em or greater 

.21932 PIS 
Excision, tumor, soft tissue of back or flank, subfascial ( eg, intramuscular); less 
than 5 em 

.21933 Pl6 
5 em or greater 

lt.21935 Pl7 
Radical resection of tumor (eg, malignant neoplasm), soft tissue ofback or flank; 
less than 5 em 

.21936 Pl8 5 em or greater 

Abdomen 
Excision 

.22902 Pl9 
Excision, tumor, soft tissue of abdominal wall, subcutaneous; less than 3 em 

.22903 P20 3 em or greater 

lt.22900 P21 
Excision, tumor. soft tissue of abdominal wall tumor, subfascial (eg, desmoid 
intramuscular); less than 5 em 

.22901 P22 5 em or greater 

.22904 P23 
Radical resection of tumor ( eg, malignant neoplasm), soft tissue of abdominal wall; 
less than 5 em 

.22905 P24 
5 em or greater 

Shoulder 
Excision 

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

Global WorkRVU 
Period Recommendation 

090 4.86 

090 6.80 

090 9.71 

090 11.00 

090 15.54 

090 22.34 

090 4.34 

090 6.31 

090 8.21 

090 10.00 

090 16.51 

090 21.37 
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CPT Code Tracking CPT Descriptor 
(•New) Number 

.23075 P25 
Excision, soft tiss1:1e tumor, soft tissue. of shoulder area, subcutaneous: less than 3 
em 

.23071 P26 
3 em or greater 

.6.23076 P27 
Excision, tumor, soft tissue of tumor shoulder areat ~ ~ subfascial-eF ,Wg. 
intramuscular); less than 5 em 

e23o73 P28 
5 em or greater 

.6.23077 P29 
Radical resection of tumor (eg, malignant neoplasm), soft tissue of shoulder area; 
less than 5 em 

e23o7s P30 
5 em or greater 

.6.23200 P31 
Radical resection fa£ of tumor; clavicle 

.6.23210 P32 
scapula 

.6.23220 P33 
Radical resection of bene tumor, proximal humerust 

D 23221 
•Nith a1:1togmft (iael1:1Eies obtaiaiag gmft) 

D 23222 
with flFOsthetie Fefllaeemeat 

{23221, 23222 have been deleted} 

Humerus (Upper Arm) and Elbow 
Excision 

.6.24075 P34 
Excision, tumor, soft tissue of upper arm or elbow area, subcutaneous; less than 3 

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

Global WorkRVU 
Period Recommendation 

090 4.13 

090 
5.83 

090 
7.28 

090 10.00 

090 
17.48 

090 22.34 

090 22.50 

090 
27.00 

090 
30.00 

090 N/A 

090 N/A 

090 4.16 

8 



CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

em 

.24071 P35 
3 em or greater 

090 5.62 

~24076 P36 
Excision, tumor, soft tissue of upper arm or elbow area, Eleep-tsubfascial 6f (~ 

090 7.28 
intramuscular); less than 5 em 

.24073 P37 
5 em or greater 

090 10.00 

~24077 P38 Radical resection of tumor ( eg, malignant neoplasm), soft tissue of upper arm or 
090 15.54 

elbow area; less than 5 em 

.24079 P39 
5 em or greater 

090 20.40 

~24150 P40 
Radical resection fef of tumor, shaft or distal humerust 

090 23.25 

D 24151 
'+'lith autegFaft {iaeludes ebtaiaiag gFaft) 

090 N/A 

~24152 P41 
Radical resection fef of tumor, radial head or neckt 

090 19.78 

D 24153 
vrith autegFaft {iaeludes ebtaiaiag gFaft) 

090 N/A 

(24151, 24153 have been deleted} 

Forearm and Wrist 
Excision 

A25075 P42 
Excision, tumor, soft tissue of forearm and/or wrist area, subcutaneous: less than 3 

090 3.88 
em 

.25071 P43 
3 em or greater 

090 5.83 

.&.25076 P44 
Excision, tumor, soft tissue of forearm and/or wrist area.~ subfascialer(eg, 

090 6.61 

9 
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CPT Code Tracking CPT Descriptor 
(•New) Number 

intramuscular); less than 3 em 

.25073 P45 
3 em or greater 

Ji..25077 P46 
Radical resection of tumor ( eg, malignant neoplasm), soft tissue of forearm and/or 
wrist area; less than 3 em 

.25078 P47 
3 em or greater 

Ji..25170 P48 
Radical resection fef of tumor, radius or ulna 

Hand and Fingers 
Excision 

Ji..26115 P49 
Excision, tumor or vascular malformation, soft tissue of hand or finger, 
subcutaneous; less than 1.5 

.26111 P50 
1.5 em or greater 

Ji..26116 P51 
,Excision, tumor, or vascular malformation, soft tissue of hand or finger,t-deep 
subfascial eF (~, intramuscular); less than 1.5 em 

.26113 P52 
1.5 em or greater 

Ji..26117 P53 
Radical resection of tumor (eg, malignant neoplasm), soft tissue of hand or finger; 
less than 3 em 

.26118 P54 
3 em or greater 

Ji..26250 P55 
Radical resection of tumor, metacarpal ~eg, tumeF); 

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

Global WorkRVU 
Period Recommendation 

090 7.00 

090 12.75 

090 17.48 

090 
22.00 

090 3.88 

090 5.34 

090 6.61 

090 7.00 

090 9.95 

090 
14.57 

090 15.00 

10 
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CPT Code Tracking CPT Descriptor 
(•New) Number 

D 26255 
with autegraft (ineludes ebtaining graft~ 

.6.26260 P56 
Radical resection of tumor, proximal or middle phalanx of finger (eg, tume~; 

D 26261 
¥;ith autegmft (ineludes ebtaining gmft~ 

.6.26262 P57 
Radical resection of tumor, distal phalanx of finger (eg, tumor) 

{26255, 26261 have been deleted) 

Pelvis and Hip Joint 
Excision 

.6.27047 P58 
Excision, tumor, soft tissue of pelvis and hip area,t subcutaneous-tissue; less than 3 
em 

.27043 P59 
3 em or greater 

.6.27048 P60 
Excision, tumor, soft tissue of pelvis and hip area.._subfascial (~intramuscular)~ 
less than 5 em 

.27045 P61 
5 em or greater 

.6.27049 P62 
Radical resection of tumor (eg. malignant neoplasm), soft tissue of pelvis and hip 
area (eg, malignant nee~lasm~; less than 5 em 

.27059 P63 
5 em or greater 

.6.27075 P64 
Radical resection of tumor er infeetien; wing of ilium, one pubic or ischial ramus 
or symphysis pubis 

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

Global WorkRVU 
Period Recommendation 

090 N/A 

090 11.00 

090 N/A 

090 8.13 

090 4'.86 

090 6.80 

090 8.74 

090 11.00 

090 21.37 

090 29.14 

090 32.50 

11 
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CPT Code Tracking CPT Descriptor 
(•New) Number 

11..27076 P65 
ilium, including acetabulum, both pubic rami, or ischium and acetabulum 

11..27077 P66 
innominate bone, total 

11..27078 P67 
ischial tuberosity and greater trochanter of femur 

D 27079 
isehial wberosity aad greater troehaater of fem1:1r, with skia flaps 

(27079 has been deleted) 

Femur (Thigh Region) and Knee Joint 
Excision 

A27327 P68 
Excision, tumor, soft tissue of thigh or knee areat, subcutaneous; less than 3 em 

e21337 P69 
3 em or greater 

11..27328 P70 
Excision, tumor, soft tissue of thigh or knee areatdeefl ..... subfascial er (~ 
intramuscular); less than 5 em 

.27339 P71 
5 em or greater 

11..27329 P72 
Radical resection of tumor ( eg, malignant neoplasm), soft tissue of thigh or knee 
area; less than 5 em 

e27364 P73 
5 em or greater 

11..27365 P74 
Radical resection oftumor, bene; femur or knee 

Leg (Tibia and Fibula) and Ankle Joint 
Excision 

A27615 P75 
Radical resection of tumor ( eg, malignant neoplasm), soft tissue of leg or ankle 
area; less than 5 em 

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

Global WorkRVU 
Period Recommendation 

' 

090 40.00 

090 45.00 

090 32.00 

090 N/A 

090 3.88 

090 5.83 

090 8.74 

090 11.00 

090 15.54 

090 24.28 

090 32.00 

090 15.54 

12 



U1 
w 
w 

CPT Code Tracking CPT Descriptor 
(•New) Number 

827616 P76 
5 em or greater 

~27618 P77 
Excision, tumor, soft tissue of leg or ankle areat, subcutaneous-tissue: less than 3 
em 

.27632 P78 
3 em or greater 

~27619 P79 
Excision, tumor, soft tissue of leg or ankle area;deep-fsubfascial 6f (!<g. 
intramuscular); less than 5 em 

.27634 P80 
5 em or greater 

~27645 PSI 
Radical resection of tumor,befte; tibia 

~27646 P82 
fibula 

~27647 P83 
talus or calcaneus 

Foot and Toes 
Excision 

~28046 P84 Radical resection of tumor ( eg, malignant neoplasm), soft tissue of foot or toe: less 
than 3 

.28047 P85 
3 em or greater 

A28043 P86 
Excision, tumor, soft tissue of foot or toe, subcutaneous-tissue; less than 1.5 em 

.28039 P87 
1.5 em or greater 

~28045 P88 
Excision, tumor, soft tissue of foot or toe,-;-deep-subfascial @, intramuscular); less 
than 1.5 em 

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

Global WorkRVU 
Period Recommendation 

090 19.42 

090 3.88 

090 5.83 

090 6.80 

090 10.00 

090 27.00 

090 ' 23~00 

090 20.10 

090 12.20 

090 17.24 

090 3.88 

090 5.34 

090 5.34 

13 



U1 
w 
.J::o 

CPT Code Tracking CPT Descriptor 
(•New) Number 

.28041 P89 
1.5 em or greater 

A.28171 P90 
Radical resection oftumor;-bene; tarsal (except talus or calcaneus) 

A.28173 P91 
metatarsal -· 

A28175 P92 phalanx of toe 

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

Global WorkRVU 
Period Recommendation 

090 7.00 

090 16.25 

090 14.00 

090 8.13 
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Subcutaneous Recommendations 

CPT Code# Tracking# Global RUC rec Rationale 

21565 P7 

215X1 P8 

Period Work RVU 

090 3.88 

090 6.41 

The RUC reviewed the survey data for CPT 6offe 215XO Excision, tumor, soft tissue of neck 
or anterior thorax, subcutaneous; less than 3 em and compared It with Its reference code 
11642 Excision, malignant lesion Including margins, face, ears, eyelids, nose, lips; excised 
diameter 1.1 to 2.0 em (Work RVU=2.57) and MPC code 11644 Excision, malignant lesion 
Including margins, face, ears, eyelids, nose, lips; excised diameter 3.1 to 4.0 em (Work 
RVU=4.29). The RUC noted that the surveyed code had less Intra-service time than the 
MPC code, 35 minutes and 45 minutes, respectively and that the surveyed code had more 
intra-service time that the reference code, 35 minutes and 25 minutes, respectively. Further, 
the RUC noted that the surveyed code required more technical skill, mental effort and 
judgment to perform than the reference code. The RUC also took Into consideration that 
both of the reference codes have a 1 0-day global period com pared with the surveyed code 
which has a 90-day global period. Therefore, the RUC agreed that because of these 
comparisons between the surveyed code, the reference code and MPC code, the RUC 
recommends 3.88 RVUs for 21~XO, which Is a value In between the 25th percentile and 
survey median. As mentioned In the overall rationale; the RUC agreed that the 
subcutaneous codes should be work neutral, therefore, the RUC recommended value takes 
Into account the 2.88% reduction applied to all of the subcutaneous codes. The RUC 
recommends 3.88 Work RVUs for 215XO. 

The RUC revieWed the survey data for CPT code 215X1 Excision, tumor, soft tissue of neck 
or anterior thorax, subcutane-ous; 3 em or greater ahd compared It with Its reference code 
38510 Biopsy or excision of lymph node(s); open, deep cervical node(s) (Work RVU=6.69) 
and MPC code 33212 Insertion or replacement of pacemaker pulse generator only; single 
chamber, atrial or ventricular (Work RVU=5.51 ). The RUC noted that the surveyed code had 
more total time than the MPC code, 194 minutes and 187 minutes, respectively. The RUC 
also took Into consideration that both of the refer~nce codes have a 1 0-day global period 
compared with the·surveyed code which has a 90-day global period. Further, the RUC noted 
that the surveyed code required less psychological stress and less urgency of decision 
making than the reference code. Therefore, the RUC agreed that because of these 
comparisons between the surveyed code, the reference code and MPC code, the RUC 
recommends 6.41 RVUs for 215X1, which is a value in between the 25th percentile and 
survey median. As mentlohed In the overall rationale, the RUC agreed that the 
subcutaneous codes should be work neutral, therefore, the RUC recommended value takes 
Into account the 2.88% reduction applied to all of the subcutaReous codes. The RUC 
recommends 6.41 Work RVUs for 215X1. 
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CPT Code # Tracking # Global 
Period 

21930 P13 090 

219X1 P14 090 

RUC rec Rationale 
WorkRVU 

4.86 The RUC reviewed the survey data for CPT code 21930 Excision, tumor, soft tissue of back 
or flank, subcutaneous; less than 3 em and compared It with Its reference code, MPC code 
11606 Excision, malignant lesion including margins, trunk, arms, or legs; excised diameter 
over 4.0 em (Work RVU=4.97). The RUC noted that the surveyed code and the reference 
code had similar total service··tfmes, 165 minutes and 153 minutes, respectively. The RUC 
noted that the surveyed code required more technical skill to perform and creates more 
psychologlcal·stress than the·ref~rence code. The RUC also took Into consideration that 
both of the reference codes have a 10-day global period compared with the surveyed code 
which has a 90aday global period. Therefore, the RUC agreed that because of these 
comparisons between the surveyed code and the reference code the RUC recommends 
4.86 RVUs for 21930, which Is a value In between the 25th percentile and survey median. 
As mentioned In the overall rationale, the RUC agreed that the subcutaneous codes should 
be work neutral, therefore, the RUC recommended value takes Into account the 2.88% 
reduction applied to all of the subtutaneous codes. The RUC recommends 4.86 Work 
RVUs for 21930. 

6.80 The RUC reviewed the survey data for CPT code 219X1 Excision, tumor, soft tissue of back 
or flank, subcutaneous; 3 em or greater and compared It with its reference code, 38525 
Biopsy or· excision of lymph node(s); open, deep axillary node(s) (Work RVU=6.35). The 
RUC noted that the surveyed code had more Intra-service time than the reference code, 60 
minutes and 45 minutes, respectively and more total service time than the reference co~ e. 
206 minutes and 178 minutes respectively. Further, the RUC noted that the surveyed code 
requires more physical effort to perform and creates more psychological stress than the 
reference code. Therefore, the RUC agreed that because of these comparisons between the 
surveyed code and the reference code, the RUC recommends 6.80 RVUs for 219X1, which 
is a value In between the 25th percentile and survey median. As mentioned in the overall 
rationale, the RUC agreed that the subcutaneous codes should be work neutral, therefore, 
the RUC recommended value takes Into account the 2.88% reduction applied to all of the 
subcutaneous codes. The RUC recommends 6.80 Work RVUs for 219X1. 
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CPT Code# Tracking# Global RUC rec Rationale 

23075 P25 

230X1 P26 

Period Work RVU 

090 

090 

4.13 The RUC reviewed the survey data for CPT code 230XO Excision, soft tissue tumor, soft 
tissue of shoulder area, subcutaneous; less than 3 em and compared It with Its reference 
code 11406 Excision, benign lesion Including margins, except skin tag (unless listed 
elsewhere), trunk, arms or legs; excised diameter over 4.0 em (Work RVU=3.47). The RUC 
noted that the surveyed code had more total service time that the reference code, 142 
minutes and 113 minutes, respectively. Further, the RUC noted that the surveyed code 
required more technical skill, mental effort and judgment to perform than the reference code. 
The RUC also took Into consideration that both of the reference codes have a 1 0-day global 
period compared with the surveyed code which has a 90-day global period. Therefore, the 
RUC agreed that because of these comparisons between the surveyed code and the 
reference code, the RUC recommends 3.88 RVUs for 230XO, which Is a value In between 
the 25th percentile and survey median. As mentioned In the overall rationale, the RUC 
agreed that the subcutaneous codes should be work neutral, therefore, the RUC 
recomm~n~ed value ta~es Into accol!nt the 2.~8% reducUon applied to all of the 
subcutanedus codes. The Rl)C recommends 4.13 Work RVUs for 230XO. 

5.83 The RUC reviewed the survey data for CPT code 230X1 Excision, soft tissue tumor, soft 
tissue of shoulder area, subcutaneous; 3 em or gr.eater and compared It with its reference 
code 20680 Removal of Implant; deep (eg, burled wire, pin, screw, metal band, nail, rod or 
plate) (Work RVU=5.90). The RUC noted that the surveyed code and the reference code 
had similar total service times, 191 minutes and 181 minutes respectively. Further, the RUC 
noted that the surveyed code and the reference code had similar Intensity and complexity 
measurements with the reference code causing slightly more psychological stress. 
Therefore, the RUC agreed that because of these comparisons between the surveyed code, 
the reference code, the RUC recommends 5.83 RVUs for 230X1, which Is a value in 
between the 25th percentile and survey median. As mentioned In the overall rationale, the 
RUC agreed that the subcutaneous codes should be work neutral, therefore, the RUC 
recommended value takes Into account the 2.88% reduction applied to all of the 
subcl!taneous codes. The RUC recommends 5.83 Work RVUs for 230X1. 
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CPT Code# Tracking# Global RUC rec Rationale 

24075 P34 

240X1 P35 

Period WorkRVU 

090 

090 

4.16 The RUC reviewed the survey data for CPT code 240XO Excision, tumor, soft tissue of upper 
arm or elbow area, subcutaneous; less than 3 em and compared It with Its reference code 
11406 Excision, benign lesion including margins, except skin tag (unless listed elsewhere), 
trunk, arms or legs; excised diameter over 4.0 em (Work RVU=3.47). The RUC noted that 
the surveyed code had more total service time than the reference code, 142 minutes and 
113 minutes respectively. Further, the RUC noted that the surveyed code required more 
mental effort, judgment, technical skill and phY,slclal effort to perform than the reference 
code. The RUC also took into consideration that both of the reference codes have a 1 0-day 
global period compared with the surveyed code which has a 90-day global period. 
Therefore, the RUC agreed that because of these comparisons between the surveyed code, 
the reference code, the RUC recommends 4.16 RVUs for 240XO, which is a value below the 
surveyed 25th percentile. As mentioned in the overall rationale, the RUC agreed that the 
subcutaneous codes should be work neutral, therefore, the RUC recommended value takes 
Into account the 2.88% reduction applied to all of the subcutaneous codes. The RUC 
recommen<fs 4.16 Work RVUs for 240XO. 

5.62 The RUC reviewed the survey data for CPT code 240X1 Excision, tumor, soft tissue of upper 
arm or elbow area, subcutaneous; 3 em or greater and compared It with its reference code 
20680 Removal of implant; deep (eg, buried wire, pin, screw, metal band, nail, rod or plate) 
(Work RVU=5.90) and MPC code 11606 Excision, malignant lesion including margins, trunk, 
arms, or legs; excised diameter over 4.0 em ~Work RVU=4.97). Despite similar Intensity and 
complexity measurements, the RUC noted that the surveyed code had less Intra-service ttme 
as compared to the reference code, 45 minutes and 50 minutes, respectively and that the 
surveyed code had more total service time than the MPC code, 183 minutes and 153 
minutes, respectively. Therefore, the RUC agreed that because ofthese comparisons 
between the surveyed code, the reference code and MPC code, the RUC recommends 5.62 
RVUs for 240X1, which Is a value below the surveyed 25th percentile. As mentioned In the 
overall rationale, the RUC agreed that the subcutaneous codes should be work neutral, 
tf1.erefQre, the RUC recommended value takes Into accOUf'!l the 2.88% reduction applied to 
all of the subcutaneous codes. The RUC recommends 5.62 Work RVUs for 240X1. 
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CPT Code# Tracking# Global RUC rec Rationale 

25075 P42 

250X1 P43 

Period Work RVU 

090 3.88 

090 5.83 

The RUC reviewed the survey data for CPT code 250XO Excision, tumor, soft tissue of 
forearm and/or wrist area, subcutaneous; less than 3 em and compared It with Its reference 
code 11406 Excision, benign lesion Including margins, except skin tag (unless listed 
elsewhere}, trunk, arms or legs; excised diameter over 4.0 em (Work RVU=3.47). The RUC 
noted that the surveyed code had more total service time than the reference code, 137 
minutes and 113 minutes respectively. Further, the RUC noted that the surveyed code 
required more technical skill and overall was a more intense procedure to perform than the 
reference code. The RUC also·took Into consideration that both of the reference codes have 
a 10-day global period compared with the surveyed code which has a 90-day global period. 
Therefore, the RUC agreed that because of these comparisons between the surveyed code 
and the reference code, the RUC recommends 3.88 RVUs for 250XO, which is a value below 
the surveyed 25th percentile. As mentioned In the overall rationale, the RUC agreed that the 
subcutaneous codes should be work neutral, therefore, the RUC recommended value takes 
Into account the 2.88% reduction applied to all of the subcutaneous codes. The RUC 
recommends 3.88 Work RVUs for 250XO. 

The RUC reviewed the survey data for CPT code 250X1 Excision, tumor, soft tissue of 
forearm and/or wrist area, subcutaneous; 3 em or greater and compared It with Its reference 
code 20680 Removal of Implant; deep (eg, buried wire, pin, screw, metal band, nail, rod or 
plate) (Work RVU=5.90). The RUC noted that the surveyed code and the reference code 
had similar total service times, 178 minutes and 181 minutes respectively. Further, the RUC 
noted that the surveyed code and the reference code had very similar Intensity and 
complexity measurement with the reference code requiring slightly more physical effort to 
perform in comparison to the surveyed code. Therefore, the RUC agreed that because of 
these comparisons between the surveyed code and the reference code, the RUC 
recommends 5.83 RVUs for 250X1, Which Is a value between the 25th percentile and the 
surveyed median. As mentioned in the overall rationale, the RUC agreed that the 
subcutaneous codes shoutd be work neutral, therefore, the RUC recommended value takes 
Into account the 2.88% reduction applied to all of the subcutaneous codes. The RUC 
recommends 5.83 Work RVUs for 250X1. 
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CPT Code # Tracking # Global R UC rec Rationale 

26115 P49 

261X1 P50 

Period Work RVU 

090 3.88 

090 5.34 

The RUC reviewed the survey data for CPT code 261XO Excision, tumor or vascular 
malformation, soft tissue of hand or finger, subcutaneous; less than 1.5 and compared It with 
Its reference code 20680 Removal of Implant: deep (eg, burled wire, pin, screw, metal band, 
nail, rod or plate) (Work RVU=5.90). The RUC noted that the surveyed code had less total 
service time than the. reference code, 137 minutes and 181 minutes respectively. Further, 
the RUC noted that the surveyed code requires less technical skill, physical effort and overall 
was a less Intense pro~edure to perform than the reference code. Therefore, the RUC 
agreed that because of these comparisons between the surveyed code and the reference 
code, the RUC recommends 3.88 RVUs for 261XO. which Is a value below the surveyed 
25th percentile. As mentioned In the overall rationale, the RUC agreed that the 
subcutaneous codes should be work neutral, therefore, the RUC recommended value takes 
Into account the 2.88% reduction applied to all of the subcutaneous codes. The RUC 
recommends 3.88 Work RVUs for 261XO. 

The RUC reviewed the survey data for CPT code 261X1 Excision, tumor or vascular 
malformation, soft tissue of hand or finger, subcutaneous: 1.5 em or greater and compared It 
with its reference code, 20680 Removal of Implant; deep (eg, burled wire, pin, screw, metal 
band, nail, rod or plate) (Work RVU=5.'90) and MPC code 332121nsertlon or replacement of 
pacemaker pulse generator only; single chamber, atrial or ventricular (work RVU=5.51 ). 
Although, the intensity and complexity measures of the surveyed code and the reference 
code are the same, the RUC noted that the surveyed code had less intra-service time than 
the reference code and the MPC code, 40 minutes, 50 minutes and 60 minutes, 
respectively. Therefore, the RUC agreed that because of these comparisons between the 
surveyed code, the reference code and the MPC code, the RUC recommends 5.34 RVUs 
for 261X1, which Is a value In between the 25th percentile and survey median. As 
mentioned In the overall rationale, the RUC agreed that the subcutaneous codes should be 
work neutral, therefore, the RUC recommended value takes Into account the 2.88% 
reduction applied to all of the subcutaneous codes. The RUC recommends 5.34 Work 
RVUs for 2~1X1. 

I· 



CPT Code # Tracking# Global 
Period 

27047 P58 090 

270X1 P59 090 

------------------~----~·-·--····-····-

RUC rec Rationale 
WorkRVU 

4.86 

6.80 

The RUC reviewed the survey data for CPT code 270XO Excision, tumor, soft tissue of pelvis 
and hlp area, subcutaneous tissue; less than 3 em and compared It with Its reference code, 
46040 Incision and drainage of Ischiorectal and/or perirectal abscess (separate 
procedure)(Work RVU=5.26) and MPC code 11606 Excision, malignant lesion including 
margins, trunk, arms, or legs; excised diameter over 4.0 em (work RVU=4.97). The RUC 
noted that the surveyed code had less total service time than the reference code, 160 
minutes and 184 minutes, respectively and that the surveyed code had similar total service 
time that the reference code, 160 minutes and 153 minutes, respectively. Further, the RUC 
noted that the surveyed code required less mental effort and judgment to perform than the 
reference code. Therefore, the RUC agreed that because of these comparisons between the 
surveyed code, the reference code and MPC code, the RUC recommends 4.86 RVUs for 
270XO, which Is a value In between the 25th percentile and survey median. As mentioned In 
the overall rationale, the RUC agreed that the subcutaneous codes should be work neutral, 
therefore, the RUC recommended value takes into account the 2.88% reduction applied to 
all of the subcutaneous codes. The RUC recommends 4.86 Work RVUs for 270XO. 

The RUC reviewed the survey data for CPT code 270X1 Excision, tumor, soft tissue of pelvis 
and hlp area, subcutaneous tissue; 3 em or greater and compared It with its reference code, 
38525 Biopsy or excision of lymph node(s); open, deep axillary node(s} (Work RVU=6.35). 
The RUC noted that the surveyed code had more Intra-service time than the reference code, 
60 minutes and 45 minutes, respectively and more total service time than the reference 
code, 206 minutes and 178 minutes respectively. ·Further, the RUC noted that the surveyed 
code required more technical skill, physical effort to perform and creates more psychological 
stress than the refere.nce code. Therefore, the RUC agreed that because of these 
comparisons between the surveyed code and the reference code, the RUC recommends 
6.80 RVUs for 270X1, which Is a value In between the 25th percentile and survey median. 
As mentioned in the overall rationale, the RUC agreed that the subcutaneous codes should 
be work neutral, therefore, the RUC recommended value takes Into account the 2.88% 
reduction appffed to all of the subcutaneous codes. The RUC recommends 6.80 Work 
RVUs for 270X1. 
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CPT Code # Tracking# Global 
Period 

27327 P68 090 

273X1 P69 090 

RUC rec Rationale 
WorkRVU 

3.88 The RUC reviewed the survey data for CPT code 273XO Excision, tumor, soft tissue of thigh 
or knee area;, subcutaneous; less than 3 em and compared It with its reference code 11622 
Excision, malignant lesion Including margins, scalp, neck, hands, feet, genitalia; excised 
diameter 1.1 to 2.0 cm(Work RVU=2.36). The RUC noted that the surveyed code had more 
total service time than the reference code, 140 minutes and 87 minutes respectively. 
Further, the RUC noted that the surveyed code requires more technical skill and overall was 
a more Intense procedure to perform than the reference code. The RUC also took Into 
consideration that both of the reference codes have a 1 0-day global period compared with 
the surveyed code which has a 90-day global period. Therefore, the RUC agreed that 
because of these comparisons between the surveyed code and the reference code, the RUC 
recommends 3.88 RVUs for 273XO, which Is a value below the surveyed 25th percentile. As 
mentioned In the overall rationale, the RUC agreed that the subcutaneous codes should be 
work neutral, therefore, the RUC recommended value takes Into account the 2.88% 
re~uctlon applied to all of the subcutaneous codes. The RUC recommends 3.88 Work 
RVUs for 273XO. 

5.83 The RUC reviewed the survey data for CPT code 273X1 Excision, tumor, soft tissue of thigh 
or knee area;, subcutaneous: 3 em or greater and compared It with Its reference code 20680 
Removal of implant; deep (eg, burled wire, pin, screw, metal band, nail, rod or plate} (Work 
RVU=5.90). The RUC noted that the surveyed code and the reference code had the same 
total service times, 181 minutes. Further, the RUC noted that the surveyed code and the 
reference code had similar Intensity and complexity measurements with the reference code 
requiring slightly more technical-skill and physical effort to perform In comparison to the 
surveyed code. Therefore, the RUC agreed that because of these comparisons between the 
surveyed co.de and the reference code, the RUC recommends 5.83 RVUs for 273X1, which 
Is a value between the 25th percentile and the surveyed median. As mentioned In the 
overall rationale, the RUC agreed that the subcutaneous codes should be work neutral, 
therefore, the RUC recommended value takes Into account the 2.88% reduction applied to 
all of the subcutaneous codes. The RUC recommends 5.83 Work RVUs for 273X1. 
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CPT Code # Tracking# Global 
Period 

27618 P77 090 

276X1 P78 090 
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RUC rec Rationale 
WorkRVU 

3.88 

5.83 

=· 

The RUC reviewed the survey data for CPT code 276XO Excision, tumor, soft tissue of leg or 
ankle area;, subcutaneous: less than 3 em and compared It with Its reference code 11406 
Excision, benign lesion Including margins, except skin tag (unless listed elsewhere), trunk, 
arms or legs; excised diameter over 4.0 em (Work RVU=3.47). The RUC note'd that the 
surveyed code had morQ total service time than the reference code, 137 minutes and 113 
minutes respectively. Further, the RUC noted that the surveyed code required more mental , 
effort and judgment an.d overall was a more Intense procedure to perform than the reference 
code. The RUC also took. Into consideration that both of the reference codes have a 1 O·day 
global period compared With the surveyed code which has a 90-day global period. 
Therefore, the RUC ~greed that because of these comparisons between the surveyed code 
and the reference code, the RUC recommends 3.88 RVUs for 276XO, which is a value 
below the surveyed 25th percentile. As mentioned In the overall ratlo.nale, the RUC agreed 
that the subcutaneous- codes sh.o.uld be work neutral, therefore, the RUC recommended 
value takes into acqo!Jnt th~·2..88% reductlpn applied to all bfthe subcutaneous codes. The 
RUC recommends 3.68 Work RVUs for 276XO. 

The RUC reviewed the survey data for CPT code 276X1 Excision, tumor, soft tissue of leg or 
ankle area:. subcutaneous: 3 em or greater and compared It with Its reference code 20680 
Removal of Implant: deep (eg, burled wire, pin, screw, metal band, nail, rod or plate) (Work 
RVU=5.90) and MPC code 11606 Excision, malignant lesion Including margins, trunk, arms, 
or legs; excised diameter over 4.-o em (Wbrk RVU=4.97). The RUC noted that the surveyed 
code and the reference codes had very similar total service times, 183 minutes and 181 
minutes, respectively and that the surveyed code had more total service time than the MPC 
code, 183 minutes and 153 minutes, respectively. The RUC also took Into consideration that 
both of the reference co~es have a 10-day glo~~l period compared with the surveyed code 
which has a 90-day global period. Therefore, the. RUC agreed that because of these 
comparison$ l)etwf3en the s.urveyed code, the reference code and MPC code, the RUC 
recommends 5.83 RVUs for 276X1, which Is a value below the surveyed 25th percentile. As 
mentioned in the overall rationale, the RUC agreed that the subcutaneous codes should be 
work neutral, therefore, the RUC recommended value takes into account the 2.88% 
reduction applied to all of the subcutaneous codes. The RUC recommends 5.83 Work 
RVUs for 276X1. 
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CPT Code # Tracking # Global RUC rec Rationale 

28043 P86 

280X1 P87 

Period Work RVU 

090 

090 

3.88 The RUC reviewed the survey data for CPT code 280XO Excision, tumor, soft tissue of foot 
or toe, subcutaneous; less than 1.6 em and compared It with its reference code 11422 
Excision, benign lesion Including margins, except skin tag (unless listed elsewhere), scalp, 
neck, hands, feet, genitalia; excised diameter 1.1 to 2.0 em (Work RVU=1.65). The RUC 
noted that the surveyed code had significantly more total service time than the reference 
code, 138 minutes and 56 minutes respectively. Further, the RUC noted that the surveyed 
code required more technical skill and physical effort to perform than the reference code. In 
addition the RUC compared the surveyed code to another reference code 11406 Excision, 
benign lesion Including margins, except skin tag (unless listed elsewhere), trunk, arms or 
legs; excised diameter over 4.0 em (Work RVU=3.47) and noted that the surveyed code has 
more total service time than-this reference code, 138 minutes and 113 minutes respectively. 
The RUC also took Into consideration that both of the reference codes have a 10-day global 
period compared with the surveyed code which has a 90-day global period. Therefore, the 
RUC agreed that because of these comparisons between the surveyed code and the 
reference code, the RUC recommends 3.88 RVUs for 280XO, which Is a value between the 
25th percentile and the surveyed median. As mentioned In the overall rationale, the RUC 
agreed that the subcutaMous c.odes should be work neutral, therefore, the RUC 
recommended value takes Into account the 2.138_-CIAI reduction applied to all of the 
subcutaneous co.des. The RUC recommends 3-88 Work RVUs for 280XO. 

5.34 The RUC reviewed the survey data for CPT code 280X1 Excision, tumor, soft tissue of foot 
or toe, subcutanebus; 1.5 em or. greater and compared It with Its reference code, 28289 
Hallux rigldus.cotrectlon With cheilectomy, debridement and capsular release of the first 
metatarsophalangeal Joint (Work RVU=8.11 ). The RUC noted that the surveyed code had 
less total-service time than the reference code, 153 minutes and 197 minutes, respectively. 
Further, the RUC noted that the surveyed code required more technical skill, physical effort 
to perform and creates more psychological stress to perform than the reference code. 
Further, the RUC compared the surveyed code to MPC code 33212 Insertion or replacement 
of pacemaker pulse generator only; single chamber, atrial or ventricular (Work RVU=5.51) 
and noted that the surveyed cod~ has significantly more total time than the surveyed code, 
187 minutes and 153 minutes, respectively. Therefore, the RUC agreed that because of 
these comparisons between the surveyed code and the reference code, the RUC 
recommends 5.34 RVUs for 280X1, which Is a value In between the 25th percentile and 
survey median. As· mentioned In the.overall rationale, the RUC agreed that the 
subcutaneous codes should be work neutral, therefore, the RUC recommended value takes 
Into account the 2.88% reduction applied to all .of the subcutaneous codes. The RUC 
recommends 5.34 Work RVUs for 280X1. 

• A:cAiMRiWIHJBRiiRim,.nDutl scr • mtW31lM'fliUit..,....,""""""""'""""' _ _, ___ t.,._IIIIG!IIIUIIDIDIO± ___ vsaa __ .,. __ ,.__ ... u..,o ..,zu..,b--IJI-IIII ______ ,..Js""'"""""'""'""...,~'tDI~=mA1f\P.ire'.t:\:Cf.lm'1n•ucu1 

Thursday, May 14, 2009 Page 10 of 10 

---- -----····-----·- .. -. 

.: \ 



U1 
~ 
U1 

Sub fascial Recommendations 

CPT Code # Tracking# Global 
Period 

21556 P9 090 

215X3 P10 090 

RUC rec Rationale 
WorkRVU 

7.53 The RUC reviewed the survey data for CPT code 215X2 Excision, tumor, soft tissue of neck 
or anterior thorax, subfasclal (eg, Intramuscular); less than 5 em and compared It with Its 
reference code 38510 Biopsy or excision of lymph node(s); open, deep cervical node(s) 
(Work RVU=6.69). The RUC noted that the surveyed code has more total service time than 
the reference code, 234 minutes and 152 minutes respectively. Further, the RUC noted that 
the surveyed code reqlllres more mental effort and judgment and technical skill to perform 
than the reference code. The RUC also took Into consideration that both of the reference 
codes have a 1 0-day global period compared with the surveyed code which has a 90-day 
global period. Therefore, the RUC agreed that because of these comparisons between the 
surveyed code and the referen·ce code, the RUC recommends 7.53 RVUs for 215X2, which 
Is a value between the-25th percentile and survey median. As described in the overall 
rationale, the RUC agreed thafln order to preserve rank order with the recommendations for 
the· subcutaneous codes, the-recommendations for the subfasclal codes should be reduced 
by 2.88% as well. The RUC recommended value for this procedure takes Into account the 
2.88% reduction applied to all of the subfascial codes. The RUC recommends 7.53 Work 
RVUs for 215X2. 

11.00 The RUC reviewed the survey data for CPT code 215X3 Excision, tumor, soft tissue of neck 
or anterior thorax, subfasclal (eg, Intramuscular); 5 em or greater and compared It with Its 
reference code 38700 Suprahyoid lymphadenectomy (Work RVU=12.68). The RUC noted 
that although the surveyed code and the reference code have the same Intra-service time, 
90 minutes, the RUC agreed that this was a poor reference code. The RUC determined that 
as the primary difference between the small and large subfascfal tumor codes Is the 
difference In the fntra-serv{ce·tlme, the specialty requested RVUs needed to be reduced to 
more accurately reflect the work associated With this service and to preserve the rank order 
with the small subfascial family of codes. Therefore, the RUC agreed that a better reference 
code would be 27822 Open treatment oftrimalleolar ankle fracture, Includes Internal fixation, 
when performed, medial and/or lateral malleolus: without fixation of posterior lip (Work 
RVU=11.03) as the surveyed code and 27822 reference code have the same intra-service 
time, 90 minutes ar:td similar Intensity of work. Due to these comparisons between the 
surveyed code arid the 27822 r&ference code and to maintain relativity with the small 
subfasoial excision codes, the RUC recommends the survey 25th percentile, 11.00 RVUs for 
215X3. As desGribed In the overall rationale, the RUC agreed that In order to maintain 
relativity with the recommendations for the subcutaneous codes, the recommendations for 
the subfascial codes should be reduced by 2.88% as well. The RUC recommended value 
for this procedure takes into account the 2.88% reduction applied to all of the subfasclal 
codes. The RUC recommends 11.00 Work RVUs for 215X3. 
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CPT Code # Tracking# Global 
Period 

22900 P21 090 

229X2 P22 090 

·---·.-~....:.~__:.,, •••• - n--••••-••·•~• ~•• ~· ·•-•-• 

RUC rec Ratfo11ale 
WorkRVV 

8.21 

10.00 

The RUC reviewed the survey data for CPT code 22900 Excision, tumor, soft tissue of 
abdominal wall tumor, subfasclal (eg, desmoid Intramuscular); less than 5 em and compared 
It with Its reference code 49505 Repair inlllallngulnal hernia, age 5 years or older; reducible 
(Work RVU=7.88). The RUC reviewed the survey data and agreed with the specialty 
society that a hospital visit and full day discharge visit were appropriate as majority of survey 
respondents who stated that they typically perform this procedure In the hospital stated that 
the patient Is kept overnight or admitted. In addition, the RUC noted that the surveyed code 
as compared to the reference code has more total service time (244 minutes and 198 
minutes). Further, the RUC noted that the surveyed code requires more mental effort and 
judgment, technical skill and physical effort to perform than the reference code. Therefore, 
the RUC agreed that because of these comparisons between the surveyed code and the 
reference code, the RUC recommends 8.21 RVUs for 22900, which Is a value between the 
25th percentile and the surveyed median. As described In the overall rationale, the RUC 
agreed that In order to.preserve rank order with the recommendations for the subcutaneous 
codes, the recommendations· for the subfascial codes should be reduced by 2.88% as well. 
The RUC recommended value for this procedure takes Into account the 2.88% reduction 
applied to all of the subfasclal codes. The RUC recommends 8.21 Work RVUs for 22900. 

The RUC reviewed the survey data for CPT code 229X2 Excision, tumor, soft tissue of 
abdominal wall tumor, subfasclal (eg, desmold intramuscular); 5 em or greater and 
compared It with Its reference code 49560 Repair lnitiallncislonal or ventral hernia; reducible 
(Work RVU=11.84). The RUC noted that although the surveyed code and the reference 
code have the same lntra~servlce time, 90 minutes, the RUC agreed that this was a poor 
reference code. The RUC determined that as the primary difference between the small and 
large subfasclal tumor codes is the difference In the Intra-service time, the specialty 
requested RVUs were· reduced to more accurately reflect the work associated with this 
service and to preserve the rank order with the small subfasolal family of codes. Therefore, 
the RUO agreed that a better reference code would be 26115 Radical excision of bursa, 
synovia of wrist, or forearm tendon sheaths (eg, tenosynavltls, fungus, Tbc, or other 
granulomas, rheumatoid arthritis); flexors (Work RVU=9.89). The RUC agreed that 26115 
was a better reference because the surveyed code and 25115 reference code have 1.) 
similar Intensities of work, 2.) the same Intra-service time, 90 minutes and 3.) the 25115 
reference code has slightly less total service time as compared to the surveyed code, 257 
minutes and 284 minutes. Due to these comparisons between the surveyed code and the 
25115 reference code and to maintain relativity with the small subfasclal excision codes, the 
RUC recommends 10.00 RVUs, a value below the surveyed 25th percentile, for 229X2. As 
described In the overall. rationale, the RUC agreed that In order to maintain relativity with the 
recommendations for the subcutan~us ·codes, the recommendations for the subfasclal 
codes should be reduced by 2.88% as well. The RUC recommended value for this 
procedure takes Into account the 2.88% reduction applied to all of the subfasclal codes. 
The RUC recommends 10.00 Work RVUs for 229X2. 
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CPT Code # Tracking # Global 
Period 

23076 ~27 090 

RUC rec Rationale 
WorkRVU 

7.28 The RUC reviewed the survey data for CPT code 230X2 Excision, tumor, soft tissue of tumor 
shoulder area; deep, subfascial (eg,lntramuscular); less than 5 em and compared it with Its 
reference code 13132 Repair, complex, forehead, cheeks, chin, mouth, neck, axillae, 
genitalia, hands and/or feet; 2.6 em to 7.5 em (Work RVU=6.48). The RUC noted that the 
surveyed code as compared to the reference code has more Intra-service time (60 minutes 
and 45 minutes) and more total service time (221 minutes and 136 minutes). Further, the 
RUC noted that the surveyed code requires more mental effort and judgment, technical skill 
and physical effort to perform than the reference code. The RUC also took Into consideration 
that both of the reference codes have a 10-day global period compared with the surveyed 
code which has a 90-day global period. Therefore, the RUC agreed that because of these 
comparisons between the surveyed code and the reference code, the RUC recommends 
7.28 RVUs for 230X2, which Is a value below tfie surveyed 25th percentile. As described In 
the overall rationale, the RUC agreed that in order to preserve rank order with the 
recommendations for the subcutaneous codes, the recommendations for the subfascial 
codes should be reduced by 2.88% as well. The RUC recommended value for this 
procedure takes Into account the 2.88% reduction applied to all of the subfasclal codes. 
The RUC recommends 7.28 Work RVUs for 230X2. 
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CPT Code# Tracking.# Global RUC rec Rationale 

230X3 P28 

-----'. 

Period Work RVU 

090 10.00 The RUC reviewed the survey data for CPT code 230X3 Excision, tumor, soft tissue of tumor 
shoulder area; deep, subfasctal (eg, intramuscular); 5 em or greater and compared It with Its 
reference code 29828 Arthroscopy, shoulder, surgical; bleeps tenodesis (Work 
~VU=13.00). The RUC determined that the pre-service time package selected by the 
specialty society did not accurately reflect the pre-service time to perform the procedure. 
Therefore, the RUC modified the pre-service package associated with this service to pre­
service time package three as the RUC agreed that the vignette described a more 
stalghtforward patient. Further, the RUC noted that although the surveyed code and the 
reference code have the same intra-service time, 75 minutes, the RUC agreed that this was 
a poor reference code. The RUC determined that as the primary difference between the 
small and large subfasctal tumor codes Is the difference In the Intra-service time, the 
specialty requested RVUs were reduced to more accurately reflect the work associated with 
this service and to preserve the rank order with the small subfascial family of codes. 
Therefore, the RUC agreed that a better reference code would be 27832 Open treatment of 
proximal tibiofibular joint dislocation, Includes Internal fixation, when performed, or with 
excision of proximal fibula (Work RVU=10.01). The RUC agreed that 27832 was a better 
reference because the surveyed code and 27832 reference code have 1.) similar Intensities 
of work, 2.) the same Intra-service time, 75 minutes and 3.) the 27832 reference code has 
very similar total service times as compared to the surveyed code, 301 minutes and 297 
minutes. Due to these comparisons between the surveyed code and the 27832 reference 
code and to maintain relativity with the small subfasclal excision codes, the RUC 
recommends the surveyed 25th percentlle,1 0.00 RVUs, for 230X3. As described in the 
overall rationale, the RUC agreed that In order to maintain relativity with the 1 

recommendations for the subcutaneous codes, the recommendations for the subfasclal 
codes should be reduced by 2.88% as well. The RUC recommended value for this 
procedure takes Into account the 2.68% reduction applied to all of the subfasclal codes. 
The RUC recommends 10.00 Work RVUs for 230X3. 
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7.28 The RUC reviewed the survey data for CPT code 240X2 Excision, tumor, soft tissue of upper 
arm or elbow area, subfasclal (eg, Intramuscular); less than 5 em and compared It with Its 
reference code 25109 Excision of tendon, forearm and/or wrist, flexor or extensor, each 
(Work RVU=6.81). The RUC noted that the surveyed code as compared to the reference 
code has more Intra-service time (60 minutes and 40 minutes) and more total service time 
(229 minutes and 191 minutes). Further, the RUC noted that the surveyed code requires 
more mental effort and judgment, technical skill and physical effort to perform than the 
reference code. Therefore, the RUC agreed that because of these comparisons between the 
surveyed code and the reference code, the RUC recommends 7.28 RVUs for 240X2, which 
Is a value below the surveyed 25th percentile. As described in the overall rationale, the RUC 
agreed that In order to preserve rank order with the recommendations for the subcutaneous 
codes, the recommendations for the subfasclal codes should be reduced by 2.88% as well. 
The RUC recommended value for this procedure takes Into account the 2.88% reduction 
applied to all of the subfasclal codes. The RUC recommends 7.28 Work RVUs for 240X2. 
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RUC rec Rationale 
WorkRVU 

10.00 The RUC reviewed the survey data for CPT code 240X3 Excision, tumor, soft tissue of upper 
arm or elbow area, subfasclal (eg, Intramuscular); 5 em or greater and compared It with Its 
reference code 25609 Open treatment of distal radial Intra-articular fracture or epiphyseal 
separation; with Internal fixation of 3 or more fragments (Work RVU=14.12). The RUC 
determined that the pre-service time package selected by the specialty society did not 
accurately reflect the pre-service time to perform the procedure. Therefore, the RUC 
modified the pre-service package associated with this service to pre-service time package 
three as the RUC agreed that the vignette described a more straightforward patient. Further, 
the RUC noted that although the surveyed code has less total service time than the 
reference code, 295 minutes and 358 minutes, respectively, the RUC agreed that this was a 
poor reference code. The RUC determined that as the primary difference between the small 
and large subfasclal tumor codes Is the difference In the Intra-service time, the specialty 
requested RVUs needed to be reduced to more accurately reflect the work associated with 
this service and to preserve the rank order with the small subfasclal family of codes. 
Therefore, the RUC agreed that a better reference code would be 27832 Open treatment of 
proximal tibiofibular joint dislocation, Includes Internal fixation, when performed, or with 
excision of proximal fibula (Work RVU=10.01). The RUC agreed that 27832 was a better 
reference because the surveyed code and 27832 reference code have 1.) similar Intensities 
of work, 2.) the same Intra-service time, 75 minutes and 3.) the 27832 reference code has 
very similar total service times as compared to the surveyed code, 301 minutes and 295 
minutes. Due to these comparisons between the surveyed code and the 27832 reference 
code and to maintain relativity with the small subfasclal excision codes, the RUC 
recommends 10.00 RVUs, a value below the surveyed 25th percentile, for 240X3. As 
described in the overall rationale, the RUC agreed that in order to maintain relativity with the 
recommendations for the subcutaneous codes, the recommendations for the subfascial 
codes should be reduced by 2.88% as well. The RUC recommended value for this 
procedure takes Into account the 2.88% reduction applied to all of the subfasclal codes. 
The RUC recommends 10.00 Work RVUs for 240X3. 
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CPT Code # Tracking # Global 
Period 

25076 P44 090 

250X3 P45 090 

-----------------~~·--- --··--· 

RUC rec Rationale 
WorkRVU 

6.61 The RUC reviewed the survey data for CPT code 250X2 Excision, tumor, soft tissue of 
forearm and/or wrist area, subfasclal (eg, Intramuscular); less than 3 em and compared It 
with Its reference code 25109 Excision of tendon, forearm and/or wrist, flexor or extensor, 
each (Work RVU=6.81). The RUC noted that the surveyed code and the reference code 
have very similar Intra-service times {45 minutes and 40 minutes, respectively and total 
service times (206 minutes and 191 minutes, respectively) Further, the RUC noted that the 
surveyed code and the reference code have very similar Intensity and complexity 
measurements. Therefore, the RUC agreed that because of these comparisons between the 
surveyed code and the reference code, the RUC recommends 6.61 RVUs for 250X2, which 
Is a value bEi\Ween the 25th p.ercentlle and ~lUrvey median. As described in the overall 
rationale, the RUC agreed tha~ in order to preserve rank order with the recommendations for 
the subcutaneous codes, the recommendations. for the subfasclal codes should be reduced 
by 2.88% .as well. The RUC recommer.~ded va!ue for this procedure takes Into account the 
~~88% r~duction applied to all of the subfasclal codes. The RUC recommends 6.61 Work 
RVUs for 250X2. 

7.00 The RUC reviewed the survey data for CPT code 250X3 Excision, tumor, soft tissue of 
forearm and/or wrist area, subfasclal (eg, intramuscular); 3 em or greater and compared It 
with Its reference code 25115 Radical excision of bursa, synovia of wrist, or forearm tendon 
sheaths (eg, tenosynovitis, fungus, Tbc, or other granulomas, rheumatoid arthritis); flexors 
(Work RVU=9.89). The RUC noted that the surveyed code has less Intra-service lime than 
the reference code, 60 minutes -and 90 minutes, respectively. During its discussion, the 
RUC determined that as the primary difference between the small and large subfascial tumor 
codes Is the difference in the Intra-service tlm.e, the specialty requested RVUs were reduced 
to more accurately reflect the work associated with this service and to preserve the rank 
order with the· small subfasclal family of codes. Therefore, the RUC agreed that a better 
reference code would be 38520 Biopsy or excision of lymph node(s); open, deep cervical 
node(s) with excision scalene fat pad (Work RVU=6.95). The RUC agreed that 38520 was a 
better reference because the surveyed code and the 38520 reference code have 1.) similar 
Intensities of .work, 2.) the same intra-service time, 60 minutes and 3.) the 38520 reference 
code has slightly less total service time as compared to the surveyed code, 193 minutes and 
221 minutes. Due to these comparlsor,~s,betv(eer;~ the surveyed code and the 38520 
reference code and to maintain relativity with the small subfascial excision codes, the RUC 
recommends 1:oo RVUs, a vah,1e belqw the surveyed 25th percentile, for 250X3. As 
described In the overall rationale, the RUC agreed that. In order to maintain relativity with the 
recommen(\atl!)ns for the suboutan.eous codes, the recommendations for the subfasclal 
codes should be reduced by 2.88% as well. The RUC recommended value for this 
procedure takes into account the 2.88% reduction applied to all of the subfasclal codes, 
The RUC recommends 7.00 Work RVUs for 250X3. 
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CPT Code # Tracking # Global 
Period 

26116 P51 090 

261X3 P52 090 

······· -------------------------~--------
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R UC rec Rationale 
WorkRVU 

6.61 

7.00 

The RUC reviewed the survey data for CPT code 261X2 Excision, tumor, soft tissue, or 
vascular malformation, soft tissue of hand or finger; subfasclal (eg, Intramuscular): less than 
1.5 em and compared It with Its reference code 25109 Excision of tendon, forearm and/or 
wrist, flexor or extensor, each (Work RVU=6.81 ). The RUC noted that the surveyed code 
and the reference code have very similar intra~servlce times (45 minutes and 40 minutes, 
respectively and total service times (201 minutes and 191 minutes, respectively) Further, 
the RUC noted that the surveyed code and the reference code have very similar Intensity 
and complexity measurements. Therefore, the RUC agreed that because of these 
comparisons between 'the surveyed code and the reference code, the RUC recommends 
6.61 RVUs for 261X2, which Is a value between the 25th percentile and survey median. As 
described In .the overall rationale, the RUC agreed that In order to preserve rank order with 
the rec9mmendatlons for, the subcutaneOl!S--COdli!s, the recommendations for the subfasclal 
codes should be reduced by _2.88% as well. The RUC recommended value for this 
procedure takes Into account the 2.88%. reduction applied to·all of the subfasclal codes. 
The RUC.reoommends 6.61 Work RVUs for 261X2. 

The RUC reviewed the survey data for CPT code 280X3 Excision, tumor, soft tissue, or 
vascular malformation, soft tissue of hand or finger; subfasclal (eg, Intramuscular); 1.5 em or 
greater and compared It with Its reference code 25109 Excision of tendon, forearm and/or 
wrist, flexor or extensor, each (Work RVU=6.81 ). The RUC noted that the surveyed code as 
compared to the reference code has more lntra~servlce time (58 minutes and 40 minutes, 
respectively and total service. time (214 minutes and 191 minutes, respectively). 

'-· 

Furthermore the RUC noted that the surveyed code requires greater mental effort and 
judgment to perform than the surveyed code. However, the RUC determined that as the 
primary difference between the small and large.subfasclal tumor codes is the difference In 
the intra~service time, the specialty requested RVUs were reduced to more accurately reflect 
the work associated with this service and to preserve the rank order with the small subfasclai 
family of codes. Due to these comparisons between the surveyed code and the reference 
code and to maintain relativity with the small subfasclal excision codes, the RUC 
recommends 7.00 RVUs, a value slightly higher than the surveyed 25th percentile for 
261X3. As described In the overall rationale, the RUC agreed that In order to maintain 
relativity with the recommendations for the su!Joutaneous codes, the recommendations for 
the subfasclal codes should be reduced b,y 2.8~% as well. The RUC recommended value 
for this procedure takes Into account the 2.88% reduction applied to all of the subfascial 
codes. The RUC recommends 7.00 Work RVUs for 261X3. 
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CPT Code# Tracking# Global RUC rec Rationale 

27048 P60 

270X3 P61 

Period WorkRVU 

090 

090 

8.74 The RUC reviewed the survey data for CPT code 270X2 Excision, tumor, soft tissue of pelvis 
and hlp area subfasclal (eg, Intramuscular); tess than 5 em and compared It with MPC code 
14040 Adjacent tissue transfer or rearrangement, forehead, cheeks, chin, mouth, neck, 
axillae, genitalia, hands and/or feet; defect 10 sq em or tess (Work RVU=8.44). The RUC 
note9 that when comparing the sur.veyed code to MPC. cq(je ~ 4040 Adjacent tissue transfer 
or re.arrangement, forehead, cheeks, chin, mouth, neck, axillae, genitalia, hands and/or feet; 
defect 10 sq em or less (Work RVU=8.44), the surveyed code has more total service time 
than this MPC reference cpde, 288 minutes and 223 minutes • Therefore, the RUC agreed 
that because of these comparisons between the surveyed code and the reference code, the 
RUC recommends 8.74 RVUs for 270X2, which Is a value between 25th percentile and the 
survey median. As described In the overall rationale, the RUC agreed that In order to 
preserve rank order with the recommendations for the subcutaneous codes, the 
recomm~mdatlons for the subfascial codes should be reduced by 2.88% as well. The RUC 
recommended v~lue for this procedure takes Into account the 2.88% reduction applied to all 
of the subfasclal codes. The RUC.recommends.8.74 Work RVUs for 270X2. 

11.00 The RUC reviewed the survey data for CPT code 270X3 Excision, tumor, soft tissue of pelvis 
and hlp area subfasclal (eg, intramuscular); 5 em or greater and compared It with its 
reference code 47100 Biopsy af liver, wedge (Work RVU=12.78). The RUC noted that 
although the surveyed code has less total service time than the reference code, 320 minutes 
and 345 minutes, respectively. The RUC determined that as the primary difference between 
the small and large subfascial tumor codes is the difference In the intra·service time, the 
specialty requested RVUs were reduced to more accurately reflect the work associated with 
this service and to preserve the rank order with the small subfasclal family of codes. 
Therefore, the RUC agreed that a better reference code would be 27822 Open treatment of 
trimalleolar ankle fracture, includes internal fixation, when performed, medial and/or lateral 
malleolus; without fixation of posterior lip (Work RVU=11.03) as the surveyed code and 
27822 reference code have the same lntra·service time, 90 minutes and similar Intensity of 
work. Due to these comparisons between the surveyed code and the 27822 reference code 
and to maintain relativity with the small subfasclal excision codes, the RUC recommends the 
surveyed 25th percentile of 11.00 RVUs for 270X3. As described in the overall rationale, the 
RUC agreed that in order to maintain relativity with the recommendations for the 
subcutaneous codes, the recommend;:~tlons for the subfascial codes should be reduced by 
2.88% as well. The RUC recommended value for this procedure takes Into account the 
2.88% reduction applied to all of the subfasclal codes. The RUC recommends 11.00 Work 
RVUs for 270X3. 
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CPT Code # Tracking # Global 
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27328 P70 090 

273X3 P71 090 
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RUC rec Rationale 
WorkRVU 

8.74 

11.00 

The RUC reviewed the survey data for CPT code 273X2 Excision, tumor, soft tissue of thigh 
or knee area subfascial (eg, Intramuscular); less than 5 em and compared It with Its 
reference code 15100 Split-thickness autograft, trunk, arms, legs; first 100 sq em or less, or 
1% of body area of Infants and children (except 15050) (Work RVU=9.74). The RUC noted 
that the surveyed code ·and the reference code have similar Intensity and complexity 
measures and the surveyed code as compared to the reference code has comparable total 
service time (261 minutes and 281 minutes). The RUC noted that when comparing the 
surveyed code to MPC code 14040 Adjacent tissue transfer or rearrangement, forehead, 
cheeks, chin, mouth, neck, axillae, genitalia, hands and/or feet; defect 10 sq em or less 
(Work RVU;:8.44). the s.urveyed code has more total service time than this MPC reference 
code, 261 minutes and 223 minutes . Therefore, the RUC agreed that because of these 
comparisons between the surveyed code and the r!:lference code, the RUC recommends 
8.74 RVUs for 273X2, which Is a value below the surveyed 25th percentile. As described In 
the overall rationale, the RUC agreed that In order to preserve rank order with the 
recommendations for the subcutaneous codes, the recommendations for the subfasclal 
codes should be reduced by 2!88% as well. The RUC recommended value for this 
procequre takes Into account the 2.88% reduction applied to all of the subfasclal codes. 
The RUC recommends 8.74 Work RVUs for 273X2. 

The RUC reviewed the survey data for CPT code 273X3 Excision, tumor, soft tissue of thigh 
or knee area subfasclal (eg, Intramuscular); 5 em or greater and compared it with its 
reference code 27880 Amputation, leg, through tibia and fibula: (Work RVU=15.24). The 
RUC noted that although the surveyed code has less total service time than the reference 
code, 310 minutes and 423 minutes, respectively, and agreed that this was a poor reference 
code. The RUC determined that as the prlinary difference between the small and large 
subfasclal tumor codes is the difference In the Intra-service time, the specialty requested 
RVUs needed to be reduced to more accurately reflect the work associated with this service 
and to preserve the rank order with the small subfasclal family of codes. Therefore, the RUC 
agreed that a b~tter reference code wpuld be 27822 Open treatment of trimalleolar ankle 
fracture, Includes Internal fixation, when performed, medial and/or lateral malleolus; without 
fixation of posterior lip (Work RVU=11.03) as the surveyed code and 27822 reference code 
have the same Intra-service time, 90 minutes and similar Intensity of work. Due to these 
comparisons betWeen the ~urveyed code and the 27822 reference code and to maintain 
relativity with the small subfasclal excision codes, the RUC retommends 11.00 RVUs, a 
value below the surveyed 25th percentile. for ,273X3. As described In the overall rationale, 
the RUC agreed that In order to maintain relativity with the recommendations for the 
$UbCt,Jtaneous codes, the recommendations for-the subfasclal codes should be reduced by 
2.88% as well. The RUC recommended value for this procedure takes into account the 
2.88% reduction applied to all of the subfasclal codes. The RUC recommends 11.00 Work 
RVUs for 273X3. 
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CPT Code # Tracking # Global 
Period 

27619 P79 090 

----'-~--------------'-·-·----···-· 

R UC rec Rationale 
WorkRVU 

6.80 The RUC reviewed the survey data for CPT code 276X2 Excision, tumor, soft tissue of leg or · 
ankle area subfasclal (eg, intramuscular); less than 5 em and compared it with its reference 
code 15100 Split-thickness autograft, trunk, arms, legs; first 100 sq em or less, or 1% of 
body area of Infants and children (except 15050) (Work RVU=9.74). The RUC noted that 
the surveyed code has less total service time than the ref~rence code, 225 minutes and 281 
minutes, respectively. Further, the RUC noted that the reference code causes more 
psychological stress to perform than the surveyed code. Therefore, the RUC agreed that 
because of these comparisons between the surveyed code and the reference code, the 
RUC recommends 6.80 RVUs for276X2, which Is a value below the surveyed 25th 
percentile. As described in the ov~;~rall rationale, the RUC agreed that In order to preserve 
rank order with the recommendations for the subcutaneous codes, the recommendations for 
the subfasclal codes should be reduced by 2.88% as well. The RUC recommended value 
for this procedure takes Into account the 2.88% reduction applied to all of the subfascial 
codes. The RUC recommends 6.80 Work RVUs for 276X2. 
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CPT Code # Tl'acking # Global 
Pel'iod 

276X3 PBO 090 

RUC rec Rationale 
WorkRVU 

10.00 The RUC reviewed the survey data for CPT code 276X3 Excision, tumor, soft tissue of leg or 
ankle area subfasclal (eg, Intramuscular); 5 em or greater and compared It with Its reference 
code 28299 Excision, tumor, soft tissue of leg or ankle area subfascial (eg, intramuscular): 
(Work RVU=11.39). When reviewing the pre-service time packages, the RUC determined 
that the pre-service time package selected by the specialty society did not accurately reflect 
the pre-service time to perform the procedure. Therefore, the RUC modified the pre-service 
package associated with this service to pre-service time package three as the RUC agreed 
that the vignette described a more stalghtforward patient. Further, the RUC noted that 
although the surveyed code has less Intra-service time than the reference code, 70 minutes 
and 90 minutes respectively, the RUC agreed that this was a poor reference code. The RUC 
determined that as the primary difference between the small and large subfasclal tumor 
codes is the difference in the intra-service time, the specialty requested RVUs needed to be 
reduced to more accurately reflect the work associated with this service and to preserve the 
rank order with the small subfasclal family of codes. Therefore, the RUC agreed that a 
better reference code would be 27832 Open treatment of proximal tibiofibular joint 
dislocation, Includes Internal fixation, when performed, or with excision of proximal fibula 
(Work RVU=10.01). The RUC agreed that 27832 was a better reference because the 
surveyed code and 27832 reference code have 1.) similar Intensities of work, 2.) the similar 
Intra-service times, 70 minutes and 75 minutes and 3.) the 27832 reference code has very 
similar total service times as compared to the surveyed code, 301 minutes and 293 minutes. 
Due to these comparisons between the surveyed code and the 27832 reference code and to 
maintain relativity with the small subfascllil excision codes, the RUC recommends the 
surveyed 25th percentile, 10.00 RVUs, for 276X3. As described In the overall rationale, the 
RUC agreed that In order to maintain relativity with the recommendations for the 
subcutaneous codes, the recommendations for the subfasclal codes should be reduced by 
2.88% as well. The RUC recommended value for this procedure takes Into account the 
2.88% reduction applied to all of the subfasclal codes. The RUC recommends 10.00 Work 
RVUs for 276X3. 
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CPT Code # Tracking# Global 
Period 

28045 P88 090 

280X3 P89 090 

RUC rec Rationale 
WorkRVU 

5.34 

7.00 

The RUC reviewed the survey data for CPT code 280X2 Excision, tumor, soft tissue of foot 
or toe, subfascial (eg, Intramuscular); less than 1.5 em and compared It with Its reference 
code 13121 Repair, complex, scalp, arms, and/or legs: 2.8 em to 7.5 em (Work RVU=4.36). 
The RUC noted that the surveyed code has more total service time than the reference code, 
169 minutes and 117 minutes respectively. Further, the RUC noted that the surveyed code 
requires more mental effort and judgment and technical skill to perform than the reference 
code. The RUC also took Into consideration that both of the reference codes have a 1 0-day 
global period compared with the surveyed code which has a 90-day global period. 
Therefore, the RUC agreed that because of these comparisons between the surveyed code 
and the reference code, the RUC recommends 5.34 RVUs for 280X2, which is a value 
below the surveyed 25th percentile. As described In the overall rationale, the RUC agreed 
that in order to preserve rank order with the recommendations for the subcutaneous codes, 
the recommendations for the subfascial codes should be reduced by 2.88% as well. The 
RUC recommended value for this procedure takes into account the 2.88% reduction applied 
to all of the subfascial codes. The RUC recommends 5.34 Work RVUs for 280X2. 

The RUC reviewed the survey data for CPT code 280X3 Excision, tumor, soft tissue of foot 
or toe, subfascial (eg, Intramuscular); 1.5 em or greater and cpmpared It with its reference 
code 29891 Arthroscopy, ankle, surgical, excision of osteochondral defect of talus and/or 
tibia, Including drilling of the defect (Work RVU=9.47). The RUC noted that although the 
surveyed code has Jess total service time than the reference code, 217 minutes and 227 
minutes, respectively, the RUC agreed that this was a poor reference code. The RUC 
determined that as the primary difference between the small and farge subfascialtumor 
codes Is the difference in the Intra-service time, the specialty requested RVUs needed to be 
reduced to more accurately reflect the work associated with this service and to preserve the 
rank order with the small subfascial family of codes. Therefore, the RUC agreed that a 
better reference code would be 38520 Biopsy or excision of lymph node(s); open, deep 
cervical node(s) with excision scalene fat pad (Work RVU=8.95). The RUC agreed that 
38520 was a better reference because the surveyed code and the 38520 reference code 
have 1.) similar Intensities of work, 2.) the same Intra-service time, eo minutes and 3.) the 
38520 reference code has slightly less total service time as compared to the surveyed code, 
193 minutes and 217 minutes. Due to these comparisons between the surveyed code and 
the 38520 reference code and to maintain relativity with the small subfasclal excision codes, 
the RUC recommends 7.00 RVUs, a value between the 25th percentile and surveyed 
median, for 280X3 .. As described in the overall rationale, the RUC agreed that In order to 
maintain relativity with the recommendations for the subcutaneous codes, the 
recommendations for the subfasclal codes should be reduced by 2.88% as well. The RUC 
recommended value for this procedure takes Into account the 2.88% reduction applied to all 
of the subfasclal codes. The RUC recommends 7.00 RVUs for Work 280X3. 
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Radical Recommendations 

CPT Code # Tracking # Global 
Period 

21015 P5 090 

210X5 P6 090 

R UC rec Rationale 
WorkRVU 

_9.71 

15.05 

The RUC reviewed the survey data for CPT co\tti 21015 Radical resection of tumor (e·g, 
malignant neoplasm), soft tissue of face or scalp; less than 2 em and compared it with Its 
reference code 38700 Suprahyoid lymphadenectomy (Work RVU=12.68). The RUC noted 
that the surveyed code as compared to the reference code has less Intra service time (75 
minutes and 90 minutes, respectively) and less total service time (277 minutes and 300 
minutes). Further, the RUC noted that the surveyed code overall Is a less Intense 
procedure to perform than the reference code. In addition, the RUC compared the surveyed 
code to MPC code 15100 Spllt~thlckness autog·raft, trunk, arms. legs; first" 100 sq em or less, 
or 1% of body area of Infants and children {except 15050) (Work RVU=9.74). The RUC 
noted that1he surveyed code In comparlson·to the MPC code has similar total service times, 
277 minutes and 281 minutes, reSpectively. Therefore, the RUC agreed that because of 
these comparisons between the surveyed code, the reference code and the MPC code, the 
RUC recommends 9.71 RVUs for 21015, which Is a value between the 25th percentile and 
the surveyed median. As described In the overall rationale, the RUC agreed that In order to 
preserve rank order with the recommendations for the subcutaneous codes, the 
recommendations for the radical codes should be reduced by 2.88% as well. The RUC 
recommended value for this procedure takes Into account the 2.88% reduction applied to all 
of the radical codes. The RUC recommends 9.71 Work RVUs for 21015. 

The RUC reviewed the survey data for CPT code 210X5 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of face or scalp; 2 em or greater and compared it with its 
reference code 41130 Glossectomy; hemiglossectomy (Work RVU=15.51). Although the 
surveyed code has greater Intensity and complexity measurements as compared to the 
reference code, the RUC noted that the surveyed code has slightly less total service time as 
compared to the reference code, 398 minutes and 407 minutes, respectively. In addition, 
the RUC compared the surveyed code· to another reference code 278SO Amputation, leg, 
through tibia and fibula; (Work RVU=15.24). The RUC noted that the surveyed code as 
compared to·the reference code has very similar total service tlnie (398 minutes and 400 
minutes). Therefore, the RUC agreed that because of these comparisons between the 
surveyed code and.the reference codes, the RUC recommends 1·s.os RVUs for 210X5, 
which Is a -value between the 25th percentile and the surveyed median. As described in the 
overall rationale, the RUC agreed that in order to preserve rank order with the 
recommendations for the subcutaneous codes, the recommendations for the radical codes 
should be reduced by 2.88% as well. The RUC recommended value for this procedure 
takes into account the 2.88% reduction applied to all of the radical codes. The RUC 
recommends 15.05 Work RVUs for 210X5. 
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CPT Code # Tracking# Global 
Period 

21557 P11 090 

215X4 P12 090 

R UC rec Rationale 
WorkRVU 

14.57 

21.37 

The RUC reviewed the survey data for CPT code 21557 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of neck or anterior thorax; Jess than 5 em and compared it 
with its reference code 38700 Suprahyoid lymphadenectomy (Work RVU=12.68). The RUC 
noted that the surveyed code as compared to the reference code has more Intra-service 
time, 113 minutes and 90 minutes, respectively and more total service time than the 
reference code, 398 minutes and 300 minutes respectively. Further, the RUC noted that the 
surveyed code requires more mentsl effort and judgment and more physical effort to perform 
than. the reference code. Therefore, the RUC agreed that because of these comparisons 
between the surveyed code and the reference code, the RUC recommends 14.57 RVUs for 
21557, which Is a value between the 25th percentile and the survey median. As described In 
the overall rationale, the RUC agreed that In order to preserve rank order with the 
recommendations for the subcutaneous codes, the recommendations for the radical codes 
should be reduced by 2.88% as well. The·RUC recommended value for this procedure 
takes Into account the 2.88% reduction applied to all of the radical codes. The RUC 
recommends 14.57 Work RVUs for 21557. 

The RUC reviewed the survey data for CPT code 215X4 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of neck or anterior thorax; 5 em or greater and compared It 
with reference code 15734 Muscle, myocutaneous, or fasclocutaneous flap; trunk (Work 
RVU=19.62). The RUC noted that although the surveyed code and the reference code have 
similar Intra-service times, 160 minutes and 163 minutes, respectively, the surveyed 
procedure requires significantly more mental effort and judgment, technical skill, and 
physical effort to perform as compared to the reference code. In addition, the RUC 
compared the surveyed code to MPC code 35656 Bypass graft, with other than vein; femoral­
popliteal (Work RVU=20.39). The RUC noted that the surveyed code has more total service 
time as compared to the MPC code, 480 minutes and 447 minutes, respectively. Therefore, 
the RUC agreed that because of these comparisons between the surveyed code and the 
reference codes, the RUC recommends 21.37 RVUs for 215X4, which Is a value between 
the 25th percentile and surveyed median. As described In the overall rationale, the RUC 
agreed that in order to preserve rank order with the recommendations for the subcutaneous 
codes, the recommendations for the radical codes should be reduced by 2.88% as well. The 
RUC recommended value for this procedure takes into account the 2.88% reduction applied 
to all·of the radical codes. The RUC recommends 21.37 Work RVUs for 215X4. 
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CPT Code# Tracking# Global· RUC rec Rationale 

21935 P17 

219X4 P18 

Periot( Work RVU 

090 15.54 The RUC reviewed the survey data for CPT code 21935 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of back or flank; less than 5 em and compared It with Its 
reference code 27880 Amputation, leg, through tibia and fibula; (Work RVU=15.24). The 
RUC noted that the surveyed code as compared to the reference code has more Intra 
service time (120 minutes and 80 minutes, respectively) and very similar total service time 
(408 minutes and 400 minutes). Further, the RUC noted that the surveyed code overall is a 
slightly more Intense procedure to perform than the reference code. In addition, the RUC 
compared the surveyed code to another reference code 41130 Glossectomy; 
hemiglossectomy (Work RVU=15.51 ). The RUC noted that the surveyed code and the 
reference code have very similar total service times. 408 minutes and 407 minutes, 
respectively. Therefore, the RUC agreed that because of these comparisons between the 
surveyed code, the reference codes, the RUC recommends 15.54 RVUs for 21935, which is 
a value between the 25th percentile and the ~urveyed median. As described In the overall 
rationale, .the RUC agreed that In order to preserve rank order with the recommendations for 
the subcutan~;~ous cpdes, the recommendations for the radical codes should be reduced by 
2.88% as well. The RUC recommended value for this procedure takes Into account the 
2.88% reduction applied to all of the radicai.Godes. The RUC recommends 15.54 Work 
RVUs for 21935. 

090 22.34 The RUC reviewed the survey data for CPT code 219X4 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of back or flank; Scm or greater and·compared It wlth its 
reference code 49203 Excision or destruction, open, Intra-abdominal tumors, cysts or 
endometriomas, 1 or more peritoneal, mesenteric, or retroperitoneal primary or secondary 
tumors; largest tumor 5 em diameter or less (Work RVU=20.00). The RUC noted that the 
surveyed code has more Intra-service time than the reference code, 160 minutes and 120 
minutes respectlvely·and mqre total service time than the reference code, 510 minutes and 
420 minutes, respectively. Further, the RUC noted that the surveyed code requires more 
mental effort' and judgment, more technical skill and physical effort to perform than the 
reference code. Therefore, the RUC agreed that because of these comparisons between the 
surveyed code and the reference code, the RUC recommends 22.34 RVUs for 219X4, 
which Is a value between the 25th percentile aAd the surveyed median. As described in the 
overall rl!ltionale, the RUC agreed that In order to preserve rank order with the 
recommendations for the subcutaneous.codes, the recommendations for the radical codes 
should be reduced by 2.88% as W!31l. The RUC recommended value for this procedure 
takes into account the 2.88% reduction applied to al.l of the radical codes. The RUC 
reeommends 22.34 Work RV.Us for 219X4. 
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230X4 P30 

Period Work RVU 

090 
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17.48 The RUC reviewed the survey data for CPT code 23077 Radical resection of tumor (eg, 
malignant neoplasm), sort tissue of shoulder area; less than 5 em and compared It with Its 
reference code 23395 Muscle transfer. any type, shoulder or upper arm; single (Work 
RVU=18.29). Although the surveyed code has greater intensity and complexity 
measurements as compared to the reference code, the RUC noted that the surveyed code 
as compared to the reference code has less intra service time (140 minutes and 160 
minutes, respectively). In addition, the RUC compared the surveyed code to another 
reference code 5~150 Total abdominal hysterectomy (corpus and cervix), with or without 
reiT).oval of tub.e(s), with or without removal of ovary(s); (Work RVU=17.21 ). The RUC noted 
that the surveyed code In comparison to the reference code has more Intra-service time, 140 
minutes anc;f 120 minutes and more total service times, 433 minutes and 394 minutes, 
respectively. Therefore, the RUC agreed that because of these comparisons between the 
surveyed code and the reference cod.es, the RUC recommends 17.48 RVUs for 23077, 
which ls.a value between the 25th per~entlle and the survey median. As described In the 
overall rationale, the RUC agreed that In order to preserve rank order with the 
recommendations for the subcutaneous codes, the recommendations for the radical codes 
should be reduced by 2.88% as well. The RUC recommended value for this procedure 
takes Into account the 2.88% reduction applied to all of the radical codes. The RUC 
recommends 17.48 Work RVUs for 23077. 

22.34 The RUC reviewed the survey data for CPT code 230X4 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of shoulder area; 5 em or greater and compared It with 
reference code 44140 Colectomy, partial; with anastomosis (Work RVU=22.46). The RUC 
noted that the surveyed code and the reference code have very similar total service times, 
490 minutes and 480 minutes, respectively. In addition, the RUC compared the surveyed 
code to fVIPC code 35656 Bypass graft, with other than vein; femoral-popliteal (Work 
RVU=20.39). The RUC noted that the surve.y~d c_ode.has more intra-service time than the 
MPC code, 180 minutes and 150 minutes, res.pectively. Therefore, the RUC agreed that 
because of these comparisons between the surveyed code and the reference codes, the 
RUC recommends 22.34 RVUs for 230X4, which Is a value between the 25th percentile and 
surveyed me~llan. As described In the overall rationale, the RUC agreed that In order to 
preserve rank order with the.recommen.datlons for the subcutaneous codes, the 
recommendations for the radical codes should be reduced by 2.88% as well. The RUC 
recommended· value for this procedure takes Into account Qle-2.88% reduction applied to all 
of the radical codes. The RUC recommends 22.34 Work RVUs for 230X4. 
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CPT Code # Tracking# Global 
Period 

24077 P38 090 

240X5 P39 090 

R UC rec Rationale 
WorkRVU 

15.54 The RUC reviewed the survey data for CPT code 240X4 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of upper arm or elbow area; less than 5 em and compared 
It with its reference code 23395 Muscle transfer, any type, shoulder or upper arm; single 
(Work RVU=18.29). Although the surveyed code has greater Intensity and complexity 
measurements as compared to the reference code, the RUC noted that the surveyed code 
as compared to the reference code has less Intra service time (120 minutes and 160 
minutes, respectively). In addition, the RUC compared the surveyed code to another 
reference co_de 41130 qlossectomy; hemiglossectomy (Work RVU=15.51). The RUC noted 
that the surveyed code in comparison to the reference code has similar total service times, 
~05 minutes and 407 minutes, respectively. Therefore, the RUC agreed that because of 
these comp,arlsons between the surveyed code, the reference codes, the RUC recommends 
15.54 RVUs for 240X4, which Is a value below the surveyed 25th percentile. As described In 
the overall rationale, the RUC agreed that In order to preserve rank order with the 
rec6mmendatlons for the S!JbC!Jtaneo!Js codes, the recommendations for the radical codes 
should be red.uced by 2.88% as well. The RUC recommended value for this procedure 
takes Into ~ccount- the 2.88%. red!,Jction ~pplled to all of the radical codes. The RUC 
recommends 1_5.54 Work RVUs for 240X4. 

20.40 The RUC reviewed the survey data for CPT code 240X5 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of upper arm or elbow area; 5 em or greater and compared 
It with reference code 44140 Colectomy, partial; with anastomosis (Work RVU=22.46). ,The 

1 
RUC noted that the surveyed code has less total service time as compared to the reference 
eode, 472 minutes and 480 minutes, respectively. In addition, the RUC compared the 
surveyed code to MPC code 35656 Bypass graft, with other than vein; femoral-popliteal 
(Work RVU=20.39). The RUC noted that the surveyed code and the MPC code have the 
same Intra-service time, 150 minutes. Therefore, the RUC agreed that because of these 
comparisons between the surveyed code and the reference codes, the RUC recommends 
20.40 RVUs for 240X5, which Is a value between the 25th percentile and surveyed median. 
As described in the overall rationale, the RUC agreed that In order to preserve rank order 
with the recommendations for the subcutaneous codes, the recommendations for the radical 
codes should be reduced by 2.88% as well. The RUC recommended value for this 
procedure takes into account the 2.88% reduction applied to all of the radical codes. The 
RUC recommends 20.40 Work RVUs for 240X5. 
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RUC l'ec Rationale 
WorkRVU 

12.75 

17.48 

The RUC reviewed the survey data for CPT code 25077 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue offorearm and/or wrist area; less than 3 em and compared 
It with Its reference code 25515 Open treatment of radial shaft fracture, includes Internal 
fixation, When performed (Work RVU=9.89). The RUC noted that the surveyed code as 
compared to the reference code has more Intra-service time, 100 minutes and 90 minutes, 
respectively and more total service Ume than the reference code, 345 minutes and 257 
minutes respectively. Further, the RUC noted that the surveyed code requires more mental 
effort and judgment, more technical skill and overall is a much more Intense procedure to 
perform than the reference code. Therefore, the RUC agreed that because of these 
comparisons between the surveyed code and the reference code, the RUC recommends 
12.75 RVUs for 25077, which is a value between the 25th percentile and the survey 
median. As described In the overall rationale, the RUC agreed that In order to preserve rank 
order with the recommendations for the subcutaneous codes, the recommendations for the 
radical codes should be reduced by 2.88% as well. The RUC recommended value for this 
procedure takes Into accovnt the 2.88% reduction applied to all of the radical codes. The 
RUC recommends 12.75 Work RVUs for.25077. 

The RUC reviewed the survey data for CPT code 250X4 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of forearm and/or wrist area; 3 em or greater and compared 
it with Its reference code 24363 Arthroplasty, elbow; with distal humerus and proximal ulnar 
prosthetic replacement (eg, total elbow) (Work RVU=22.47). Although the surveyed code 
has greater-Intensity and complexity measurements as compared to the reference code, the 
RUC noted that the surveyed code has less total service time as compared to the reference 
code, 422 minutes and 466 minutes, respectively and less Intra-service time, 120 minutes 
and 150 minutes respectively. In addition, the RUC compared the surveyed code to MPC 
code 58150 Total abdominal hysterectomy (corpus and cervix), with or without removal of 
tube(s), with.or without removal of ovary(s); (Work RVU=17.21). The RUC noted that the 
surveyed code as compared to the reference code has more total service time, 422 minutes 
and 394 minutes, respectively. Therefore, the RUC agreed that because of these 
comparisons between the surveyed code and the reference codes, the RUC recommends 
17.48 RVUs for 250X4, which Is a value between the 25th percentile and the surveyed 
median. As described In the overall rationale, the RUC agreed that in order to preserve rank 
order with the recommendations for the subcutaneous codes, the recommendations for the 
radical codes should be reduced by 2.88% as well. The RUC recommended value for this 
procedure takes Into account the 2.88% reduction applied to all of the radical codes. The 
RUC recom.mends 17.48 Work RVUs for 250X4. 
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CPT Code# Tracking# Global RUC rec Rationale 
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261X4 P54 

Period Work RVU 
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9.95 The RUC reviewed the survey data for CPT code 26117 Radical resection of tumor {eg, 
malignant neoplasm), soft tissue of hand or finger; less than 3 em and compared It with Hs 
reference code 25447 Arthroplasty, interposition, Intercarpal or carpometacarpal joints (Work 
RVU=10.95). Although the surveyed code has greater intensity and complexity 
measurements as compared to the reference code, the RUC noted that the surveyed code 
as compared to the reference code has less Intra service time {75 minutes and 100 minutes, 
respectively). In addition, the RUC compared the surveyed code to MPC code 15100 Split­
thickness autograft, trunk, arms, legs; first 100 sq em or less, or 1% of body area of Infants 
and children {except 15050) (Work RVU=9.74). The RUC noted that the surveyed code in 
comparison to the MPC code has more Intra-service time, 75 minutes and 60 minutes, 
respectively. Therefore, the RUC agr-eed that because of these comparisons between the 
surveyed code, the reference code and the MPC code, the RUC recommends 9.95 RVUs for 
26117, which Is a value between the 2Sth percentile and the surveyed median. As described 
In the overall rationale, the RUC agreed that In order to preserve rank order with the 
recommendations for the subcutaneous codes, the recommendations for the radical codes 
should be reduced by 2.88% as well. The RUC recommended value for this procedure 
takes Into account the 2.88% reduction applied to all of the radical codes. The RUC 
recommends 9.95 Work R,VUs for 26117. 

14.57 The RUC reviewed the survey data for CPT code 261X4 Radical resection of tumor {eg, 
malignant neoplasm), soft tissue of hand or finger; 3 em or greater and compared It with Its 
reference code 24363 Arthroplasty, elbow; with distal humerus and proximal ulnar prosthetic 
replacement {eg, total elbow) {Work RVU=22.47). Although the surveyed code has greater 
intensity and complexity measurements as compared to the reference code, the RUC noted 
that the surveyed code as compared to the reference code has less Intra service time (100 
minutes and 150 minutes, respectively) and less total service time (368 minutes and 466 
minutes). ·In -~ddltlon, the RUC compared the surveyed code to another reference code 
25609 Open tr~atment of distal radl~llntr-a-artlcuhu fracture_ or epiphyseal separation; with 
fnternal fixation of 3 or more fragments·(Work RVU=14.12). The RUC noted that the 
surveyed code In comparison to thl_s reference code has more total service time, 368 
minutes and 358 minutes, respectively. Therefore, the RUC agreed that because ofthese 
comparisons be~een the surveye.d code and the reference codes, the RUC recommends 
14.57 RVUs for 261X4, which Is a val~e between the 25th percentile and the survey 
median. As described In the overall rationale, the RUC agreed that In order to preserve rank 
order with the recommendations for the subcutan~ous codes, the recommendations for the 
radical codes should be reduced by 2.88% as well. The RUC recommended value for this 
procedure takes Into account the 2.88% reduction applied to all of the radical codes. The 
RUC recommends 14.57 Work RV.Us for 261X4. 
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The RUC reviewed the survey data for CPT code 270X4 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of pelvis and hlp area: less than 5 em and compared It with 
Its reference code 47380 Ablation, open, of one or more liver tumor{s): radlofrequency 
{Work RVU=24.43). Although the surveyed code has greater intensity and complexity 
measurements as compared to the reference code, the RUC noted that the surveyed code 
as compared to the r¢erence co~e has less Intra service time (180 minutes and 200 
minutes, respectlvflly). In addition, the RUC compared the survey.ed code to MPC code 
35656 BYP.ass gr.aft, with other than vein~ femoral,popliteal {Work RVU=20.39}. The RUC 
noted that the surveyed code In comparison to the MPC code has more intra-service time, 
180 minutes and 150. mlnu.tes and more total service times, 496 minutes and 447 minutes, 
respectively. Therefore, the RUC agreed that because of these comparisons between the 
surveyed code and the reference codes, the RUC recommends 21.37 RVUs for 270X4, 
which Is a value between the 26th percentile and the survey median. As described In the 
overall rationale, the RUC agreed that In order to preserve rank order with the 
recommendations for the subcutaneous codes, the recommendations for the radical codes 
should be reduced by 2.88% as well. The RUC recommended value for this procedure 
takes Into account the 2.88% reduction applied to all of the radical codes. The RUC 
recommends 21.37 Work RVUs for 270X4. 

The RUC reviewed the survey data for CPT code 270X5 Radlca! resection of tumor (eg, 
malignant neoplasm), soft tissue of pelvis and hlp area; 5 em or greater and compared it with 
Its reference code 27134 Revision of total hlp arthroplasty; both components, with or without 
autograft or allograft {Work RVU=30.13). Although the surveyed code has greater Intensity 
and complexity measurements as compared to the reference code, the RUC noted that the 
surveyed code as compared to the reference code has less intra service time (220 minutes 
and 240 minutes, respectively). In addition, the RUC noted that the surveyed code In 
comparison to the reference code has similar total service times, 608 minutes and 617 
minutes, resp~lvely. Therefore, the RUC agreed that because of these comparisons 
between the surveyed code and the reference code, the RUC recommends 29.14 RVUs for 
27QX5, which I~ a value below the surveyed 25th percentile. As described In the overall 
rationale, the RUC agreed that In order to preserv.e rank order with the recommendations for 
the subcutaneous codes, the recommendations for the radical codes should be reduced by 
2.88% as well. The RUC recommended v~Jue for this procedure takes Into account the 
2.88% reduction applied to all of the radical codes. The RUC recommends 29.14 Work 
RVUs for 270X5. 

.. -



CPT Code # Tracking # Global 
Period 

27329 P72 090 

273X5 P73 090 

______________________ ._._ ___ .... _, __ . ____ ._,.,. .• __ , ___ .. ~.: .. : .. -. ......... . 

RUC rec Rationale 
WorkRVU 

15.54 

24.28 

The RUC reviewed the survey data for CPT code 273X4 Radical resection of tumor {eg, 
malignant neoplasm), soft tissue of thigh or knee area; less than 5 em and compared it with 
its reference code 27447 Arthroplasty, knee, condyle and plateau; medial AND lateral 
compartments with or without patella resurfacing (total knee arthroplasty) (Work 
RVU=23.04). Although the surveyed code has greater intensity and complexity 
measurements as compared to the reference code, the RUC noted that the surveyed code 
as compared to the reference code has less total service time (413 minutes and 469 
minutes, respectively). In addition, the RUC compared the surveyed code to another 
reference code 41130 Glossectomy; hemiglossectomy (Work RVU=15.51 ). The RUC noted 
that the surveyed code In comparison to the reference code has similar total service times, 
413 minutes and 407 minutes, r.especllvely. Therefore, the RUC agreed that because of 
these comparisons between the surveyed code, the reference codes, the RUC recommends 
15.54 RVUs for 273X4, which Is a value below the surveyed 25th percentile. As described In 
the overall rationale, the RUC ag~eed that In order·to preserve rank order with the 
recommendations for the subcutaneous codes, the recommendations for the radical codes 
should be reduced by 2.88% as well. The RUC recommended value for this procedure 
takes Into account the 2.88% reduction applied to all of the radical codes. The RUC 
recommends 15.54 Work RVUs for 273X4. ' 

The RUC reviewed the survey data·for CPT code 273X5 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of thigh or knee area; Scm or greater and compared it with 
Its reference code ·27447 Arthroplasty, knee, condyle and plateau; medial AND lateral 
compartments with or without patella resurfacing (total knee arthroplasty) (Work 
RVU=23.04). The RUC noted that the surveyed code has more intra-service time than the 
reference code, 180 minutes and 124 minutes respectively and more total service time than 
the reference code, 650 minutes and 469 minutes, respectively • Further, the RUC noted 
that the surveyed code requires more mental effort and judgment, more technical skill and 
physical effort to perform than the reference code. Therefore, the RUC agreed that because 
of these compar.isons between the surveyed code and the reference code, the RUC 
recommends 24.28 RVUs for 273X5, which is a value between the 25th percentile and the 
surveyed median. As described In the overall rationale, the RUC agreed that In order to 
preserve rank order with the recommendations for the subcutaneous codes, the 
recommendations ·for the radical codes should be reduced by 2.88% as well. The RUC 
recommended value for this procedure takes Into account the 2.88% reduction applied to all 
of the radleal code$.' The RUC recommends 24.28 Work RVUs for 273X5. 
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The RUC reviewed the survey data for CPT code 27S15 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of leg or ankle area; less than 5 em and compared It with Its 
reference code 27880 Amputation, leg, through tibia and fibula; (Work RVU=15.24). The 
RUC noted that the surveyed code as compared to the reference code has more Intra 
service time (120 minutes and 80 minutes, respectively) and very similar total service time 
(416 minutes and 400 nilnutes). Further, the RUC noted that the surveyed code overall Is a 
slightly more Intense procedure to perform than the reference code. In addition, the RUC 
compared the surveyed code to another reference code 41130 Glossectomy; 
hemiglossectomy (Work RVU=15.51). The RUC noted that the surveyed code and the 
refere!'lce code have similar total service times, 416 minutes and 407 minutes, respectively. 
Therefore,--the RUC agreed that because-0f these comparisons between the surveyed code, 
the reference codes, the RUC recommends 15.54 RVUs for 27615, which is a value 
between the 25th percentile and the surveyed median. As described In the overall rationale, 
the RUC agreed that In order to preserve rank order with the recommendations for the 
subcutaneo.us codes, the racommendatlons for the radical codes should be reduced by 
2.68% as we.ll. The RUC recommended value for this procedure takes Into account the 
2.68% reduction applied to all of the radical codes. The RUC recommends 15.54 Work 
RVUs.for 27615. 

The RUe· reviewed the survey data for CPT code 2761X Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of leg or ankle area; 5 em or greater and compared It with 
reference code 15734 Muscle, myocutaneous, or fasclocutaneous flap: trunk(Work 
RVU=19.62). The RUC noted that the surveyed oode has less total service time as 
compared to the reference code, 463 minutes and 524 minutes, respectively. In addition, 
the RUC compared the surveyed code to MPC code 23395 Muscle transfer, any type, 
shoulder or upper arm: single (Work RVU=18.29). The RUC noted that the surveyed code 
as compared to the MPC code has more total service time, 463 minutes and 423 minutes, 
respectively; Therefore, the RUC agreed that because of these comparisons between the 
surveyed code and the reference codes, the RUC recommends 19.42 RVUs for 2761X, 
which Is a value bQiow the surveyed 25th percentile. As described In the overall rationale, 
the RUC agreed that In or~er to preserve rank or-der with the recommendations for the 
subcutaneous .codes, the recommendations for the radical codes should be reduced by 
2.68% as well. The RUC recommended value for this procedure takes Into account the 
2.88% reduction· applied to all of the radical codes. The RUC recommends 19.42 Work 
RVUs for 2761X. 
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2804X P85 

Period WorkRVU 

090 12.20 The RUC reviewed the survey data for CPT code 28046 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of foot or toe; less than 3 and compared It with its reference 
code 28299 Correction, hallux valgus (bunion), with or without sesamoldectomy; by double 
osteotomy (Work RVU=11.39). The RUC noted that the surveyed code has more total 
service time than the reference code, 334 minutes and.299 minutes respectively. Further, 
the RUC noted that the surveyed code requires more rrlent~ll effort and judgment tb perform 
than the reference code. Therefore, the RUC agreed that because of these comparisons 
between the surveyed code and the reference code, the RUC recommends 12.20 RVUs for 
28046, which Is a value below the surveyed 25th percentile. As described In the overall 
rationale, the RUC agreed that In order to preserve rank order with the recommendations for 
the subcutaneous codes, the recommendations for the radical codes should be reduced by 
2.88% as well. The RUC recommended value for this procedure takes into account the 
2.88% reduction applied to all of the radical codes. The RUC recommends 12.20 Work 
RVUs for 28046. 

090 17.24 The RUC reviewed the survey data for CPT code 2804X Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of foot or toe; 3 em or greater and compared It with Its 
reference code 27447 Arthroplasty, knee, condyle and plateau; medial AND lateral 
compartments with or without patella resurfacing (total knee arthroplasty) {Work 
RVU=23.04). Although the surveyed code has greater Intensity and complexity 
measurements as compared to the reference code, the RUC noted that the surveyed code 
has less total service time as compared to the reference code, 413 minutes and 469 
minutes, respectively. In addition, the RUC compared the surveyed code to MPC code 
58150 Total abdominal hysterectomy (corpus and cervix), with or without removal of tube(s), 
with or without removal of ovary(s); (Work RVU=17 .21 ). The RUC noted that the surveyed 
code as compared to the reference code has the same Intra-service time, 120 minutes and 
similar total service times (413 minutes and 394 minutes). Therefore, the RUC agreed that 
because of these comparisons between the surveyed code and the reference codes, the 
RUC recommends 17.24 RVUs for 2804X, which Is a value between the 25th percentile and 
the surveyed median. As described In the overall rationale, the RUC agreed that In order to 
preserve rank order with the recommendations for the subcutaneous codes, the 
recommendations for the radical codes should be reduced by 2.88% as well. The RUC 
recommended value for this procedure takes into account the 2.88% reduction applied to all 
of the radical codes. The RUC recommends 17.24 Work RVUs for 2804X. 
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New Codes for Excision Recommendations 

CPT Code # Tracking # Global 
Period 

210X1 P1 090 

210X2 P2 090 

RUC rec Rationale 
WorkRVU 

2.91 

4.37 

The RUC reviewed the survey data for CPT code 210X1 Excision, rumor, soft tissue of face 
or scalp, s·ubcutaneous: less than 2· em and compared It with Its reference code 11642 
Excision, malignant lesion Including marginS; face,·ears, eyelids, nose, lips; excised diameter 
1.1 to 2.0 em (Work RVU=2.57). The RUC noted that although the surveyed code and 
reference code have very slmilat Intensity and complexity measurements, the surveyed code 
as compared to the reference code had slightly more Intra-service time (30 minutes and 25 
minutes respectively and total service time (107 minutes and 68 minutes, respectively). The 
RUC also took Into consideration that both of the reference codes have a 1 0-day global 
perlod compared with the surveyed code which has a 90-day global period. Therefore, the 
RUC agreed that because of thes~ comparisons between the-surveyed code and the 
reference code, the RUC recommends 2.91 RVUs for 210X1, which Is a value between the 
25th percentile and the surveyed median. As described in the overall rationale, the RUC 
agreed that In order to pr~serve rank order with the recommendations for the subcutaneous 
codes, the recommendations for the new excision of soft tissue tumor codes should be 
reduced by 2.88% as well. The RUC recommended value for this procedure takes into 
account the 2.88% reduction applied to ali of the new excision of soft tissue tumor codes. 
The RUC recommends 2.91 Work RVUs for 21 OX1. 

The RUC reviewed the survey data for CPT code 210X2 Excision, tumor, soft tissue of face 
or scalp, subcutaneous; 2 em or greater and compared It with Its reference code 11843 
Excision, malignant lesion Including margins, face, ears, eyelids, nose, lips; excised diameter 
2.1 to 3.0 em (Work RVU=3.37). The RUC noted that the surveyed code as compared to the 
reference code had more Intra-service lime (45 minutes and 30 minutes respectively and 
total service time (148 minutes and 93 minutes, respectively). Further, the RUC noted that 
the surveyed code required more technical skill and physical effort to perform than the 
reference code. The RUC also took Into consideration that both of the reference codes have 
a 10-day global period compared·wlth the surveyed code which has a 90-day global period. 
Therefore, the RUC agreed that because of these comparisons between the surveyed code 
and the reference code, the RUC recommends 4.37' RVUs for 210X2, which is a value 
between "the 25th percentile and the surveyed· median. As described In the overall rationale, 
the RUC agreed that In order to preserve rank order·wlth the recommendations for the 
subcutaneous codes, the recommendations for the new excision of soft tissue tumor codes 
should be reduced by 2.88% as well. The RUC reoonimended value for this procedure 
takes Into account the 2.88% reduction applied to all of the new excision of soft tissue tumor 
codes. The RUC recommends 4.37 Work RVUs for 210X2. 
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CPT Code# Tracking# Global RUC rec Ratio11ale 

210X3 P3 

210X4 P4 

Period Work RVU 

090 

090 

5.34 The RUC reviewed the survey data for CPT code 210X3 Excision, tumor, soft tissue of face 
and scalp, subfascial (eg, subgaleal, Intramuscular); less than 2 em and compared It with Its 
reference code 38510 Biopsy or excision of lymph node(s); open, deep cervical node(s) 
(Work RVU=6.69). The RUC noted that although the surveyed code and the reference code 

1 

have the sam~ intra-service times (45 minutes), the reference code in comparison to the 
reference cOde requires, more mental effort and judgment and physical effort to perform 
than the surveyed code. Furthermore, the RUC compared the surveyed code to MPC code 
33212 Insertion or replacement of pacemaker pulse generator only; single chamber, atrial or 
ventricular (Work RVU=5.51}. The RUG noted that the MPC code has more Intra service 
time In comparison to the surveyed code, 60 minutes and 45 minutes respectively. The RUG 
also took Into consideration that both of the reference codes have a 1 O·day global period 
compared with the surveyed code which has a 90-day global period. Therefore, the RUC 
agreed that because of these comparisons between the surveyed code, the MPC code and 
the reference code, the RUG recommends 5.34 RVUs for 210X3, which is a value between 
the 25th percentile and survey median. As described In the overall rationale, the RUG 
agreed that In order to preserve rank order with the recommendations for the subcutaneous 
codes, the recommendations for the new excision of soft"tlssue tumor codes should be 
reduced by 2.88% as well. The RUG recommended value for this procedure takes Into 
account the 2.88% reduction applied to all of the new excision of soft tissue tumor codes. 
The RUC recommend$ 5.34 Work RVUs for 210Xa. 

7.00 The RUG reviewed the survey data for CPT code 210X4 Excision, tumor, soft tissue of face 
and scalp, subfasclal (eg, subgaleal, intramuscular); 2 em or greater and compared it with 
Its reference code 38510 Biopsy or excision of lymph node(s); open, deep cervical node(s) 
(Work RVU=6.69). The RUC noted that the surveyed code as compared to the reference 
code had mol'e Intra-service time (60 minutes and 45 minutes, respectively) and total service 
time {217 minutes and 152 minutes, respectively). Further, the RUG noted that the 
surveyed code required more technical skill and physical effort to perform than the reference 
code. The RUG also took Into consideration that both of the reference codes have a 10-day 
global period compared with the surveyed code Which has a 90-day global period. 
Therefore, the RUG agreed that because of these comparisons between the surveyed code 
and the reference code, the RUC recommends Y.OO RVUs for 210X4, which Is a value 
between the 25th percentile and survey median. As described In the overall rationale, the 
RUG agreed that in order to preserve rank order with the recommendations for the 
subcutaneous codes, the recommendations for the new excision of soft tissue tumor codes 
should be reduced by 2.88% as well. The RUC reeommended value for this procedure 
takes into account the 2 .88o/o reduction applied to· all of the new excision of soft tissue tumor 
codes. Furthermore, this value Is also consistent with the recommendations for the 
subfasclal family of codes. The RUG recommends 7.00 Work RVUs for 210X4. 



CPT Code # Tracking# Global 
Period 

219X2 P15 090 

....... ---·---·--------- -------------"'---------'-·--- ·-----

RUC rec Rationale 
WorkRVU 

9.71 The RUC reviewed the survey data for CPT code 219X2 Excision, tumor, soft tissue of neck 
or anterior thorax, subfasclal (eg, Intramuscular); less than 5 em and compared It with Its 
reference code 15100 Split-thickness autograft, trunk, arms, legs; first 100 sq em or tess, or 
1% of body area of Infants and children (except 15050) (Work RVU=9.74). The RUC 
reviewed the survey data and agreed with the specialty society that a hospital visit and full 
day discharge visit were appropriate as the majority of survey respondents who stated that 
they typically perform this procedure In the hospital stated that the patient Is kept overnight or 
admitted. The RUC noted that the surveyed code and the reference code have very similar 
total service times (276 minutes and 281 minutes, respectively) Further, the RUC noted that 
the surveyed code and the reference code have very similar Intensity and complexity 
measurements. In addition, the RUC compared the surveyed code to another reference 
code 25115 Radical excision of bursa, synovia of wrist, or forearm tendon sheaths (eg, 
tenosynovitis, fungus, Tbc, or other granulomas, rheumatoid arthritis); flexors (Work 
RVU=9.89). The RUC noted that the reference code has more Intra service time In 
comparison to the surveyed code, 90 minutes and 60 minutes, respectively. Therefore, the 
RUC agreed that because of these comparisons between the surveyed code and the 
reference codes, the RUC recommends 9.71 RVUs for 219X2, which Is a value between the 
25th percentile and survey median. As described In the overall rationale, the RUC agreed 
that In order to preserve rank order with the recommendations for the subcutaneous codes, 
the recommendations for the new excision of soft tissue tumor codes should be reduced by 
2.88% as weff. The RUC recommended value for this procedure takes Into account the 
2.88% reduction applied to all of the new excision of soft tissue tumor codes. The RUC 
recommends 9.71 Work RVUs for 219X2. 
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CPT Code # Tracking# Global RUC rec Rationale 
Period Work RVU 

219X3 P16 090 11.00 The RUC reviewed the survey data for CPT code 219X3 Excision, tumor, soft tissue of back 
or flank, subfasclal (eg, Intramuscular); Scm or greater and compared It with its reference 
code 38745 Axillary lymphadenectomy; complete (Work RVU=13.71). The RUC reviewed 
the survey data and agreed with the specialty society that a hospital visit and full day 
discharge visit were appropriate as the majority of survey respondents who stated that they 
typically perform this procedure In the hospital stated that the patient is kept overnight or 
admitted. Further, the RUC noted that although the surveyed code has the same intra· 
service time as the reference code, 90 minutes, respectively, the RUC agreed that this was a 
poor reference code. Therefore, the RUC agreed that a better reference code and keeping 
consistent with other recommendations from the subfasclal family of codes would be 27822 
Open treatment of trlmalleolar ankle fracture, Includes Internal fixation, when performed, 
medial and/or lateral malleolus; without fixation of posterior lip (Work RVU=11.03) as the 
surveyed code and 27822 reference code have the same Intra-service time, 90 minutes and 
similar Intensity of work. Due to these comparisons between the surveyed code and the 
27822 reference code and to maintain relativity with the recommendations for the subfasclal 
codes, the RUC recommends 11.00 RVUs, a value below the surveyed 25th percentile, for 
219X3. As described In the overall rationale, the RUC agreed that in order to preserve rank 
order with the recommendations for the subcutaneous codes, the recommendations for the 
new excision of soft tissue tumor codes should be reduced by 2.88% as well. The RUC 
recommended value for this procedure takes Into account the 2.88% reduction applied to all 
of the new excision of soft tissue tumor codes. Furthermore, this value Is also consistent with 
the recommendations for the subfasclal family of codes. The RUC recommends 11.00 Work 
RVUs for 219X3; 



V1 
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CPT Code # Tracking # Global 
Period 

229XO P19 090 

229X1 P20 090 

--------'-----------'----'··~--·------.. --' ---

RUC rec Rationale 
WorkRJIU 

4.34 The RUC reviewed the survey data for CPT code 229XO Excision, tumor, soft tissue of 
abdominal wall, subcutaneous; less than 3 em and compared It with Its reference code 
38525 Biopsy or excision of lymph node(s); open, deep axillary node(s) (Work RVU=6.35). 
Although the surveyed code and the reference code have similar intensity and complexity 
measurements, the RUC noted that the surveyed code as compared to the reference code 
has less total service time (148 minutes and 178 minutes, respectively), In addition, the 
RUC compared the surveyed code to MPC .code 11644 Excision, malignant lesion Including 
margins, face, ears, eyelids, nose, lips; excised d,iameter 3.1 to 4.0 em (Work RVU=4.29), 
The RUC noted that the.surveyed code had significantly more total service time In 
comparison to the MPC code, 148 minutes and 108 minutes, respectively. Therefore, the 
RUC agreed that because of the~e comparisons between the surveyed code, the reference 

6.31 

. code and the MPC code, the RUC recommends 4.34 RVUs for 229XO, which is a value 
between the 25 percentile and the survey median. As described In the overall rationale, the 
RUC agreed that in order to preserve rank order with the recommendations for the 
subcutaneous codes, the recommendations for the new excision of soft tissue tumor codes 
should be reduced by 2.88% as well. The RUC recommended value for this procedure 
takes Into account the 2.88% reduction applied to all of the new excision of soft tissue tumor 
codes. The RUC recommends 4.34. Work RVUs for 229XO. 

The RUC reviewed the. survey data for CPT code 229X1 Excision, tumor, soft tissue of 
abdominal wall, subcutaneous; 3 em or greater and compared It with Its reference code 
38525 Btopsy or exclslon·of.lymph node(s); open, deep axillary node(s} (Work RVU=6.35). 
The RUC noted that the surveyed code and the reference code have very similar intra­
service times (50 minutes and 45 minutes, respectively and total service times (179 minutes 
and 178 minutes, respectively) Further, the RUC noted that the surveyed code and the 
reference code have very similar Intensity and complexity measurements. Therefore, the 
RUC agreed that because of these comparisons between the surveyed code and the 
reference code, the RUC recommends 6.31 RVUs for 229X1, which Is a value between the 
25th percentile and survey medl~n. As described In the overall rationale, the RUC agreed 
that In order to preserve rank order with the recommendations for the subcutaneous codes, 
the recommendations for the new excision of soft tissue tumor codes should be reduced by 
2.88% as well. The RUC recommended value for this procedure takes Into account the 
2.88% reduction applied to all o(.the new excision of soft tissue tumor codes. The RUC 
recommends 6.31 Work RVUs for 229X1. 
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CPT Code# Tracking# Global RUC rec Rationale 
Period Work RVU 

229X3 P23 090 16.51 

229X4 P24 090 21.37 

The RUC reviewed the survey data for CPT code 229X3 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of abdominal wall: less than 5 em and compared It with Its 
reference code 49203 Excision or destruction, open, intra-abdominal tumors, cysts or 
endometriomas, 1 or more peritoneal, mesenteric, or retroperitoneal primary or secondary 
tumors; largest tumor 5 em diameter or less (Work RVU=20.00). Although the surveyed 
code has greater Intensity and complexity measurements as compared to the reference 
code, the RUC noted that the surveyed code as compared to the reference code has less 
total service time (396 minutes and 420 minutes, respectively). In addition, the RUC 
compared the surveyed code to MPC code 19318 Reduction mammaplasty (Work 
RVU.=15.91 ). The RUe noted that the surveyed code has more total service time than the 
refer![tnce code, 396 minutes 'and.3?.1 minutes, respectively, Therefore, the RUC agreed 
that b.ecause of these comparl~ons ~etweeA .. the surveyed code, the MPC code and the 
reference code, the RUC recommends 16.51 RVUs.for 229X3, which is a value below the 
surveyed 25th percentile. As d8$crlbed in the overall rationale, the RUC agreed that In order 
to preserve rank order with the ret;Ommendatlons for the subcutaneous codes, the 
recommendations for the new excision of soft tissue tumor codes should be reduced by 
2.88% as well. The RUC recommended value for this procedure takes into account the 
2.88% reduction applied to all of the new excision of soft tissue tumor codes. The RUC 
recommends 16.51 Work RVUs for 229X3. 

The RUC reviewed the survey data for CPT code 229X4 Radical resection of tumor (eg, 
malignant neoplasm), soft tissue of abdominal wall; 5 em or greater and compared It with its 1 

reference code 49203 Excision or destruction, open, Intra-abdominal tumors, cysts or 
endometriomas, 1 or more peritoneal, mesenteric, or retroperitoneal primary or secondary 
tumors; largest tumor 5 em diameter or less (Work RVU=20.00). The RUC noted that the 
surveyed code as compared to the referene9 code had more Intra-service time (150 minutes 
and 120 minutes, respectively) and total service time (463 minutes and 420 mi_nutes, 
respectively). Further, the RUC noted that the surveyed code required more mental effort 
and judgment, technical skill and PhY.slca! effort to perform than thEil reference code. 
Therefore, the RUC agreed that because of these·oomparlsons between the surveyed code 
and the reference code, the RUC recommends 21.37 RVUs for 229X4, which Is a value 
between the 25th perceJ:ltile and survey median. As described in the overall rationale, the 
RUC agreed that In order to pr:~!lle.rve rank o_rder with the recommendations for the 
subcutaneous codes, the recpmmendatlons for the new excision of soft tissue tumor codes 
should be reduced by 2.88% as well. The RUG recommended value for this procedure 
takes into account the 2.88% reduction applied to all of the new excision of soft tissue tumor 
codes. Furthermore, this value Is also consistent with the recommendations for the 
subfascial family of codes. The RUC recommends 21.37 Work RVUs for 229X4 . 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARYOFRECO~NDATION 

CPT Code: 21555 

CPT Code:21555 Tracking Number P7 Specialty Society Recommended RVU: 3.88 

Global Period: 090 RUC Recommended RVU: 3.88 

CPT Descriptor: Excision, tumor, soft tissue of neck or anterior thorax, subcutaneous; less than 3 em 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 25-year-old male undergoes excision of a 2.5 em lipoma on his neck. 

Percentage of Survey Respondents who found Vignette to be Typical: 93% 

Percent of survey respondents who stated they perform the procedure; In the hospital82% , In the ASC 0%, In the 
office 18% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 100% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
"ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Review length and type of 
anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After induction of 
anesthesia in supine position, assist with patient prone positioning and adjusting the OR table and MAC lines so that the 
operative site is assessable. Clip hair from surgical site. Indicate areas of skin to be prepped and mark surgical 
incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, an incision is made through the skin and subcutaneous tissue of the 
neck overlying the mass. The tumor is identified and dissected free along the tumor capsule, taking care not to 
traumatize surrounding structures. The tumor is removed and sent for permanent pathologic evaluation. The wound is 
inspected and irrigated. After assuring complete hemostasis, the wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Steri-strips and a compression dressing are applied to the neck. Discuss 
postoperative care with recovery room staff. Discuss surgery outcome with patient's family. Write brief operative note 
and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, discuss surgery 

1tcome with patient. Dictate operative report and complete medical record documentation. Communicate with other 
..,ro(essionals and with patient and patient's family. Consider relevant data, options, and risks and make the decision for 
discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing). Reconcile medications and write orders for home medications. Inform the primary 
care or referring physician of discharge plans. All appropriate medical records are completed, including discharge 
summary and discharge instructions, and insurance forms. The patient will be examined in the office within one week 
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CPT Code: .21555 · 
and for at least one more visit through the 90-day global period to remove dressings, ·assess wound healing, and redress 
wound; remove sutures; and discuss pathology report when available. Order and review periodic lab and/or imaging, as 
necessary. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress 
with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 21555 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 .-/ 

1 .... ... .,. ... ,~ .. r(s): Christopher Senkowski, MD FACS; Jane Dillon, MD FACS 

-r 
........ ·(~): 

-1\- !::ft::••t::• a• surgery; otola-ryngology 

[CPT Code: 21555 

Sample Size: 75 IResp N: 30 
I 

Response: 4000 % 

Sample Type: Random 

.b!r!!. 25th~ •• -'' ·* 75th octl High 

Sc• vi\ic Performance Rate OoOO 3000 5.00 6000 25000 

Survey RVW: 2000 3019 4.00 6000 10000 

"';,....:;.,, ,;i-. .. Evaluation Time: 20.00 

"';.,-:;.,, ,;i-. .. Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 20000 30000 35.00 45000 90.00 

Immediate Post Service-Time: 15.00 

I Post Qperai::vc Visits I Total Min** ICPICode and Number ofJlisits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

~rolonged Services: 0.00 nn"lc:A 0.00 55x 0.00 56x 0.00 57x 0.00 
0 0 0 0 

"*Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16}; 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1 b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 121555 Recommended Physician Work RVU: 3.88 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 19.00 19.00 0.00 

Pre-Service Positioning Time: 6.00 1.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 5.00 0.00 

Intra-Service Time: 35.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

"'lischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Jffice time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
11642 

Global 
010 

WorkRVU 
2.57 

CPT Code: 21555 

Time Source 
RUCTime 

CPT Descriptor Excision, malignant lesion including margins, face, ears, eyelids, nose, lips; excised diameter 1.1 to 2.0 
em 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 10 %of respondents: 33.3 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPrCode: RUCTime 

21555 11642 

I Median Pre-Service Time II 30.00 II 15.00 

I Median Intra-Service Time II 35.00 II 25.00 

Median hnmediate Post-service Time 15.00 5.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 0.00 

Median Office Visit Time 39.0 23.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time I~ 68.00 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

rlental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of .___2_.1_0 _ _.11...__ __ 1_.90 __ _. 
management options that must be considered 

The amoimt and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___2_.20 _ __.11.____2_.00 _ ___. 

L..l u_r.::;.ge_nc...::y_o_f_m_edi_'cal_d_ec_i_sio_n_making_.....;· =-----------'' L..l __ 2_.3_0 _ _.1 L..l __ 2_.00 __ __, 

Technical Skill!Phvsical Effort (Mean) 

IL-T_ec_hni_·cal_skil_· _I r_equired~·---------------'1 L-1 _2_.60 _ __,1 L-1 __ 2_.3_0 _ __, 

L-1 P_,hy'-si_·cai_effi_o_rt_re_,qu_ir_ed ___________ _,l L-1 _2_.40 _ __.1 ._I __ 2_.3_0 _ ___, 

Psvchological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality I L..l __ 2_.60_---.~1 L..l __ 2_.5_0 _ __. 

L..l Ou_tc_om_e_d_epe...__nds_o_n_th_e_skill_._an_d..::..ju_d.::..gm_e_nt_o_f..:..p-=hy_si_ci_an __ __,l ._I __ 2_. 70 _ __.1 ._I __ 2_.80 __ _. 

I Es=..:....:tima=t.:..:ed:...:ns.:..:· .::.k.:.:of:...:mal=p...:..ra_cn_·ce--sw_·t_WI_.th_.!.,poo..:....:.....r...:..ou_tco..:....:.....m...:..e ___ __.l ._I __ 2_.7_0 _ _,1 L..l __ 2_.60 __ ,_l 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

L..l Pr_e_-S_e_rv~_·c_e_int_e_ns_ity:.../_co_m ..... p_Ie_XI-=·ty _________ __,l ._I __ 2_.40 _ __.1 ._I __ 2_.00 _ ___, 

L..lm_tra_-S_e~_~_e_m_tens~ity~l_co_m..:..p_Ie_xi..::..ty ________ ___.IL..I __ 2_.2_0 _ _.II.___2_.oo _ __, 

._I P_os_t-_S_e~_i_ce_int_ens_i-=ty_lc_o_m.:...pl_eXI_·ty=--------------'1 ._I __ 1_.90 _ __.1 ._I __ 1_.90 _ ___, 

Additional Rationale 

CPT Code: 21555 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

~urrent code 21555 (Excision tumor, soft tissue of neck or thorax; subcutaneous) will be deleted in 2010 and 
replaced by two new codes (P7 and P8). 

Pre-Time: With respect to the pre-service time, we recommend package 1B with the following modifications: 
• Evaluation: No change. 
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CPT Code: 2·1555 
• Positioning: Add 5 minutes - after induction of anesthesia in supine position, adjusting the OR table and MAC 

lines so that the operative site is assessable. Clip hair from surgical site 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 3.88 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of0.027. The recommended RVW for this 90-day global code is 
greater than the reference code which is an office-based procedure with a 10-day global period and one post-op office 
visit. 

SERVICES REPORTED WITII MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCYINFO~TION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 21555 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 
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. •. 
~ .. ' CPT Code: 2.1555 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

!ease explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECO~NDATION 

CPT Code: 21552· 

CPT Code:21552 Tracking Number P8 Specialty Society Recommended RVU: 6.41 

Global Period: 090 RUC Recommended RVU: 6.41 

CPT Descriptor: Excision, tumor, soft tissue of neck or anterior thorax, subcutaneous; 3 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 30-year-old male undergoes excision of an enlarging 5 em tumor of the anterior thorax near 
the anterior axillary line. 

Percentage of Survey Respondents who found Vignette to be Typical: 82% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 86% , Kept overnight (less than 24 hours) 14% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 75% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Review length and type of 
anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After induction of 
anesthesia in supine position, assist with adjusting the OR table and anesthesia lines so that the operative site is 
assessable. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform surgical "time 
out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, an oblique incision is made through the skin and subcutaneous 
tissue overlying the mass. The tumor is identified and dissected free along the tumor capsule, taking care not to 
traumatize surrounding structures. The tumor is removed and sent for permanent pathologic evaluation. The wound is 
inspected and irrigated. After assuring complete hemostasis, the wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Steri-strips and a compression dressing are applied to the chest. Discuss 
postoperative care with recovery room staff. Discuss surgery outcome with patient's family. Write brief operative note 
and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, discuss surge 
outcome with patient. Dictate operative report and complete medical record documentation. Communicate with othe. 
professionals and with patient and patient's family. Consider relevant data, options, and risks and make the decision for 
discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing). Reconcile medications and write order for home medications. Inform the primary 
care or referring physician of discharge plans. All appropriate medical records are completed, including discharge 
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CPT Code: 21552.- .. 
summary and discharge instructions, and insurance forms. The patient will be examined in the office within one week 
and for at least one more visit through the 90-day global period to remove dressings, assess wound healing, and redress 
wound; remove sutures; and discuss pathology report when available. Order and review periodic lab and/or imaging, as 
,ecessary. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress 
vith PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 21552 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter(s): Christopher Senkowski, MD FACS; Jane Dillon, MD FACS 

Specialty(s): general surgery; otolaryngology 

CPT Code: 21552 

Sample Size: 75 'Resp N: 30 I Response: 40.0 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hjg_h 

Service Performance Rate 0.00 3.00 4.00 6.00 15.00 

Survey RVW: 4.04 6.00 6.60 7.13 12.00 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 30.00 45.00 60.00 60.00 90.00 

Immediate Post Service-Time: 25.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 121552 Recommended Physician Work RVU: 6.41 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 25.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology /Service: 
Is this new/revised procedure considered to be a new technology or service? No 

AEY REFERENCE SERVICE: 

Key CPT Code 
38510 

Global 
010 

WorkRVU 
6.69 

CPT Descriptor Biopsy or excision of lymph node(s); open, deep cervical node(s) 

KEY MPC COMPARISON CODES: 

CPT Code: 21552 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

~PT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 16 %of respondents: 53.3 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

21552 38510 

I Median Pre-Service Time II 51.00 II 45.00 

I Median Intra-Service Time II 60.00 II 45.00 

Median Immediate Post-service Time 25.00 20.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

'1edian Office Visit Time 39.0 23.00 

rolonged Services Time 0.0 0.00 

I Median Total Time ~ 152.00 
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CPT Code: 21552 .. 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean} 
The number of possible diagnosis and/or the number of 2.86 II 2.43 
management options that must be considered 

II The amount and/or complexity of medical records, diagnostic 2.79 2.57 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 2.71 II 3.00 

Technical Skili!Phxsical Effort <Mean} 

I Technical skill required II 3.14 II 2.86 

I Physical effort required II 3.00 II 2.86 

Psvcbolgg!cal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality II 3.07 II 3.21 

l Outcome depends on the skill and judgment of physician II 3.14 II 3.21 

l Estimated risk of malpractice suit with poor outcome II 2.86 II 2.79 

INTENSITY/COMPLEXITY MEASURES CPfCode Reference 
Service 1 

Time Se2Jnents (Mean} 

I Pre-Service intensity/complexity II 2.92 II 3.08 

!Intra-Service intensity/complexity II 3.08 II 3.00 

l Post-Service intensity/complexity II 2.38 II 2.77 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Current code 21555 (Excision tumor, soft tissue of neck or thorax; subcutaneous) will be deleted in 2010 and 
replaced by two new codes (P7 and P8). 

Pre-Time: With respect to the pre-service time, we recommend package 3 with no changes. 

586 



CPT Code: 21552 
Recommendation: The consensus committee recommends the survey median RVW adjusted down to 6.41 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0.049. The recommended RVW is similar to the reference code 
18510 which has a 10-day global period, only one post-op office visit, and less intra-op time. 

SERVICES REPORTED WITII MULTIPLE CPr CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 21555 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

)ecialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 
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Specialty 

Specialty 

Specialty 

Frequency 

Frequency 

Frequency 

Percentage 

Percentage 

Percentage 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

% 

% 

% 

CPT Code: 21552 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMAR~OF RECOMMENDATION 

CPT Code: 21930 

CPT Code:21930 Tracking Number P13 Specialty Society Recommended RVU: 4.86 

Global Period: 090 RUC Recommended RVU: 4.86 

CPT Descriptor: Excision, tumor, soft tissue of back or flank, subcutaneous; less than 3 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 40-year-old female undergoes excision of a 2.5 em spongy tumor on her back. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital 90% , In the ASC 0%, In the 
office 10% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 95% , Kept overnight (less than 24 hours) 5% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 50% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
-oercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated mode!3.te sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After 
induction of anesthesia in supine position, assist with patient prone positioning. Assess position of the extremities and 
head, adjust as needed. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform 
surgical "time out" with operating surgical team. Local anesthesia is infiltrated into the marked incision site as 
preemptive analgesia. 

Description of Intra-Service Work: An incision is made through the skin and subcutaneous tissue over the lesion. 
Subcutaneous flaps are raised with electrocautery and hemostasis is controlled. The tumor is excised along with proper 
margin of tissue. Hemostasis is secured with electrocautery and sutures where needed. Small lymphatic channels are 
ligated. The wound is inspected and irrigated. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist so 
'1ey can coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write 
.~rief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
and make the decision for discharge. Discuss aftercare treatment with the patient, family and other health care 
professionals, including home restrictions (ie, activity, bathing). Reconcile medications and write order for pain 
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CPT Code: 21930 
medication. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 
completed, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
in the office within one week and for at least one more visit through the 90-day global period to remove dressings, assess 
wound healing, and redress wound; remove sutures; and discuss pathology report when available. Order medication.c­
necessary. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary .• Discuss prog1 
with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code:· 21930 
SURVEY DATA 
RUC Meeting Date {mm/yyyy) jo112009 

Presenter{s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

ipecialty{s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 21930 

Sample Size: 100 IResp N: 41 
I 

Response: 41.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl HiQ.h 

Service Performance Rate 0.00 3.00 4.00 7.00 15.00 

Survey RVW: 2.00 4.47 5.00 6.00 10.00 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15.00 30.00 45.00 45.00 60.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit{s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

"*Physician standard total minutes per ElM v1sit: 99291 (70); 99292 {30}; 99231 {20); 99232 {40}; 99233 {55); 99238{38); 
99239 {55); 99211 {7); 99212 {16); 99213 {23); 99214 {40); 99215 {55); 99354 {60); 99355 {30); 99356 {60); 99357 {30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1 b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 121930 Recommended Physician Work RVU: 4.86. 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 14.00 19.00 -5.00 

Pre-Service Positioning Time: 18.00 1.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 5.00 5.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

'"lischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Jffice time/visit{s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
11606 

Global 
010 

WorkRVU 
4.97 

CPT Code: 21930 

Time Source 
RUCTime 

CPT Descriptor Excision, malignant lesion including margins, trunk, arms, or legs; excised diameter over 4.0 em 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIITP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 12 %of respondents: 29.2 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPI'Code: CPI'Code: RUCTime 

21930 11606 

I Median Pre-Service Time II 42.00 II 30.00 

I Median Intra-Service Time II 45.00 II 90.00 

Median Immediate Post-service Time 20.00 10.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 0.00 

Median Office Visit Time 39.0 23.00 

Prolonged Services Time 0.0 0.00 

~I 
153.00 Median Total Time 

Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

t:ental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 2.08 II 2.08 
management options that must be considered 

The amount and/or complexicy of medical records, diagnostic 2.08 II 2.08 
tests, and/or other information that must be reviewed and analyzed 

._I u_r.:::.ge_nc...:y'-o_f_m_edi_.cal_dec_is.....,~o-n_making __ · .:::.._ _______ ___.11._ __ 2_.2_5 _ _.1 ._I __ 2_.1_1 _ __. 

Technical Skill/Physical Effort (Mean) 

._I T_ec'-hni-·cal_skill_._r_e..._qwr_·_ed ___________ ____,ll 2.42 11.____2.5_0_-..~ 

._I P_hy=-s_ical_e_ffi_on_r_e..._qwr_· _ed ___________ __.ll 2.33 1 L-1 _2_.33 _ __. 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._1 __ 2_.5_8_--'1 L-..1 __ 2_.7_5_---' 

L..l Ou_tc_om_e_depe~_nds_o_n_th_e_skill_._and_.::...ju_dgm.:::.._e_nt_o_f~ph...:y'-si_cian ___ __.l ._1 __ 2_.7_5_--'1 L-1 __ 2._8_3_---' 

I Estimated risk of malpractice suit with poor outcome II 2.83 1...._1 _2_.58 _ ___, 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

L..l Pr_e_-Se_m_·ce_int_e_ns_ity..::..l_co_mp-!.,_le_XI...:.ty'-------------'' ._1 __ 2_.0_8_--'1 ._1 __ 2_.2_5_---' 

._I Intr_a_-Se_m_·c_e _in_te_ns_ity=-/_co_mp..o...._lext_.-=-ty-----------'11 2.17 I ._I __ 2_.0_8 _ __, 

I L.. P..:..os.:..:.t-_S_erv_i_ce_int_ens_l....::·ty~/c_o_m,!_pl_eXI_·ty~----------11 L..l __ 2_.00_-..~1 L..l __ 2_.1_7_-..J 

Additional Rationale 

CPT Code: 21930 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
~ecommendations for the appropriate formula and format . 

...:urrent cOde 21930 (Excision, tumor, soft tissue of back or flank) will be deleted in 2010 and replaced by four new 
codes (Pl3, P14, P15, and P16). During the Harvard study, 12 general surgeons were surveyed only for intra­
operative time. Pre and post times were predicted. This prediction resulted in no positioning time, no facility post­
work (even though the code is typically performed in a facility), and one office visit (even though the procedure will 
typically require at least two office visits during the 90-day global period). The prediction also placed the details for 
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CPT Code: 21930 · 
this code similar to the smallest subcutaneous excision details per the current survey (P13). The time and visit 
information for 21930 does not represent larger and/or deeper tumors. Further, without requiring a RUC survey in 
1995 during the first 5-year-review, the code was reduced based on a comment letter. 

Pre-Time: With respect to the pre-service time, we recommend package 1B with the following modifications: 
• Evaluation: Subtract 5 minutes - move to scrub/dress wait category for moderate sedation performed by 

anesthesiologist. 
• Positioning: Add 17 minutes to account for prone positioning. 
• Scrub/Dress/Wait: Add 5 minutes- moved from evaluation category for moderate sedation performed by 

anesthesiologist. 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 4.86 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0.036. This is similar to the IWPUT for the reference code 
11606, which has similar total time, but is an office-based procedure with a 10-day global period. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: -No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 21930 

How often do physicians in your specialty perform. this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
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CPT Code:. 21930· . 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

~pecialty Frequency % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

:no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 21931 

CPT Code:21931 Tracking Number P14 Specialty Society Recommended RVU: 6.80 

Global Period: 090 RUC Recommended RVU: 6.80 

CPT Descriptor: Excision, tumor, soft tissue of back or flank, subcutaneous; 3 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old male undergoes excision of a 5 em fatty tumor on his flank. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Percent of survey respondents who stated they perform the procedure; In the hospital 98% , In the ASC 0%, In the 
office 2% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 83% , Kept overnight (less than 24 hours) 18% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 86% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After 
induction of anesthesia in supine position, assist with patient prone positioning. Assess position of the extremities and 
head, adjust as needed. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform 
surgical "time out" with operating surgical team. Local anesthesia is infiltrated into the marked incision site as 
preemptive analgesia. 

Description of Intra-Service Work: An incision is made through the skin and subcutaneous tissue over the lesion. 
Subcutaneous flaps are raised with electrocautery to expose the lesion and hemostasis is controlled. The tumor is 
excised along with proper margin of tissue. As the tumor is lifted out of the wound, small lymphatics and feeding blood 
vessels are ligated. Hemostasis is secured with electrocautery and sutures where needed. The wound is inspected and 
irrigated. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist 
they can coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. 
brief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
and make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
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CPT Code: 21931 
professionals, including horne restrictions (ie, activity, bathing). Reconcile medications ·and write order for pain 
medication. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 
completed, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
;n the office within one week and for at least one more visit through the 90-day global period to remove dressings, assess 
vound healing, and redress wound; remove sutures; and discuss pathology report when available. Order medications as 

necessary. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress 
with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 21931 
SURVEY DATA 
RUC Meeting Date (mm/yyyy} jo112009 

Presenter(s}: Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s}: general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 21931 

Sample Size: 100 IResp N: 41 
I 

Response: 41.0 % 
~ 

Sample Type: Random 

Low 25th octl Median* 75th octl Hiah 

Service Performance Rate 0.00 2.00 4.00 5.00 12.00 

Survey RVW: 3.50 6.00 7.00 8.75 13.00 

Pre-service Evaluation Time: 35.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-service Time: 20.00 40.00 60.00 60.00 90.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s}: 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**PhysiCian standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20}; 99232 (40); 99233 (55};"'"'""·"'"'' 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60}; 99355 (30}; 99356 (60); 99357 (30} 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 121931 Recommended Physician Work RVU: 6.80 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Packaae 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
38525 

Global 
090 

WorkRVU 
6.35 

CPT Descriptor Biopsy or excision of lymph node(s); open, deep axillary node(s) 

KEY MPC COMPARISON CODES: 

CPT Code: 21931 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIUP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 9 % of respondents: 21.9 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

21931 38525 

I Median Pre-Service Time II 68.00 II 45.00 

I Median Intra-Service Time II 60.00 II 45.00 

Median Immediate Post-service Time 20.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

'\1edian Office Visit Time 39.0 39.00 

rolonged Services Time 0.0 I 0.00 

I Median Total Time ~I 
178.00 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judwent <Mean) 

The number of possible diagnosis and/or the number of 2.78 II 
management options that must be considered '-------' ._ ____ __, 

2.67 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___2_.7_8 _ _.11 .... __ 2_.8_9 ---' 

~..I U_r.::.ge_n....::cy'-o_f_m_edi_·cal_dec_i_si_on_making __ · .:::.._ _______ __.1 ._I __ 3_.00 _ __.1 ~...1 __ 3_.1_1 _ __, 

Technical Skill/Physical Effort (Mean) 

._IT~ec~hm~·cal~s~~·~l~re~~~·'-ed~----------~1~...1 __ 3_.« _ __,11 .... __ 3_.« __ ~ 

._I P-'hy::...s_ical_effi_o_n_r_equired.!.,..._. ----------------~'1 3.11 I Ll __ 3._00_---1 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 3_.oo _ __.lj,_ __ 3_.M __ _, 

I Outcome depends on the skill and judgment of physician I ._I __ 3_.6_7 _ _,1 ~...1 __ 3_.5_6 _ __, 

L.:l Es:..:.nma_· _ted;,_ns....;,.· k_o~f-=mal=p_ra_cn_·c_e ..,._sw..,._·t_WI-=·th:..:.,!...poo_;_r ..,._ou;..;.tc;..:.o.;.:..m:..;,..e ___ __.I ._I __ 3_.5_6 _ _,1 ~...1 __ 3_.« __ ~ 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

I._Pr_e_-Se_rv_ice_in_te_ns_ity-=-/_co_m_.p_Ie_XI....::.ty'-------------'1 ._I __ 3_.00 _ __,1 ..... I __ 3_.1_1 _ __, 

~...IIntra __ -Se_m_·c_e_in_te_ns_ity.::../_co_mp......__le_xi~ty-----------'1 .... I __ 3_.1_1 _ _.11.____3_.2_2 _ __, 

~..I P_o_st-_S_erv_•_·ce_m_· t_ens___,ity:..../c_o_m..._pl_eXI_.ty..::_ ________ __.ll 2.56 IIL-__ 2_.8_9 _ _, 

Additional Rationale 

CPT Code: 21.931' 

Describe the process by which your specialty society reached your final recommendation. If your society hils used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recorrunendations for the appropriate formula and format. 

Current code 21930 (Excision, tumor, soft tissue of back or flank) will be deleted in 2010 and replaced by four new 
codes (P13, P14, P15, and P16). During the Harvard study, 12 general surgeons were surveyed only for intra­
operative time. Pre and post times were predicted. This prediction resulted in no positioning time, no facility post­
work (even though the code is typically performed in a facility), and one office visit (even though the procedure will 
typically require at least two office visits during the 90-day global period). The prediction also placed the details for 
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CPT Code: 21931 · · 
this code similar to the smallest subcutaneous excision details per the current survey (P13). The time and visit 
information for 21930 does not represent large!,and/or deeper tumors. Further, without requiring a RUC survey in 
1995 during the first 5-year-review, the code was reduced based on a comment letter. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes to account for prone positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 6.80 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0. 051. This is similar to the IWPUT for the reference code 
38525, which has less intra-operative time and less total time. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 21930 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

";pecialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 
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CPT Code: 21931 
Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 23075 

CPT Code:23075 Tracking Number P25 Specialty Society Recommended RVU: 4.13 

Global Period: 090 RUC Recommended RVU: 4.13 

CPT Descriptor: Excision, tumor, soft tissue of shoulder area, subcutaneous; less than 3 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 56-year-old male undergoes excision of a 1.5 em tumor overlying his deltoid muscle. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 97% , In the ASC 0%, In the 
office 3% 

Percent _of survey _respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 97% , Kept overnight (less than 24 hours) 3% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
.,ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Verify that all required instruments and 
supplies are available. After induction of anesthesia in supine position, assist with lateral beach chair positioning, 
exposing the shoulder and stabilizing the patient's torso. Indicate areas of skin to be prepped and mark surgical 
incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, a 4 em incision is made in the skin and subcutaneous tissue over 
the shoulder. Medial and lateral flaps are made. Careful dissection is carried around the tumor. The tumor is excised 
and sent to pathology. Hemostasis is obtained. The wound is inspected and irrigated. The wound is closed in layers 
with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist to 
coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write brief 

'Jerative note and medication orders. Monitor patient stabilization in the recovery room and neurovascular status of the 
Jperated extremity. After patient is awake, discuss surgery outcome with patient. Dictate operative report and complete 
medical record documentation. Communicate with other professionals and with patient and patient's family. Consider 
re)evant data, options, and risks and make the decision for discharge. Discuss aftercare treatment with the patient, 
family and other healthcare professionals, including home restrictions (ie, activity, bathing). Reconcile medications and 
write order for pain medication. Inform the primary care or referring physician of discharge plans. All appropriate 
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CPT Code: 23075 
medical records are completed, including discharge summary and discharge instructions, and insurance forms. The 
patient will be examined in the office within o~ or two days and for at least one more visit through the 90-day global 
period to remove dressings, assess wound healing, assess neurovascular status and redress wound; remove sutures; and 
discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. Revise treatrr 
plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal 
written). Dictate progress notes for medical record. 
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CPT Code: 23075 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

lpecialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 23075 

Sample Size: 100 IResp N: 35 
I 

Response: 35.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hkth 
Service Performance Rate 0.00 2.00 4.00 6.00 25.00 

Survey RVW: 2.00 3.50 4.25 6.00 9.00 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 20.00 30.00 30.00 30.00 60.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 
-

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
•physician standard total minutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 

99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1 b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: j23075 Recommended Physician Work RVU: 4.13 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 14.00 19.00 -5.00 

Pre-Service Positioning Time: 10.00 1.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 5.00 5.00 

30.00 
\ 

Intra-Service Time: 

Immediate Post Service-Time: 20.00 

Post OJ:terative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

""ischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

ffice time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
11406 

Global 
010 

WorkRVU 
3.47 

CPT Code: 23075 . 

Time Source 
RUCTime 

CPT Descriptor Excision, benign lesion including margins, except skin tag (unless listed elsewhere), trunk, arms or 
legs; excised diameter over 4.0 em 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 9 %of respondents: 25.7 % 

TIME ESTIMATES <Median) Key Reference 
CPT Code: CPT Code: 

23075 11406 

L.:.l M..:..:edian..:..:·;;;:.:..;:p...:..re;_;-Se:...:.m::;,_,:,:_·ce;_;T:;_im_e __________ ....~ll 34.00 ll~.--__ 2_0 . ....:..00.;_____..~ 

.__I M_ed_aian_Intr_a_-Se_rv_ice_T_im_e __________ __.ll 30.00 1 ...... 1 __ 60_.00 _ ____, 

Fl M,;;;ed;;wan;;· ~Im~m~edia.;;;;.;;;t~e P;..;o=st=-se=m=·=ce=T;;.;;im:=e===========l' 20.00 10.00 

Fl M,;;;edian~· =C.:.n,;;;·n;;,;·cal;;;;..;;Car~e=T=im=e===========l' 0.0 0.00 
Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 0.00 

I Median Office Visit Time I 39.0 23.00 
I?Pr='=o=lo=n=ged=Se=rv=i=ce=s=Tllll=. =e=========== .. =l, 0.0 I 0.00 

I~M_M __ ia_n_T_o~ __ T_im_e ________________________ ~~~F==l=13=.=00=~ 
Other time if appropriate . c::==:=J 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

fental Effort and Judgment <Mean) 
The number of possible diagnosis and/or the number of .._ __ 2_.2_2 _ _,11 
management options that must be considered ~------...J 

2.22 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___2_.2_2 ____.ll~..-__ 2.1_1 _ __. 

._I U_r:::...ge_nc..::..y_o_f m_edi_·cai_dec_is_io_n_making_· ..:::_ _______ __.1 ._I _2_.00 _ _____.1 .... 1 __ 2_.oo __ ..J 

Technical Skill/Physical Effort <Mean) 

._I ~_ec_hni_._cai_skill_· _r_eqwr~·-ed ___________ ---.~1 ._I _2_.44 _ ____.1 ._I __ 2_.44 __ .....~ 

._I P_hy._s_ical_e_ffo_rt_r_e~quired-· --------------'1 ._I __ 2_.1_1 _ _,1 ._1 __ 2_.1_1_----J 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality II~.--_2_.1_1_...JI ._I __ 2_.22 __ .....~ 

~~Ou~~~o_m_e_depe~nds--~on~th __ e_skill_._and __ ~ju_dgm:::..._e_nt_o~f~p~hy~s~ic~ian------...JI~I--2-.6-7_...JI'-I __ 2_.6_7 _ ____, 

I Es_tima __ ted __ ns_· _k_o_f mal---'p::...ra_c_ti_ce_s_w_·t_WI_.th_._poo __ r _ou_~_o_m_e ______ ____.lj._ __ 2_.44 _ __.1 ._I __ 2_.44 __ _. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

._I Pr_e_-S_e_rv_ic_e_int __ ens_i...=ty:..../co __ mp.!..l_eXI_ . ..::..ty __________________ __.l ._I __ 2_.1_1 _ _,1 .... 1 ___ 1_.8_9 __ ____, 

._llntra--:....-Se--m--·c~e :....int~e....:ns:....ity~/_co_mp..!..-le_xi..::..ty ________ ____JI ._I __ 2_.44_-----'1 ._I __ 1_.8_9 _...J 

'-1 P __ os:....t-:....S_em_·_ce_int_ens_•...=.ty:..../c_o_m~pl_eXI_.ty.::...._ ________ __.l ._I __ 2_.00 _ __.1 ._I __ 2_.00_---1 

Additional Rationale 

CPT Code: 23075 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
~ecommendations for the appropriate formula and format. 

~urrent code 23075 (Excision, soft tissue tumor, shoulder area; subcutaneous) will be deleted in 2010 and replaced 
by two new codes (P25 and P26). During the Harvard study, 13 orthopaedic surgeons were surveyed only for intra­
operative time. General surgery, the primary provider of this service, was not involved. Additionally, the global 
period designated was 1 0-days. This was different than any other soft tissue code reviewed. 
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CPT Code: 23075 
Pre-Time: With respect to the pre-service time, we recommend package 1B with the following modifications: 

• Evaluation: Subtract 5 minutes- move to scrub/dress wait category for moderate sedation performed by 
anesthesiologist. 

• Positioning: Add 9 minutes. After induction of anesthesia in supine position, the patient will be repositioned 
beach chair and slightly lateral to expose the shoulder and stabilizing the patient's torso. 

• Scrub/Dress/Wait: Add 5 minutes- moved from evaluation category for moderate sedation performed by 
anesthesiologist. 

Recommendation: -The consensus committee recommends the survey median RVW adjusted down to 4.13 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0.035. This is similar to the IWPUT for the reference code 
11406, which has similar total time, but is an office based procedure with a 10-day global period. 

SERVICES REPORTED WITH MULTIPLE CYf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 23075 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage 

608 
% 



CPT Code: 23075 

Specialty Frequency Percentage % 

~pecialty Frequency Pe~~entage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 23071 

CPT Code:23071 Tracking Number P26 Specialty Society Reconunended RVU: 5.83 

Global Period: 090 RUC Reconunended RVU: 5.83 

CPT Descriptor: Excision, tumor, soft tissue of shoulder area, subcutaneous; 3 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 43 year-old female undergoes a 3.5 em tumor overlying her scapula. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 94% , Kept overnight (less than 24 hours) 6% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Verify that all required instruments and 
supplies are available. After induction of anesthesia in supine position, assist with patient prone positioning. Assess 
position of the extremities and head, adjust as needed. Indicate areas of skin to be prepped and mark surgical incisions. 
Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, a 6 em incision is made in the skin and subcutaneous tissue over 
the shoulder. Medial and lateral flaps are made. Careful dissection is carried around the tumor. The tumor is excised 
and sent to pathology. Hemostasis is obtained. The wound is inspected and irrigated. The wound is closed in layers 
with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist to 
coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write brief 
operative note and medication orders. Monitor patient stabilization in the recovery room and neurovascular status of f 
operated extremity. After patient is awake, discuss surgery outcome with patient. Dictate operative report and comple., 
medical record documentation. Conununicate with other professionals and with patient and patient's family. Consider 
relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatment with the patient, 
family and other healthcare professionals, including home restrictions (ie, activity, bathing). Reconcile medications and 
write order for pain medication. Inform the primary care or referring physician of discharge plans. All appropriate 
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CPT Code: 23071 
medical records are completed, including discharge summary and discharge instructions, and insurance forms. The 
patient will be examined in the office within one or two days and for at least one more visit through the 90-day global 
period to remove dressings, assess wound healing, assess neurovascular status and redress wound; remove sutures; and 
iiscuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order 
ccupational or physical therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient 

and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 23071 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter(s ): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 23071 

Sample Size: 100 IResp N: 35 
I 

Response: 35.0 % 

Sample Type: Random 

Low 25th Dctl Median* 75th octl Hjg_h 

Service Performance Rate 1.00 2.00 5.00 8.00 25.00 

SurveyRVW: 4.00 4.75 6.00 8.00 12.00 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 20.00 38.00 45.00 45.00 90.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s}: 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total mmutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(3b,. 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 123071 Recommended Physician Work RVU: 5.83 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s}: 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

.._(Ey REFERENCE SERVICE: 

Key CPT Code 
20680 

Global 
090 

WorkRVU 
5.90 

CPT Code: .23071 

Time Source 
RUCTime 

CPT Descriptor Removal of implant; deep (eg, buried wire, pin, screw, metal band, nail, rod or plate) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

.:PT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 10 

TIME ESTIMATES <Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

Median Immediate Post-service Time 

Median Critical Care Time 

Median Other Hospital Visit Time 

Median Discharge Day Management Time 

'1edian Office Visit Time 

:olonged Services Time 

I Median Total Time 

CPT Code: 
23071 

II 68.00 II 
II 45.00 II 

20.00 

0.0 

0.0 

19.0 

39.0 

0.0 

~ 
613 

% of respondents: 28.5 % 

Key Reference Source of Time 
CPT Code: RUCTime 

20680 

65.00 

50.00 

15.00 

0.00 

0.00 

19.00 

32.00 

0.00 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of l 2.70 II 
management options that must be considered .__ ___ _, .__ ____ ___. 

2.20 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

...__2_.40....;__~1 .... 1 __ 2_.10 ____ ----l 

Ll U_r:::.ge_nc~y~o~f_m_edi_·cal_dec_is_io_n_making __ · .::::...._ _______ __,~! ._I __ 2_.40 _ __.1 L-, __ 2_.1_1_--' 

Technical Skill/Physical Effort <Mean) 

I._T_ec_hni_.cal_s_kill_reqwr...__· ed __________ __.l ._I _2_._80 _ __,Il.___2_.60 __ __, 

._IP~ey~si_cal_e_ffi_on_reqwr~_·ed __________ __.I._I_2_.60 _ ___,I._I __ 2._60 _ ___, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 2_.60 _ __.1 ._I __ 2_. 70 __ _, 

Ll Ou_tc_om_e_d_epends..___o_n_th_e_skill_._an_d"""ju_dgm.:::......e_nt_o_f .... p~hy~si_cian ___ __.l Ll __ 3_.00_--'1 Ll __ 2_.80 __ __, 

._I Es_tuna_· _ted_ris_k_o_f_mal~pra_cn_·ce_s_w_·t_Wl_·th-"-poo_r o_u_tc_om_e ___ __.I ._I __ 2_. 7_0 _ _.1 ._I __ 2_.5_0 _ __. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

._I Pr_e_-Se_rv_ic_e _inte_ns----=ity:...../co_m.::...pl_ext_·ty=-------------'' ._I __ 2_.60 _ __.1 ._I __ 2_.5_0 _ _, 

Ll Intr_a_-S_erv_ic_e _in_tens----=ity<-/_co_m .... p_le_xi..:.ty ________ ___.l Ll __ 2_.60 _ __.1 ._I __ 2_.5_0 _ _, 

Ll P_o_st_-Se_rn_·ce_in_t_ens--=ity:.../c_o_mp.:...l_ext_.ty...::._ ________ -..~1 Ll __ 2_.3_0 _ _.1 ._I __ 2_.00_~ 

Additional Rationale 

CPT Code: 23071 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and fornuu. 

Current code 23075 (Excision, soft tissue tumor, shoulder area; subcutaneous) will be deleted in 2010 and replaced 
by two new codes (P25 and P26). During the Harvard study, 13 orthopaedic surgeons were surveyed only for intra­
operative time. General surgery, the primary provider of this service, was not involved. Additionally, the global 
period designated was 10-days. This was different than any other soft tissue code reviewed. 
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CPT Code: 23071 
Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 

• Evaluation: no change 
• Positioning: Add 17 minutes to account for prone positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 5.83 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0.046. This RVW is similar to the reference code 20680, which 
has a 90-day global period and similar total time and total work. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

I. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

,., Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 23075 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

1ease explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 
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CPT Code: 23071 
Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each special' 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 

616 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 24075 

~PT Code:24075 Tracking Number P34 Specialty Society Recommended RVU: 4.16 

Global Period: 090 RUC Recommended RVU: 4.16 

CPT Descriptor: Excision, tumor, soft tissue of upper arm or elbow area, subcutaneous; less than 3 em 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 50-year-old female undergoes excision of a 2 em tumor from the anterior aspect of the distal 
right arm. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 98% , In the ASC 0%, In the 
office 2% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 95% , Kept overnight (less than 24 hours) 5% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 50% 

- <> moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
'ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and 
administration of antibiotic. Verify that all required instruments and supplies are available. Assist with patient 
positioning supine, with hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate 
areas of skin to be prepped and ·mark surgical incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape 
the arm. Exsanguinate the arm and inflate the pneumatic tourniquet. Perform surgical "time out" with operating 
surgical team. 

Description of Intra-Service Work: Under anesthesia, a 4cm incision is made in the skin and subcutaneous tissue over 
the tumor. Careful dissection is carried around the tumor. The tumor is excised and sent to pathology. The tourniquet 
is deflated and any bleeders are cauterized. The wound is inspected and irrigated. The wound is closed in two layers 
with interrupted sutures. 

~sc:ription of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
~ec1ime:n to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist to 

coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write brief 
operative note and medication orders. Monitor patient stabilization in the recovery room and neurovascular status of the 
operated extremity. After patient is awake, discuss surgery outcome with patient. Dictate operative report and complete 
medical record documentation. Communicate with other professionals and with patient and patient's family. Consider 
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CPT Code: 24075 
relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatment with the patient, 
family and other healthcare professionals, including home restrictions (ie, activity, bathing). Reconcile medications and 
write order for pain medication. Inform the primary care or referring physician of discharge plans. All appropriate 
medical records are completed, including discharge summary and discharge instructions, and insurance forms. T 

patient will be examined in the office within one or two days and for at least one more visit through the 90-day gk 
period to remove dressings, assess wound healing, assess neurovascular status and redress wound; remove sutures; and 
discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order 
occupational or physical therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient 
and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 24075 
SURVEY DATA 
RUC Meeting Date (inm/yyyy) lo1/2009 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

)pecialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 24075 

Sample Size: 100 'Resp N: 42 I Response: 42.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hig_h 

Service Performance Rate 0.00 2.00 4.00 5.00 12.00 

Survey RVW: 2.00 0.42 5.00 6.00 10.00 

Pre-Service Evaluation Time: 33.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15.00 30.00 30.00 30.00 60.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

"rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

*Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 {40); 99233 (55); 99238{38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 {40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1 b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: j24075 Recommended Physician Work RVU: 4.16 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 14.00 19.00 -5.00 

Pre-Service Positioning Time: 10.00 1.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 5.00 5.00 

Intra-Service Time: 30.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

'"lischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

)ffice time/visit(s): ~ 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
11406 

Global 
010 

WorkRVU 
3.47 

CPT Code: 24075 

Time Source 
RUCTime · 

CPT Descriptor Excision, benign lesion including margins, except skin tag (unless listed elsewhere), trunk, arms or 
legs; excised diameter over 4.0 em 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 11 % of respondents: 26.1 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

24075 11406 

I Median Pre-Service Time II 34.00 II 20.00 

I Median Intra-Service Time II 30.00 II 60.00 

I Median Immediate Post-service Time 20.00 10.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 0.00 

Median Office Visit Time 39.0 23.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time I~ 113.00 
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INTENSITY/COMPLEXTIY MEASURES (Mean) 

lental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of 2.45 II 
management options that must be considered L-----....J L-------' 

1.91 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~...--_2_.36 _ _,JI._I __ 2.0_9 _ __, 

._I U_r=ge_n--=cy'-o_f_m_edi_._cal_dec_is_io_n_making_·--=----------'' ._I __ 2_.3_6 _ _.1..._1 __ 2_.0_9 _ ___. 

Technical Skill/Physical Effort (Mean) 

._IT_ec_mn_·_ca~_s_~_·l_r~~·-ed ______________________ ~IIL-_2_.3_6 __ ~1L...I ___ 2_._1s __ _....J 

._IP_h~~_ical_e_ffi_ort_r_e~~-·-ed ___________ ~l~l __ 2_.o_9_~l._l __ 2_.00 __ ~ 
Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ~...1 __ 2_.3_6_....JII'--__ 2_.4_5 _ ___. 

~~ Ou_tc_o_m_e_depe.....__nds __ on_th_e_skill_· _and_.::...judgm--=-_e_nt_o_f...._p--=hy:...s_ic_ian ___ _.l ~~--2_.7_3_~1 ~~--2_.5_5 _ ___, 

I Estimated risk of malpractice suit with poor outcome 

INTENSITY/COMPLEXTIY MEASURES 

Time Segments (Mean) 

1...._1 _2.8_2_____.1._1 __ 2.4_5 _ __, 

CPT Code Reference 
Service 1 

~~ Pr_e_-_Se_rvt_._ce_int_ens____,ity'-/c_o_mp...._le_xi..::.ty _________ ___,l ~~--2_.o_9_....JI ~~--1_.7_3 _ ___, 

~...IIntra __ -Se_rvt_·ce_in_te_ns_i..::.ty_lco_mp_....._l_exx_.ty.:.._ ________ ___,l ~...1 __ 1_.9_1_....JII~... __ 1_.64 __ ....J 

~...1 P_o_st_-S_ervt_·c_e _inte_ns_ity~/_co_mp_._le_xx-'·ty=-------------'1 ~...1 __ 1_.9_1_~1 ._1 __ 1_._64 _ ___. 

Additional Rationale 

CPT Code: 24075 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
l?.ecommendations for the appropriate formula and formot . 

...:urrent code 24075 (Excision, tumor, soft tissue of upper arm or elbow area; subcutaneous) will be deleted in 2010 
and replaced by two new codes (P34 and P35). During the Harvard study, 13 orthopaedic surgeons were surveyed. 
General surgery, the primary provider of this service, was not involved. Pre and post times were predicted. This 
prediction resulted in no positioning time and no facility post-work (even though the code is typically performed in a 
facility). 
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CPT Code: 24075 

Pre-Time: With respect to the pre-service time, we recommend package 1B with the following modifications: 
• Evaluation: Subtract 5 minutes - move to scrub/dress wait category for moderate sedation performed by 

anesthesiologist. 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attacheo 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: Add 5 minutes- moved from evaluation category for moderate sedation performed by 
anesthesiologist. 

Recommendation: The consensus committee recommends the survey 25m percentile RVW adjusted down to 4.16 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0.036. This is slightly more than the IWPUT for the reference 
code 11406, which is an office-based procedure with a 10-day global period. 

SERVICES REPORTED Wim MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 24075 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 
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CPT Code: 24075 

Specialty Frequency Percentage % 

~pecialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLO 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

1dicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 24071 

CPT Code:24071 Tracking Number P35 Specialty Society Recommended RVU: 5.62 

Global Period: 090 RUC Recommended RVU: 5.62 

CPT Descriptor: Excision, tumor, soft tissue of upper ann or elbow area, subcutaneous; 3 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old female undergoes excision of a 4 em tumor from the anterior aspect of the distal 
right arm. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital 98% , In the ASC 0%, In the 
office 2% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 85% , Kept overnight (less than 24 hours) 15% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 67% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and 
administration of antibiotic. Verify that all required instruments and supplies are available. Assist with patient 
positioning supine, with hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate 
areas of skin to be prepped and mark surgical incisions. Place tourniquet on ann, prep the arm, scrub and gown. Drape 
the arm. Exsanguinate the arm and inflate the pneumatic tourniquet. Perform surgical "time out" with operating 
surgical team. 

Description of Intra-Service Work: Under anesthesia, a 7 em incision is made in the skin and subcutaneous tissue over 
the tumor. Careful dissection is carried around the tumor. The tumor is excised and sent to pathology. The tourniquet 
is deflated and any bleeders are cauterized. The wound is inspected and irrigated. The wound is closed in two layers 
with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Tal 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist , 
coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write brief 
operative note and medication orders. Monitor patient stabilization in the recovery room and neurovascular status of the 
operated extremity. After patient is awake, discuss surgery outcome with patient. Dictate operative report and complete 
medical record documentation. Communicate with other professionals and with patient and patient's family. Consider 
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CPT Code: 24071 
relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatment with the patient, 
family and other healthcare professionals, including home restrictions (ie, activity, bathing). Reconcile medications and 
write order for pain medication. Inform the primary care or referring physician of discharge plans. All appropriate 
"tledical records are completed, including discharge summary and discharge instructions, and insurance forms. The 

atient will be examined in the office within one or two days and for at least one more visit through the 90-day global 
period to remove dressings, assess wound healing, assess neurovascular status and redress wound; remove sutures; and 
discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order 
occupational or physical therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient 
and ·family /caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 24071 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) lo112oo9 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 24071 

Sample Size: 100 IResp N: 42 
I 

Response: 42.0 % 

Sample Type: Random 

Low 251
h octl Median* 75th octl Hiah 

Service Performance Rate 0.00 2.00 4.00 5.00 19.00 

Survey RVW: 3.00 5.79 7.00 8.00 18.00 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15.00 30.00 45.00 45.00 90.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

**Physrcran standard total mrnutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238( 
99239 (55); 99211 (7); 99212 (16); 99213 (23}; 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 124071 Recommended Physician Work RVU: 5.62 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Packaae 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 20.00 

Post Q_pj!rative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

AEY REFERENCE SERVICE: 

Key CPT Code 
20680 

WorkRVU 
5.90 

CPT Code: 24071 

Time Source 
RUCTime 

CPT Descriptor Removal of implant; deep (eg, buried wire, pin, screw, metal band, nail, rod or plate) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

~PT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIUP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post -service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 19.0 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

24071 20680 

I Median Pre-Service Time II 60.00 II 65.00 

I Median futra-Service Time II 45.00 II 50.00 

Median Immediate Post-service Time 20.00 15.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

"iedian Office Visit Time 39.0 32.00 

rolonged Services Time 0.0 0.00 

I~ 181.00 I Median Total Time 

Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES <Mean1 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 2.88 II 
management options that must be considered '------' '---------' 

2.38 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____2_.75 _ _.11...._ __ 2.3_8 _ __, 

~....I U_r.:::.ge_n...:cy~o_f_m_edi_.cal_dec_is_i_on_making __ · .::::._ _______ __,II 2.38 I .__I _2_.00 _ __, 

Technical Skill/Physical Effort (Mean) 

._I T_ec_hni_._cai_skil_· l_f_equired..__· --------------'11 2.25 1 .__I _2_25_~ 

L.:l Ph..::;y::...:s.:..:.ical.:;:...::.effi:.:.o:.:.rt.:..:.f~eqwr=· ed;,.:__ __________ --....~11 2.00 I ~..-I __ 2.oo_-.~ 
Psvcbological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ..... 1 __ 2_.5_0 _ _,II~...-__ 2_.3_8_-..J 

I Outcome depends on the skill and judgment of physician I ~....1 __ 2_.6_3 _ _.1 ..... 1 __ 2_.3_8 _ __, 

L.:l Es:.:.nma.:::;· =ted:..::..:.ns:.:.· k::...o.:..:.f-=mal=p.:..:.ra:.:..cn.:..:.·ce..;.....;...sw..:...·t_WI_·th..:.:..!:..poo:...:.:...r ~ou:.:.tc:.:.om:.::..:....e ___ __,I ~....1 __ 2_.6_3_--11 ~....I __ 2_.50 __ .-~ 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

~.....1~-~-~~nn~·ce_~_e_ns~ey~/co_m~~-eu_·ty~-----------''~1 __ 2_.5_0 __ _,11,__ __ 2_.1_3 __ _, 

._IIntra __ -S_e_rv_ic_e _~_e_ns_ity:..../_co_m ..... p_Ie_xi....:.ty ________ ___.l._l __ 2_.3_8 _ _,11.___ __ 2_.oo __ ___, 

~....I P_o_st-_S_erv_i_ce_~_ens__,ity:.../c_o_m..._pl_eu_·ty..::.._ ________ __,ll 2.25 I ~....1 __ 1_.8_8_--..J 

Additional Rationale 

CPT Code: 24071 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Current code 24075 (Excision, tumor, soft tissue of upper arm or elbow area; subcutaneous) will be deleted in 2010 
and replaced by two new codes (P34 and P35). During the Harvard study, 13 orthopaedic surgeons were surveyed. 
General surgery, the primary provider of this service, was not involved. Pre and post times were predicted. This 
prediction resulted in no positioning time and no facility post-work (even though the code is typically performed in a 
facility). 
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CPT Code: 24071 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey 25th percentile RVW adjusted down to 5.62 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0.045. This is similar to the IWPUT for the reference code 
20680, which has similar intra and total time and reflects similar total work. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 24075 

How often do physicians in your special tv perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

.;timate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage 
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CPT Code: 24071 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 25075 

...;py Code:25075 Tracking Number P42 Specialty Society Recommended RVU: 3.88 

Global Period: 090 RUC Recommended RVU: 3.88 

CPT Descriptor: Excision, tumor, soft tissue of forearm and/or wrist area, subcutaneous; less than 3 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old female undergoes excision of a 2 em tumor from the anterior aspect of the 
forearm. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital 83% , In the ASC 0%, In the 
office 17% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 98% , Kept overnight (less than 24 hours) 2% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

~c; moderate sedation inherent to this procedure in the Hospital/ASC setting? No 
ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and 
administration of antibiotic. Verify that all required instruments and supplies are available. Assist with patient 
positioning supine, with hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate 
areas of skin to be prepped and mark surgical incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape 
the arm. Elevate the arm and inflate the pneumatic tourniquet. Perform surgical "time out" with operating surgical 
team. 

Description of Intra-Service Work: An incision is made over the tumor. Careful dissection is carried down to the tumor 
taking care to protect any neurovascular structures. The tumor is dissected away from the adjacent tissues and removed. 
The wound is irrigated. The tourniquet is released and meticulous hemostasis is achieved. The wound is again 

irrigated. The wound is closed in layers. 

'escription of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
Jecimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist to 

coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write brief 
operative note and medication orders. Monitor patient stabilization in the recovery room and neurovascular status of the 
operated extremity. After patient is awake, discuss surgery outcome with patient. Dictate operative report and complete 
medical record documentation. Communicate with other professionals and with patient and patient's family. Consider 
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CPT Code: 25075 
relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatment with the patient, 
family and other healthcare professionals, including home restrictions (ie, activity, bathing). Reconcile medications and 
write order for pain medication. Inform the primary care or referring physician of discharge plans. All appropriate 
medical records are completed, including discharge summary and discharge instructions, and insurance forms. ...,... 
patient will be examined in the office within one or two days and for at least one more visit through the 90-day gk 
period to remove dressings, assess wound healing, assess neurovascular status and redress wound; remove sutures; ana 
discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order 
occupational therapy and assess functional recovery. Revise treatment plan(s) and communicate with _patient and 
family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 25075 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): 
!Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Daniel Nagle, 
!MD, FACS; Martha Matthews MD, FACS 

.:ipecialty(s): I !::I"'''"'' a• orthopaedic surgery; general & orthopaedic surgical oncology; hand 
lsuroerv; plastic suroerv 

ICPTCode: 25075 

!Sample Size: 150 IResp N: 58 
I 

-Response: 38.6% 

!Sample Type: Random ·-

~ 25th octl Median* 75th octl Jiigh 

Service Performance Rate 0.00 3.00 7.00 13.00 40.00 

Survey RVW: 2.50 4.00 5.25 6.00 10.00 

Pre-Service Evaluation Time: 25.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: J 10.00 20.00 30.00 30.00 60.00 

Immediate Post Service-Time: 15.00 

IPost O~o~~~;~:•auv~ Visits I Total Min** I CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

~ tlme/vislt{s): 

~g.ed Services: 
**Phys1c1an standard total mmutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1 b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 125075 Recommended Physician Work RVU: 3.88 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 14.00 19.00 -5.00 

Pre-Service Positioning Time: 10.00 1.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 5.00 5.00 

Intra-Service Time: 30.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 .. 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

ischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 25075 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
11406 

Global 
010 

WorkRVU 
3.47 

Time Source 
RUCTime 

CPT Descriptor Excision, benign lesion including margins, except skin tag (unless listed elsewhere), trunk, arms or 
legs; excised diameter over 4.0 em 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the ROC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 
\ 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 12 % of respondents: 20.6 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

25075 11406 

I Median Pre-Service Time II 34.00 II 20.00 

I Median Intra-Service Time II 30.00 II 60.00 

Median Immediate Post-service Time 15.00 10.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 0.00 

Median Office Visit Time 39.0 23.00 

I Prolonged Services Time 0.0 I 0.00 

~I 
113.00 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

.fental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of I 2.25 11.__ __ 2_.00 __ _. 
management options that must be considered '--------' 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

..____1.9_2__.1 .._I __ 1.9_2 _ __. 

~lu_r~~-n~cy_o_f_m_edi_.cal_dec_~_io_n_~-·~-------~~~~ __ 1_.5_8 _ _.1~1 __ 1_.7_5 _ __. 

Technical Skill/Physical Effort <Mean) 

I._T_ec_hni_._cai_skill_· _~'_eqwr....__· _ed ___________ ~l ~1 __ 2_.2_5 _ _.ll.__ __ 2_.o_s _ __, 

~~ P_hy:::...s_ical_effi_o_rt_r_eqwr.:__· ed ___________ __.ll 1.50 II 
'-------' 

1.58 

Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I L-, __ 1_. 7_5_ ...... 1 Ll __ 1_.6_7 _ __, 

Ll Ou_tco_m_e_depe_..__nds_o_n_th_e_skill_._and__,.:..ju_d.:::.gm_e_nt_o_f~ph~y~si_cian ___ __,JI L-1 __ 2_.1_7_ ...... 1 ._I __ 2_.2_5 _ __, 

I Es_tima_ted_ns_· k_of_mai ........... p_ra_cn_·c_e_sw_·t_WI_.th__._poo_r_ou_tco_m_e ___ __.ll 2.50 I ._I __ 2_.5_0 _ __. 

INTENSITY/COMPLEXITY MEASURES CPr Code Reference 
Service 1 

Time Segments <Mean) 

._I Pr_e-_S_e_m_·ce_inte_ns_ity..:../_co_mp_._le_XI_,·ty'------------JII.___2_.1_7 _ _,1 ._I __ 1_.7_5 _ __. 

._I Intr_a_-Se_m_·ce_int_ens---'ity::..../_co_mp....__leXI_ . ..::.ty ________ ~ll 1.92 1 ..... 1 __ 1_.6_7 _ __. 

._I P_os_t-_S_em_·_ce_int_ens_i~ty_lc_o_m.._pl_eXI_.ty,.__ ________ __.ll 1.50 I ._I __ 1_.4_2 _ __. 

Additional Rationale 

CPT Code: 25075 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format . 

...:urrent code 25075 (Excision, tumor, soft tissue of forearm and/or wrist area; subcutaneous) will be deleted in 2010 
and replaced by two new codes (P42 and P43). During the Harvard study, 12 orthopaedic surgeons were surveyed. 
General surgery, the primary provider of this service, was not involved. Pre and post times were predicted. This 
prediction resulted in no positioning time and no facility post-work (even though the code is typically performed in a 
facility). 
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CPT Code: 25075. 

Pre-Time: With respect to the pre-service time, we recommend package lB with the following modifications: 
• Evaluation: Subtract 5 minutes - move to scrub/dress wait category for moderate sedation performed by 

anesthesiologist. 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attachel 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: Add 5 minutes- moved from c::_valuation category for moderate sedation performed by 
anesthesiologist. 

Recommendation: The consensus committee recommends the survey 25m percentile RVW adjusted down to 3.88 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of0.031. This is similar to the IWPUT for the reference code 
11406, which is an office-based procedure with a 10-day global period. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 25075 

How often do physicians in your specialty perform this service? (ie. commonly; sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
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CPT Code: 25075 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

~pecialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLn 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

f no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMMffiNDATION 

CPT Code: 25071 

CPT Code:25071 Tracking Number P43 Specialty Society Recommended RVU: 5.83 

Global Period: 090 RUC Recommended RVU: 5.83 

CPT Descriptor: Excision, tumor, soft tissue of forearm and/or wrist area, subcutaneous; 3 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old female undergoes excision of a 4 em tumor from the anterior aspect of the 
forearm. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital 91% , In the ASC 0%, In the 
office 9% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 96% , Kept overnight (less than 24 hours) 4% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 50% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and 
administration of antibiotic. Verify that all required instruments and supplies are available. Assist with patient 
positioning supine, with hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate ' 
areas of skin to be prepped and mark surgical incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape 
the arm. Elevate the arm and inflate the pneumatic tourniquet. Perform surgical "time out" with operating surgical 
team. 

Description of Intra-Service Work: An incision is made over the tumor. Careful dissection is carried down to the tumor 
taking care to protect any neurovascular structures. The tumor is dissected away from the adjacent tissues and removed. 
Cultures are taken. The wound is irrigated. The tourniquet is released and meticulous hemostasis is achieved. The 

wound is again irrigated. The wound is c!osed in layers. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Tal 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist l 

coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write brief 
operative note and medication orders. Monitor patient stabilization in the recovery room and neurovascular status of the 
operated extremity. After patient is awake, discuss surgery outcome with patient. Dictate operative report and complete 
medical record documentation. Communicate with other professionals and with patient and patient's family. Consider 
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CPT Code: 25071 
relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatment with the patient, 
family and other healthcare professionals, inclu®:tg home restrictions (ie, activity, bathing). Reconcile medications and 
write order for pain medication. Inform the primary care or referring physician of discharge plans. All appropriate 
medical records are completed, including discharge summary and discharge instructions, and insurance forms. The 
.Jatient will be examined in the office within one or two days and for at least one more visit through the 90-day global 
period to remove dressings, assess wound healing, assess neurovascular status and redress wound; remove sutures; and 
discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order 
occupational therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient and 
family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 25071 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): Christopher Senkowski, MD FAGS; John Heiner, MD; William Creevy, MD; Daniel Nagle, 
MD, FAGS; Martha Matthews, MD, FAGS 

Specialty(s): general surgery; orthopaedic surgery; general & orthopaedic surgical oncology; hand 
surgery; plastic surgery 

CPT Code: 25071 

Sample Size: 150 'Resp N: 58 I Response: 3806 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hi.Q.h 
Service Performance Rate 0000 2000 4.00 9o00 20000 

Survey RVW: 3000 5000 6.00 7000 10o50 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15000 30000 45.00 45000 90000 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
0 0 0 0 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 {30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 125071 Recommended Physician Work RVU: 5.83 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(sj: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office timelvisit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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. . ~PT Code: 25071 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
ls this ne,w/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
20680 

Global 
090 

WorkRVU 
5.90 

Time Source 
RUCTime 

CPT Descriptor Removal of implant; deep (eg, buried wire, pin, screw, metal band, nail, rod or plate) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 %of respondents: 13.7 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

25071 20680 

I Median Pre-Service Time II 60.00 II 65.00 

I Median Intra-Service Time II 45.00 II 50.00 

·I Median Immediate Post-service Time I 15.00 15.00 

I Median Critical Care Time I 0.0 0.00 

I Median Other Hospital Visit Time I 0.0 0.00 

I Median Discharge Day Management Time I 19.0 19.00 

fedian Office Visit Time II 39.0 32.00 

- II 0.0 0.00 

1~1 
181.00 

I Prolonged Services Time 

I Median Total Time 

Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES <Mean1 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of ._I __ 2_.5_0 _ ..... II 2.25 
management options that must be considered '---------' 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-2_.00 _ __.1 ..... 1 __ 2_.00 _ ___. 

._lu_r~~-n~cy~o_f_m_edi_._cai __ dec __ ~_ro_n_~ __ ·~------------------''._1 ___ 1_.8_8 __ ~1._1 __ 1_.8_8 _ _..... 

Technical Skill/Pbysical Effort (Mean) 

IL..:T:..:.ec:....hni:....·..:....cal:....s:....kil:....·l ..... r:....equired~·:;..__ ___________ __.l ._I __ 1_.8_8_ ..... IIL...-__ 1._88 __ ....~ 

._I P_h~ys_ical __ e_ffi_ort_r_e..,!.qwr_· _ed ______________________ ____JI ._I __ 1_.6_3_ ..... 1 ~.-1 __ 1_.7_5 _ _..... 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality I ._1 ___ 1_.7_5 __ ~1 ._1 __ 1_.7_5 _ _...... 

I Outcome depends on the skill and judgment of physician I ~.-1 __ 1_.6_3_....~1 ._I __ 1._7_5 ---' 

~.-1 Es_nma_· __ ted __ ru_· _k _of_mal--'p'-ra_c_tic_e_s_ui_t _WI_·th~poo,_r_o_u_tco_m __ e ______ _......! ._1 __ 2_.2_5 _ _.1 ._I __ 2._2_5 _ _...... 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI'Code Reference 
Service 1 

I._ Pr_e_-_se_rn_·ce __ int __ ens_i~ty'-/co __ mp..:..l_eXI_ . ..:.ty __________________ __.l._l __ 1_.8_8_ ..... 11 ._ __ 1_.8_8 _ _..... 

'-IIntra __ -Se_rn_·_ce_int_ens_i~ty_lco_mp....,!_le_XI_,·ty:...._ _______ __.l ._I _2_.00 _ __.1 ._I __ 1_.8_8 -....1 

L.:.l P..:..os:....t-..:..Se:....rv ..... ice.:...;.....:inte------ns.:..:.ity~/-co_m..:.p_le_xi~ty----------'1 ._I __ 1.5_0_...JI '-1 __ 1_.5_0 _....~ 

Additional Rationale 

CPT Code: 25071 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Current code 25075 (Excision, tumor, soft tissue of forearm and/or wrist area; subcutaneous) will be deleted in 201() 
and replaced by two new codes (P42 and P43). During the Harvard study, 12 orthopaedic surgeons were surveyed. 
General surgery, the primary provider of this service, was not involved. Pre and post times were predicted. This 
prediction resulted in no positioning time and no facility post-work (even though the code is typically performed in a 
facility). 
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CPT Code:-25071 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 5.83 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0.052. This is similar to the IWPUT for the reference code 20680, 
which has similar intra and total time and reflects similar total work. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 25075 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

,stimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage 
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CPT Code: 25071 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLn 

Does the· reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 26115 

CPT Code:26115 Tracking Number P49 Specialty Society Recommended RVU: 3.88 

Global Period: 090 RUC Recommended RVU: 3.88 

CPT Descriptor: Excision, tumor or vascular malformation, soft tissue of hand or finger, subcutaneous; less than 1.5 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 45-year-old male undergoes excision of a 1 em tumor from the palmar aspect of the index 
fmger. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital 78% , In the ASC 0%, In the 
office 22% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 98% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 2% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% · 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and 
administration of antibiotic. Verify that all required instruments and supplies are available. Assist with patient 
positioning supine, with hand positioned on hand table and anesthesi;1 staff and lines clear of operative site. Indicate 
areas of skin to be prepped and mark surgical incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape 
the arm. Elevate the arm and inflate the pneumatic tourniquet. Perform surgical "time out" with operating surgical 
team. 

Description of Intra-Service Work: A Brunner incision is made over the tumor. Careful dissection of the tumor is 
carried out. The digital arteries and nerves are identified and carefully protected. The flexor tendon sheath is identified 
and protected. The tumor is meticulously dissected from the adjacent tissues. The wound is inspected for any residual 
tumor. The wound is irrigated. The tourniquet is released and meticulous hemostasis is achieved using a bipolar 
electrocautery. The skin is then closed. 

Description of Post-Service Work: Apply soft protective dressings. Discuss postoperative care with recovery room 
staff. Take specimen to pathology, along with the appropriate history and information. The MRI is also shown to the 
pathologist to coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. 
Write brief operative note and medication orders. Monitor patient stabilization in the recovery room and neurovascular 
status of the operated extremity. After patient is awake, discuss surgery outcome with patient. Dictate operative report 



CPT Code: 26115 
and complete medical record documentation. Communicate with other professionals and with patient and patient's 
family. Consider relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatment 
with the patient, family and other healthcare professionals, including home restrictions (ie, activity, bathing). Reconcile 
medications and write order for pain medication. Inform the primary care or referring physician of discharge plans. All 
appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office within one or two days and for at least one more visit through the 90-
day global period to remove dressings, assess wound healing, assess neurovascular status and redress wound; remove 
sutures; and discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. 
Order occupational therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient and 
family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 



CPT Code:.26115 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter( s): 
John Heiner, MD; William Creevy, MD; Daniel Nagle, MD, FACS; Martha Matthews, MD, 
FACS 

Specialty(s): orthopaedic surgery; orthopaedic surgical oncology; hand surgery; plastic surgery 

CPT Code: 26115 

Sample Size: 120 IResp N: 64 
I 

Response: 53.3 % 

Sample Type: Random 

Low 25th octl Median* 75thpctl H!.g_h 

Service Performance Rate 0.00 4.00 10.00 20.00 80.00 

Survey RVW: 1.65 3.50 5.00 6.00 10.00 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 10.00 20.00 30.00 30.00 60.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in 'the survey 
process: 1b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 126115 Recommended Physician Work RVU: 3.88 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 14.00 19.00 -5.00 

Pre-Service Positioning Time: 10.00 1.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 5.00 5.00 

Intra-Service Time: 30.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 



CPT Code: 26115 . . . 
Is the recommended value for the new/revised procedure based on its modifier-51. exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
20680 

Global 
090 

WorkRVU 
5.90 

Time Source 
RUC Time 

CPT Descriptor Removal of implant; deep (eg, buried wire, pin, screw, metal band, nail, rod or plate) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the ROC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 11 % of respondents: 17.1 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

26115 20680 

I Median Pre-Service Time II 34.00 II 65.00 

I Median Intra-Service Time II 30.00 II 50.00 

Median Immediate Post-service Time 15.00 15.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

Median Office Visit Time 39.0 32.00 

Prolonged Services Time 0.0 0.00 

1~1 
181.00 Median Total Time 

Other time if appropriate 



INTENSITY /COMPLEXITY MEASURES <Mean) 

Mental Effort and Judgment <Mean) 
The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____2_.1_1 _____.11...___2.1_1 _ __, 

~-1_.8_9 __ ~1LI ____ 2._oo __ ___, 

.... 1 U_r.:::.ge_n_,cy:_o_f_m_ed_i_ca_l_dec_is_io_n_m_akin_·_,g::...._ _______ __JI Ll __ 2_.00 _ ___JI ._I __ 2_.00 __ _, 

Technical Skill/Physical Effort <Mean) 

.... 1 T_ec_hni_·c_al_s_ki_·n_r_equ.!.-ir...;..ed ____________ ___.l Ll __ 2_.4_4_~11 2.67 

ILP_h::...ys_ic_al_e_ffi_ort_re_,qu'-i_re_d ____________ ~l .... 1 __ 2_.00 _ ___.11 2.22 

Psychological Stress <Mean) 

The risk of significant complications, morbidity and/or mortality .____2_.1_1 ____.I .__I __ 2.3_3 _ __. 

I Outcome depends on the skill and judgment of physician I .... 1 __ 2_.6_7 _ _.1 .... 1 __ 2_.6_7 __ ~ 

.... E_s_tima_t_ed_r_is_k_o_f_m_al..._p_ra_ct_ic_e_su_i_t WI_·th--'poo,___r _ou_tc_o_m_e ___ ___, ,___2_.2_2 _ _.1 ._I __ 2_.4_4 __ ~ 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

.... 1 P_re_-....,.se_rv_i_ce_i_nt_ens_l_,·ty'-/c_o_m_._pl_ex_i....:.ty _________ __JI .... 1 __ 1_.90 _ ___JI .... 1 __ 2_._10 _ ___J 

.... lm_tr_a_-S_e_rv_~_e_in_re_ns_i....:.ty_lc_om~p~l-ex_ity=----------__JILI __ 2_.3_0 _ _.11.___2_.5_0 _ _...... 

._IP_o_st_-S_erv_~_e_in_re_ns_ity~/_co_m_,p_Ie_x--'ity'----------__JI._I __ 2_.oo _ __.II.___2_.2_0 _ ___J 

Additional Rationale 

CPT Code: 26115 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Current code 26115 (Excision, tumor or vascular malformation, soft tissue of hand or finger; subcutaneous) will be 
deleted in 2010 and replaced by two new codes (P49 and P50). During the Harvard study, 14 orthopaedic surgeons 
were surveyed. General surgery, the primary provider of this service, was not involved. No positioning time and no 
facility post-work were recorded (even though the code is typically performed in a facility). 



CPT Code: 26115 

Pre-Time: With respect to the pre-service time, we recommend package 1B with the following modifications: 
• Evaluation: Subtract 5 minutes- move to scrub/dress wait category for moderate sedation performed by 

anesthesiologist. 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: Add 5 minutes- moved from evaluation category for moderate sedation performed by 
anesthesiologist. 

Recommendation: The median RVWs is inconsistent with the intensity of this procedure. The 25th percentile RVW 
results in an IWPUT of zero. The consensus committee recommends the survey 25th percentile RVW adjusted down 
to 3.88 to accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. This is the same RVW 
recommendation for five other small subcutaneous tumor excision codes that have the same intra-time and total time. 

Along with the recommended time and visit information, this results in an IWPUT of 0.031. This RVW is correctly 
less than the reference code 20680. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 26115 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 



CPT Code: 26115 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 26115 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 26111 

CPT Code:26111 Tracking Number P50 Specialty Society Recommended RVU: 5.34 

Global Period: 090 RUC Recommended RVU: 5.34 

CPT Descriptor: Excision, tumor or vascular malfonnation, soft tissue of hand or fmger, subcutaneous; 1.5 em or 
greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 45-year-old male undergoes excision of a 2 em tumor from the palmar aspect of the index 
finger. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 86% , In the ASC 0%, In the 
office 14% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 96% , Kept overnight (less than 24 hours) 2% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your refer~nce code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and 
administration of antibiotic. Verify that all required instruments and supplies are available. Assist with patient 
positioning supine, with hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate 
areas of skin to be prepped and mark surgical incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape 
the arm. Elevate the arm and inflate the pneumatic tourniquet. Perform surgical "time out" with operating surgical 
team. 

Description of Intra-Service Work: A Brunner incision is made over the tumor. C~eful dissection of the tumor is 
carried out. The digital arteries and nerves are identified and carefully protected. The flexor tendon sheath is identified 
and protected. The tumor is meticulously dissected from the adjacent tissues. The wound is inspected for any residual 
tumor. The wound is irrigated. The tourniquet is released and meticulous hemostasis is achieved using a bipolcu: .... 
electrocautery. The skin is then closed. / 

Description of Post-Service Work: Apply soft protective dressings. Discuss postoperative care with recovery room 
staff. Take specimen to pathology, along with the appropriate history and infonnation. The MRI is also shown to the 
pathologist to coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. 
Write brief operative note and medication orders. Monitor patient stabilization in the recovery room and neurovascular 
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CPT Code: 26111 
status of the operated extremity. After patient is awake, discuss surgery outcome with patient. Dictate operative report 
and complete medical record documentation. Communicate with other professionals and with patient and patient's 
family. Consider relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatment 
with the patient, family and other healthcare professionals, including home restrictions (ie, activity, bathing). Reconcile 
medications and write order for pain medication. Inform the primary care or referring physician of discharge plans. All 
appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office within one or two days and for at least one more visit through the 90-
day global period to remove dressings, assess wound healing, assess neurovascular status and redress wound; remove 
sutures; and discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. 
Order occupational therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient and 
family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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,·. ,. CPT Code: 26111 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 _/ 

Presenter(s): 
John Heiner, MD; WiiJiam Creevy, MD; Daniel Nagle, MD, FACS; Martha Matthews, MD, 
FACS 

Specialty(s): orthopaedic surgery; orthopaedic surgical oncology; hand surgery; plastic surgery 

CPT Code: 26111 

Sample Size: 120 'Resp N: 64 I Response: 53.3 % 

Sample Type: Random 

Low 25th Dctl Median* 75th octl Hiah 

Service Performance Rate 0.00 4.00 10.00 20.00 60.00 

SurveyRVW: 2.10 4.00 5.50 7.00 10.00 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15.00 30.00 40.00 45.00 70.00 

Immediate Post Service-Time: 15.00 

Post O~:terative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 126111 Recommended Physician Work RVU: 5.34 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 40.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): ~ 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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<;:;PT Code: 26111 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
20680 - -

Global 
090 

WorkRVU 
5.90 

Time Source· 
RUCTime 

CPT Descriptor Removal of implant; deep (eg, buried wire, pin, screw, metal band, nail, rod or plate) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIITP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 12 

TIME ESTIMATES (Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

I Median Immediate Post-service Time 

I Median Critical Care Time 

I Median Other Hospital Visit Time 
1 fvfedian Discharge Day Management Time 

.edian Office Visit Time 

1 Prolonged Services Time 

I Median Total Time 
Other time if appropriate 

CPT Code: 
26111 

II 60.00 II 
II 40.00 II 

15.00 I 
0.0 I 
0.0 I 
19.0 I 
39.0 I 
0.0 I 

1~1 
655 

% of respondents: 18.7 % 

Key Reference Source of Time 
CPT Code: RUCTime 

20680 

65.00 

50.00 

15.00 

0.00 

0.00 

19.00 

32.00 

0.00 

181.00 



CPT Code: 26111 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment Mean} 
The number of possible diagnosis and/or the number of I 2.18 II 2.09 
management options that must be considered 

'I The amount and/or complexity of medical records, diagnostic 2.00 1.91 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 2.09 'I 1.91 

Technical Skill!Phi§ical Effort (Mean} 

I Technical skill required II 2.09 II 2.18 

I Physical effort required II 2.00 II 2.00 

Psvcholggical Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality II 2.09 II 2.09 

I Outcome depends on the skill and judgment of physician II 2.18 II 2.09 

I Estimated risk of malpractice suit with poor outcome II 2.09 II 2.09 

INTENSITY/COMPLEXITY MEASURES CPI'Code Reference 
Service 1 

Time Semtents (Mean} 

I Pre-Service intensity/complexity II 1.73 II 1.73 

!Intra-Service intensity/complexity II 1.91 II 1.91 

I Post-Service intensity/complexity II 1.73 II 1.73 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Current code 26115 (Excision, tumor or vascular malformation, soft tissue of hand or fmger; subcutaneous) will be 
deleted in 2010 and replaced by two new codes (P49 and P50). During the Harvard study, 14 orthopaedic surgeons 
w~re surveyed. General surgery, the primary provider of this service, was not involved. No positioning time and no 
facility post-work were recorded (even though the code is typically performed in a facility). 
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CPT Code: 26111 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 5.34 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0.047. This RVW is similar to the reference code 20680. The 
time, visits, intensity and work for both codes are very similar. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 26115 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

.:,Stimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage 
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CPT Code: .26111 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code:-27047 

CPT Code:27047 Tracking Number P58 Specialty Society Recommended RVU: 4.86 

Global Period: 090 RUC Recommended RVU: 4.86 

CPT Descriptor: Excision, tumor, soft tissue of pelvis and hip area, subcutaneous; less than 3 em 

CLINICAL DESCRIPriON OF SERVICE: 

Vignette Used in Survey: A 35-year-old male undergoes excision of a 2 em tumor in his left buttock. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 89% , In the ASC 0%, In the 
office 11% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 97% , Kept overnight (less than 24 hours) 3% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
"~>ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After 
induction of anesthesia in supine position, assist with patient lateral positioning. Assess position of the extremities and 
head, adjust as needed. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform 
surgical "time out" with operating surgical team. Local anesthesia is infiltrated into the marked incision site as 
preemptive analgesia. 

Description of Intra-Service Work: An incision is made through the skin and subcutaneous tissue over the lesion. 
Subcutaneous flaps are raised with electrocautery and hemostasis is controlled. The tumor is excised along with proper 
margin of tissue. Hemostasis is secured with electrocautery and sutures where needed. Small lymphatic channels are 
ligated. The wound is inspected and irrigated. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist so 
'ley can coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write 
;rief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
and make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including home restrictions (ie, activity, bathing). Reconcile medications and write order for pain 
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CPT Code: 27047 
medication. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 
completed, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
in the office within one week and for at least one more visit through the 90-day global period to remove dressings, assess 
wound healing, and redress wound; remove sutures; and discuss pathology report when available. Reconr · 
medication(s). Revise treatment plan(s) and communicate -with patient and family/caregiver, as necessary. Disc 
progress with PCP (verbal and written). Dictate progress notes for medical record. 

660 



CPT Code: 27047 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

ioecialtvls): -.. ' ~c••c• dl surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 27047 

Sample Size: 100 'Resp N: 35 I Response: 35.0 % 

Sample Type: Random 

LQw 251
h octl Median* 75th octl Hiah 

Service Performance Rate 1.00 3.00 6.00 8.00 20.00 

Survey RVW: 2.00 4.00 5.00 6.00 15.00 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15.00 30.00 40.00 45.00 60.00 

Immediate Post Service-Time: 20.00 

Post n, ·•ho:: Visits Total Min** CPT Code and Number of Visits 

Cntica• Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

!Discharge Day Mgmt: 19.00 0.50 99239x 0.00 

10ffice time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

,rolonged Services: 0.00 00-:t~ll· 0.00 55x 0.00 56x 0.00 57x 0.00 

'*Physician standard total minutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 127047 Recommended Physician Work RVU: 4.86 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 14.00 19.00 ·5.00 

Pre-Service Positioning Time: 18.00 1.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 5.00 5.00 

Intra-Service Time: 40.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Oischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Jffice time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
46040 

Global 
090 

WorkRVU 
5.26 

CPT Code: 27047 

Time Source 
RUCTime 

CPT Descriptor Incision and drainage of ischiorectal and/or perirectal abscess (separate procedure) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 22.8 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27047 46040 

I Median Pre-Service Time II 42.00 II 60.00 

I Median Intra-Service Time II 40.00 II 30.00 

I Median Immediate Post -service Time I 2o.oo I 20.00 

I Median Critical Care Time I 0.0 0.00 

I Median Other Hospital Visit Time I 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

Median Office Visit Time 39.0 55.00 

I 0.0 0.00 

I~ 184.00 

I Prolonged Services Time 

I Median Total Time 
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INI'ENSITY/COMPLEXITY MEASURES (Meafi} 

.fental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of I 2.50 
management options that must be considered 

I L-1 __ 2.7_5_--.~ 

1 ~.....1 _2_.88----~ The amount and/or complexity of medical records, diagnostic 2.63 
tests, and/or other information that must be reviewed and analyzed 

L..l u_r:::..ge_nc..;:.y_o_f_m_edi_·cal_d_ec_is_io_n_making_ . .....:::... _______ --.~ll 2.88 
l.__l _3_.25 _ __. 

Technical SkillJPhvsical Effort (Mean) 

._I T_ec_hni_._cal_s_kill_· _reqtlll'-=-·-ed ___________ _.ll 3.50 1...__1 _2_.88 _ __, 

'-1 P_hy~s_ical_e_ffo_rt_f_eqwr~· _ed ___________ ---.~11 3.25 IIL--_2_.75_--l 

Psvcbological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality IIL--_3_.1_3 _ _.1 ..... 1 __ 3_.00 __ _. 

._I Out_c_om_e_depe--:..._nds_o_n_th_e_skil_._l_and--=-judgm--=-_e_nt_o_f...:..p...::hy_si_ci_an __ __.l ._I __ 3_.88 _ _.....1 ._I __ 3_.5_0 _ _..... 

I Es--tima--ted_ns...;.· k_o.;...f_mal___:..p_ra .... cn .... ·c_e _sw_·t_WI_.th-.!:..poo:...;.;..r ..;_ou...;.tco...;.m_e ___ __JI ._I __ 3_.1_3_...JI '-1 __ 3_.3_8 _ __. 

INI'ENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments <Mean) 

._I Pr_e_-S_ervt_·ce_int_e_ns_ity..:../_co_m-'p'--le_XI_,·ty'------------''1 2.75 l.__l _2.6_3__, 

._I Intra __ -Se_m_·c_e _int_e_ns-'ity::....l_co_m...:..p_le_xi..::.ty ________ ___.ll 2.63 
1 ~.....1 _2.6_3-----~ 

I Post-Service intensity/complexity lj 2 38 
L-. ------~~~-------------.1 . 1 L-1 _2_.so_-.~ 

Additional Rationale 

CPT Code: 27047 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recorrunendations for the appropriate formula and format. 

~urrent code 27047 (Excision, tumor, pelvis and hip area; subcutaneous tissue) will be deleted in 2010 and replaced 
by two new codes (P58 and P59). During the Harvard study, 8 orthopaedic surgeons were surveyed. General 
surgery, the primary provider of this service, was not involved. Pre and post times were predicted. 

Pre-Time: With respect to the pre-service time, we recommend package lB with the'following modifications: 
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CPT Code: 2704 7 
• Evaluation: Subtract 5 minutes - move to scrub/dress wait category for moderate sedation performed by 

anesthesiologist. 
• Positioning: Add 17 minutes to account for lateral positioning. 
• Scrub/Dress/Wait: Add 5 minutes- moved from evaluation category for moderate sedation performed by 

anesthesiologist. 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 4.86 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0.040. This is similar to the IWPUT for the reference code 
46040, which has less intra-time, but more total work. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

I. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. . 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27047 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency 

Specialty Frequency 

Percentage 

Percentage 
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CPT Code: 27047 

Specialty Frequency Percentage % 

Bstirnate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

_./ 

CPT Code:· 27043 

CPT Code:27043 Tracking Number P59 Specialty Society Recommended RVU: 6.80 

Global Period: 090 RUC Recommended RVU: 6.80 

CPT Descriptor: Excision, tumor, soft tissue of pelvis and hip area, subcutaneous; 3 em or greater 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: A 42-year-old female undergoes excision of a 5 em tumor in her lateral buttock. 

Percentage of Survey Respondents who found Vignette to be Typical: 97% 

Percent of survey respondents who stated they perform the procedure; In the hospitallOO% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 86% , Kept overnight (less than 24 hours) 14% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 60% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% . . 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After 
induction of anesthesia in supine position, assist with patient lateral positioning. Assess position of the extremities and 
head, adjust as needed. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform 
surgical "time out" with operating surgical team. Local anesthesia is infiltrated into the marked incision site as 
preemptive analgesia. 

Description of Intra-Service Work: An incision is made through the skin and subcutaneous tissue over the lesion. 
Subcutaneous flaps are raised with electrocautery to expose the lesion and hemostasis is controlled. The tumor is 
excised along with proper margin of tissue. As the tumor is lifted out of the wound, small lymphatics and feeding blood 
vessels are ligated. Hemostasis is secured with electrocautery and sutures where needed. The wound is inspected and 
irrigated. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist , 
they can coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Wri, 
brief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
and make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
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CPT Code: 27043 
professionals, including home restrictions (ie, act1v1ty, bathiri.g). Reconcile medications and write order for pain 
medication. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 
completed, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
in the office within one week and for at least one more visit through the 90-d.ay global period to remove dressings, assess 
..vound healing, and redress wound; remove sutures; and discuss pathology report when available. Reconcile 
medication(s). Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss 
progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 27043 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo1120o9 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 27043 

Sample Size: 100 !Resp N: 35 I Response: 35.0 % 

Sample Type: Random 

Low 25th Dctl Median* 75th DCtl Hj_g_h 

Service Performance Rate 1.00 4.00 5.00 6.00 24.00 

Survey RVW: 4.00 5.95 7.00 8.55 15.00 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 20.00 45.00 60.00 60.00 90.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total minutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 127043 Recommended Physician Work RVU: 6.80 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Packa_g_e 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): ~ 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: ~ 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

668 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

REFERENCE SERVICE: 

Key CPT Code 
38525 

Global 
090 

WorkRVU 
6.35 

CPT Descriptor Biopsy or excision of lymph node(s); open, deep axillary node(s) 

KEY MPC COMPARISON CODES: 

CPT Code: 27043 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 22.8 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPfCode: CPfCode: RUC Time 

27043 38525 

I Median Pre-Service Time II 68.00 II 45.00 

I Median Intra-Service Time II 60.00 II 45.00 

Median Immediate Post -service Time I 20.00 30.00 

Median Critical Care Time I 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

Median Office Visit Time 39.0 39.00 

'rolonged Services Time 0.0 0.00 

I Median Total Time ~ 178.00 
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CPT Code: 27043 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean} 
The number of possible diagnosis and/or the number of 2.63 II 2.50 
management options that must be considered 

II The amount and/or complexity of medical records, diagnostic 2.63 2.75 
tests, and! or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 3.00 II 3.00 

Technical Skill!Phi§ical Effort <Mean} 

I Technical skill required II 3.63 II 3.13 

I Physical effort required II 3.25 II 2.88 

~chol02ical Stress <Mean} 

I The risk of significant complications, morbidity and/or mortality II 3.13 II 3.00 

I Outcome depends on the skill and judgment of physician II 3.38 II 3.38 

I Estimated risk of malpractice suit with poor outcome II 3.13 II 2.88 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Sel!lnents <Mean} 

I Pre-service intensity/complexity II 3.00 II 3.13 

I Intra-Service intensity/complexity II 3.38 II 3.00 

I Post-Service intensity/complexity II 2.88 II 3.00 

Additional Rationale 

Describe the process by which your specialty society reached your final reconunendation. If your society has used an 
JWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Current code 27047 (Excision, tumor, pelvis and hip area; subcutaneous tissue) will be deleted in 2010 and replaced 
by two new codes (P58 and P59). During the Harvard study, 8 orthopaedic surgeons were surveyed. General 
surgery, the primary provider of this service, was not involved. Pre and post times were predicted. 

Pre-Time: With respect to the pre-service time, we reconunend package 3 with the following modifications: 
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.-. '·· CPT·Code: 27043 
• Evaluation: no change 
• Positioning: Add 17 minutes to account for lateral positioning. 
• Scrub/Dress/Wait: no change 

1ecommendation: The consensus committee recommends the survey median RVW adjusted down to 6.80 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0.051. This is similar to the IWPUT for the reference code 
38525, which has less intra-time and less total work. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27047 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

,pecialty Frequency 

Specialty Frequency 

Specialty Frequency 

Percentage 

Percentage 

Percentage 
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CPT Code: 27043 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a reconunendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLn 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 

672 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMMffiNDATION 

CPT Code: 27327 

CPT Code:27327 Tracking Number P68 Specialty Society Recommended RVU: 3.88 

Global Period: 090 RUC Recommended RVU: 3.88 

CPT Descriptor: Excision, tumor, soft tissue of thigh or knee area, subcutaneous; less than 3 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 38-year-old female undergoes excision of a 2 em tumor in her lateral thigh. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital 98% , In the ASC 0%, In the 
office 2% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 98% , Kept overnight (less than 24 hours) 2% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. 
Assist with patient positioning in a supine and slightly lateral position, with the leg bumped up 30 degrees and stabilized. 
Indicate areas of skin to be prepped and mark surgical incisions. Prep and drape leg. Scrub and gown. Perform 

surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, a 4cm incision is made in the skin and subcutaneous tissue over 
the tumor on the lateral thigh. Careful dissection is performed around the subcutaneous mass. The 2 em mass is 
removed from the surrounding tissue. The tumor is handed off of the field. Hemostasis is obtained. The wound is 
inspected and irrigated. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist to 
coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write brief 
1perative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
Jiscuss surgery outcome with patient. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
and make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including home restrictions (ie, activity, bathing). Reconcile medications and write order for pain 
medication. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 
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CPT Code: 27327 
completed, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
in the office within one week and for at least one more visit through the 90-day global period to remove dressings, assess 
wound healing, and redress wound; remove sutures; and discuss pathology report when available. Order and review 
periodic lab and/or imaging, as necessary. Revise treatme~! plan(s) and communicate with patient and family/caregi' 
as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 27327 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 __../ 

Presenter(s): 
Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Tye 
Ouzounian, MD 

Specialty(s ): 
general surgery; orthopaedic surgery; general and orthopaedic surgical oncology; foot 
and ankle orthop_aedic surqery 

CPT Code: 27327 

Sample Size: 120 .IResp N: 42 
I 

Response: 35.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hig_h 

Service Performance Rate 1.00 4.00 6.00 15.00 50.00 

SurveyRVW: 2.00 4.00 6.00 7.00 12.00 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15.00 25.00 30.00 45.00 65.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

1
Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total m1nutes per E/M visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23};. 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1 b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 127327 Recommended Physician Work RVU: 3.88 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 14.00 19.00 -5.00 

Pre-Service Positioning Time: 8.00 1.00 7.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 5.00 5.00 

Intra-Service Time: 30.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Jischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x Q.OO 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 27327 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
11622 

Global 
010 

WorkRVU 
2.36 

Time Source 
RUCTime 

CPT Descriptor Excision, malignant lesion including margins, scalp, neck, hands, feet, genitalia; excised diameter 1.1 
to 2.0 em 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 %of respondents: 19.0 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27327 11622 

I Median Pre-Service Time II 32.00 II 15.00 

I Median Intra-Service Time II 30.00 II 25.00 

I Median Immediate Post-service Time 20.00 5.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

Median Office Visit Time 39.0 23.00 

Prolonged Services Time 0.0 0.00 

1~1 87.00 
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CPT Code: 27327 

INTENSITY/COMPLEXITY MEASURES (Mean) 

1ental Effort and Jud2ment <Mean} 
The number of possible diagnosis and/or the number of 2.14 II 2.14 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 2.29 II 2.43 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 2.71 II 2.71 

Technical Skill/Physical Effort <Mean} 

I Technical skill required II 2.43 II 2.29 

I Physical effort required II 2.29 II 2.29 

~chol~cal Stress <Mean} 

I The risk of significant complications, morbidity and/or mortality II 2.57 II 2.57 

I Outcome depends on the skill and judgment of physician II 3.14 II 3.00 

I Estimated risk of malpractice suit with poor outcome II 3.14 II 2.86 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments <Mean} 

I Pre-Service intensity/complexity II 2.14 II 1.86 

!Intra-Service intensity/complexity II 2.29 
,, 

2.00 

I Post-Service intensity/complexity 'I 2.14 II 1.86 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and formot . 

...:urrent code 27327 (Excision, tumor, thigh or lme~ area; subcutaneous) will be deleted in 2010 and replaced by two 
new codes (P68 and P69). During the Harvard study, 10 orthopaedic surgeons were surveyed. General surgery, the 
primary provider of this service, was not involved. Pre and post times were predicted. This prediction resulted in no 
positioning time and no facility post-work (even though the code is typically performed in a facility). 
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CPT Code: 27327 
Pre-Time: With respect to the pre-service time, we recommend package 1B with the following modifications: 

• Evaluation: Subtract 5 minutes - move !9 scrub/dress wait category for moderate sedation performed by 
anesthesiologist. 

• Positioning: Add 7 minutes. After induction of anesthesia in supine position, patient will be adjusted slightly 
lateral, with the leg bumped up 30 degrees and stabilized and padding of opposite extremity. 

• Scrub/Dress/Wait: Add 5 minutes- moved from evaluation category for moderate sedation performed by 
anesthesiologist. 

Recommendation: The consensus committee recommends the survey 251h percentile RVW adjusted down to 3.88 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. This is less than the current RVW 
for 27327. Along with the recommended time and visit information, this results in an IWPUT of 0.028. This is less 
than the IWPUT for the reference code 11622, which has less intra-time, one office visit and has a 10-day global 
period. 

SERVICES REPORTED WITII MULTIPLE CYI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27327 

How often do physicians in your &IJecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 
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CPT Code: 27327 
Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

ipecialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the-rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27337 

CPT Code:27337 Tracking Number P69 Specialty Society Recommended RVU: 5.83 

Global Period: 090 RUC Recommended RVU: 5.83 

CPT Descriptor: Excision, tumor, soft tissue of thigh or lmee area, subcutaneous; 3 em or greater 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 45-year-old female undergoes excision of a 5 em tumor in her medial anterior thigh. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 74% , Kept overnight (less than 24 hours) 24% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 91% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and administration of 
antibiotic. Verify that all required instruments and supplies are available. Assist with patient positioning in a supine 
position, with the leg bumped up 30 degrees and stabilized. Indicate areas of skin to be prepped and mark surgical 
incisions. Prep and drape leg. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A sterile tourniquet is applied and inflated. Under anesthesia, a 7 em incision is 
made in the skin and subcutaneous tissue over the anteromedial thigh. Medial and lateral flaps are raised and careful 
dissection is performed around the 5 em tumor. The tumor is removed. Hemostasis is obtained. The wound is 
inspected and irrigated. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist to 
coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write brief 
operative note and medication orders. Monitor patient stabilization in the recovery room. Assess neurovascular stan· 
Wound care and close observation are important to avoid or promptly treat compartment syndrome. After patient . 
awake, discuss surgery outcome with patient. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
and make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including home restrictions (ie, activity, bathing). Reconcile medications and write order for pain 
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CPT Code: 27337 
medication. Infonn the primary care or referring physician of discharge plans. . All appropriate medical records are 
completed, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
in the office within one week and for at least one more visit through the 90-day global period to remove dressings, assess 
wound healing, and redress wound; remove sutures and drain; and discuss pathology report when available. Order and 
·eview periodic lab and/or imaging, as necessary. Assess functional recovery and determine whether there is a need for 

physical therapy. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss 
progress with PCP (verbal and written). Dictate progress notes for medical record. 

681 



CPT Code: 27337 
SURVEY DATA 
RUC Meeting Date {mm/yyyy) 101/2009 

Presenter{s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Tye 
Ouzounian, MD 

Specialty{s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology; foot 
and ankle orthopaedic surgery 

CPT Code: 27337 

Sample Size: 120 IResp N: 42 
I 

Response: 35.0 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hjg_h 

Service Performance Rate 0.00 4.00 8.00 15.00 50.00 

SurveyRVW: 3.50 6.00 8.00 10.00 23.00 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15.00 40.00 45.00 60.00 90.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit{s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

**PhySICian standard total m1nutes per ElM vis1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 127337 Recommended Physician Work RVU: 5.83 

Specialty Specialty 
Adjustments to Recommended Recommended 

Pre-Service Time Pre Time Package Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 10.00 3.00 7.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 20.00 

Post O_perative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit{s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code; 27337 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technQ!ogy or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
20680 

Global 
090 

WorkRVU 
5.90 

Time Source 
RUCTime 

CPT Descriptor Removal of implant; deep (eg, buried wire, pin, screw, metal band, nail, rod or plate) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code I Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 19.0 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPI'Code: CPI' Code: RUCTime 

27337 20680 

I Median Pre-Service Time II 58.00 II 65.00 

I Median Intra-Service Time II 45.00 II 50.00 

I Median hnmediate Post-service Time 20.00 15.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 19.0 19.00 

1:edian Office Visit Time 39.0 32.00 

1 Prolonged Services Time 0.0 0.00 

1~1 181.00 I Median Total Time 
Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of ._I __ 3_.00_----'11 2.88 
management options that must be considered '-------' 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-3_.00 __ _.....1~1 ___ 2_.8_8 __ ~ 

._lu_r~ge_~~y_o_f_m_edi_·~_dec_i_sw_n_~--·~-------~1._1 __ 3_.00 _ __.1,_1 __ 2_.8_8 _ __, 

Technical Skill/Physical Effort (Mean) 

1'-T_ec_hni_._~_skill_. _~'_equired!--. ___________ ____.! '-' __ 2_.8_8 __ -J, ._1 __ 3_.1_3_---l 

._I P_hy:::....s_i~_e_ffo_rt_f_eqmr~· ed ___________ __.lj 2.75 I ._I __ 3_.00 __ ....~ 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 3_.00 _ __.1 .... I __ 3_.2_5 _ __, 

I Outcome depends on the skill and judgment of physician I ._I __ 3_.3_8_.....~11'-__ 3_.5_0_----l 

I Estimated risk of malpractice suit with poor outcome I .... I __ 3_.2_5 _ _.11.._ __ 3_.3_8 _ __, 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

I._Pr_e_-Se_M_·c_e_int_e_ns_ity~/-co_m-=p--.le_Xl-=·ty'----------~'1 3.13 1 ..... 1 __ 3_.1_3 _ __, 

,_jintr_a_-Se_rv_ic_e_int_e_ns_ity=--/-co_mp....._le_xi~ty----------'11 2.75 I '-1 __ 3_.00_----..~ 

._I P_o_st-_Se_I"Vl_·ce_int_ens__,ity:.../c_o_m.:....pl_eXI_·ty~--------~11 2.88 11,____3_.00_----l 

Additional Rationale 

CPT Code: 27337 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Current code 27327 (Excision, tumor, thigh or knee area; subcutaneous) will be deleted in 2010 and replaced by two 
new codes (P68 and P69). During the Harvard study, 10 orthopaedic surgeons were surveyed. General surgery, the 
primary provider of this service, was not involved. Pre and post times were predicted. This prediction resulted in no 
positioning time and no facility post-work (even though the code is typically performed in a facility). 
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CPT Code: 27337 
Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 

• Evaluation: no change 
• Positioning: Add 7 minutes. After induction of anesthesia in supine position, patient will be adjusted slightly 

lateral, with the leg bumped up 30 degrees and stabilized and padding of opposite extremity. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey 25th percentile RVW adjusted down to 5.83 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of0.051. This is the same as the IWPUT for the reference code 
20680. Pre, intra, and post work for both procedures is very similar. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27327 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
lf the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

lease explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency 

Specialty Frequency 

Percentage 

Percentage 
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CPT Code:· 27337 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provide~ ~o Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specia 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27618 

~PT Code:27618 Tracking Number P77 Specialty Society Recommended RVU: 3.88 

Global Period: 090 RUC Recommended RVU: 3.88 

CPT Descriptor: Excision, tumor, soft tissue of leg or ankle area, subcutaneous; less than 3 em 

CLINICAL DESCRJIPTION OF SERVICE: 

Vignette Used in Survey: A 36-year-old undergoes excision of 2 em tumor in her left lateral lower leg. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 88% , In the ASC 0%, In the 
office 12% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 95% , Kept overnight (less than 24 hours) 5% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 50% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
'lercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. 
Assist with patient positioning in a supine and slightly lateral position, with the leg bumped up 30 degrees and stabilized. 
Indicate areas of skin to be prepped and mark surgical incisions. Place tourniquet on the proximal thigh. Prep and 

drape leg. Elevate and exsanguinate leg. Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" 
with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, a 4cm incision is made in the skin and subcutaneous tissue over 
the tumor on the leg. Careful dissection around the tumor is performed. The tumor is excised en bloc. The wound is 
inspected and irrigated. The tourniquet is deflated and any bleeders are cauterized. The wound is closed. in layers with 
interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist to 
1ordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write brief 
_t>erative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 

discuss surgery outcome with patient. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
and make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including home restrictions (ie, activity, bathing). Reconcile medications and write order for pain 
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CPT Code: 27618 · 
medication. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 
completed, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
in the office within one week and for at least one more visit through the 90-day global period to remove dressings, assess 
wound healing, and redress wound; remove sutures; and discuss pathology report when available. Order and rev;' 
periodic lab and/or imaging, as necessary. Reconcile medication(s). Revise treatment plan(s) and communicate ' 
patient and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes il11 
medical record. 
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CPT Code: 27618 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 _ _... 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Tye 
Ouzounian, MD; Frank Spinosa, DPM 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology; foot 
and ankle orthopaedic surgery; podiatry 

CPT Code: 27618 

Sample Size: 150 'Resp N: 49 I Response: 32.6 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hig_h 
Service Performance Rate 0.00 2.00 4.00 6.00 50.00 

Survey RVW: 1.65 4.00 5.00 8.00 10.00 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 10.00 30.00 30.00 30.00 90.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38}; 
99239 (55); 99211 (7); 99212 (16); 99213 (23); _99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1 b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 127618 Recommended Physician Work RVU: 3.88 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 14.00 19.00 -5.00 

Pre-Service Positioning Time: 10.00 1.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 5.00 5.00 

Intra-Service Time: 30.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits lotal Min** CPT Code and Number of Visits 

Critical Care time/visit(s): - 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

lischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 27618 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
.11406 

Global 
010 

WorkRVU 
3.47 

Time Source 
RUCTime 

CPT Descriptor Excision, benign lesion including margins, except skin tag (unless listed elsewhere), trunk, arms or 
legs; excised diameter over 4.0 em 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 11 % of respondents: 22.4 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27618 11406 

I Median Pre-Service Time II 34.00 II 20.00 

I Median Intra-Service Time II 30.00 II 60.00 

Median Immediate Post-service Time 15.00 I 10.00 

Median Critical Care Time 0.0 I 0.00 

Median Other Hospital Visit Time 0.0 I 0.00 

Median Discharge Day Management Time 19.0 I 0.00 

Median Office Visit Time 39.0 I 23.00 

Prolonged Services Time o.o 1 0.00 

I Median Total Time ~ 113.00 

Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

\fental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of I 2.40 II 
management options that must be considered '------' '--------' 

1.90 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___2_.60 _ __.1 ._I __ 2_.10 _ ____. 

._I U""""'rg=-e_nc-""y_o_fm_edi_"cal_dec_ist_.on_makin __ · .:::..g _______ __.l ._I _2_.3_0 _ _.1 ._I __ 2_._30 _ __. 

Technical Skill/Physical Effort <Mean) 

I~...T_ec_hni_.cal__..;.s_kill_r_eqwr.!..._· ed __________ ___jl ._I _2_.5_0 _ _.11~... __ 2_;..5;_0 _ __. 

._I P""""'hy::....s_ical_effi_o_rt_requ~ir_ed ___________ _.l ._I _2_.5_0 _ _.11.._ __ 2_.5_0 _ __. 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 2_.5_0 _ _.11.__ __ 2_.3_0 _ __. 

I._ Ou_tco_m_e_de__._pe_nds_o_n_th_e_skill_._an_d""-ju_d=-gm_e_nt_o_f..._ph..::y_si_cian ___ __.l ._I __ 2_. 7_0 _ _.1 ._I __ 2_.7_0 _ ___, 

._I Es_tuna_· _ted_ris_k_o_f_mal__..._pra_cn_·ce_sw_·t_WI_·th_poo,___r o_u_tc_om_e ___ ____.l ._I __ 2_.90 _ __.1 ._I __ 2_.60 __ _. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

._I Pr_e_-Se_rvt_·ce_int_ens___,ity.._/co_mp.:...l_eXI_·ty=----------_.1 ._I _2_.3_0 _ _.1 ._I __ 2_.1_0 _ _. 

._IIntra __ -Se_rvt_._ce_int_ens_i..:..ty_lc_om_,p.._le_XI_,·ty~-------__.1 ._I _2_.2_0 _ _.1 ._I __ 2_.1_0 _ _. 

._IP_o_s~_s_e~_i_ce_m_t_ens_i_,ty_lc_o_m.:...¢_eXI_·ty~----------~'._l __ 1_.90 _ __.11._ __ 1_.~ _ __. 

Additional Rationale 

CPT Code: 27618 

Describe the process by which your specialty society reached your fmal reconunendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and formot . 

..:urrent code 27618 (Excision, tumor, leg or ankle area; subcutaneous tissue) will be deleted in 2010 and replaced by 
two new codes (P77 and P78). During the Harvard study, 9 orthopaedic surgeons were surveyed. General surgery, 
the primary provider of this service, and podiatry were not involved. Pre and post times were predicted. This 
prediction resulted in no positioning time and no facility post-work (even though the code is typically performed in a 
facility). 
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CPT Code: 27618 

Pre-Time: With respect to the pre-service time, we recommend package 1B with the following modifications: 
• Evaluation: Subtract 5 minutes- move to scrub/dress wait category for moderate sedation performed by 

anesthesiologist. 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, patient is adjusted slightly later, 

with the leg bumped up 30 degrees and stabilized with padding of opposite extremity. Tourniquet is applied. 
• Scrub/Dress/Wait: Add 5 minutes- moved from evaluation category for moderate sedation performed by 

anesthesiologist. 

Recommendation: The consensus committee recommends the survey 25th percentile RVW adjusted down to 3.88 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0. 031. This is similar to the IWPUT for the reference code 
11406, which is an office-based 10-day global procedure with one office visit. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the -procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing, the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27618 

How often do physicians in your §l?ecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 
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CPT Code: 27618 
Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

pecialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

lndicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCffiTY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27632 

CPT Code:27632 Tracking Number P78 Specialty Society Recommended RVU: 5.83 

Global Period: 090 RUC Recommended RVU: 5.83 

CPT Descriptor: Excision, tumor, soft tissue of leg or ankle area, subcutaneous; 3 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 40-year-old male undergoes excision of a 3.5 em tumor in the medial calf. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 94% , In the ASC 0%, In the 
office 6% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 93% , Kept overnight (less than 24 hours) 7% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 67% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. 
Assist with patient positioning in a supine and slightly lateral position, with the leg bumped up 30 degrees and stabilized. 
Indicate areas of skin to be prepped and mark surgical incisions. Place tourniquet on the proximal thigh. Prep and 

drape leg. Elevate and exsanguinate leg. Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" 
with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, a 6 em incision is made in the skin and subcutaneous tissue over 
the tumor on the leg. Careful dissection around the tumor is performed. The tumor is excised en bloc. The wound is 
inspected and irrigated. The tourniquet is deflated and any bleeders are cauterized. The wound is closed in layers with 
interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings and splint. Discuss postoperative care with recovery room 
staff. Take specimen to pathology, along with the appropriate history and information. The MRI is also shown to the 
pathologist to coordinate orientation of the specimen and location. Discuss surgery outcome with patient's famil' 
Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient . 
awake, discuss surgery outcome with patient. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
and make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including home restrictions (ie, activity, bathing) and appropriate use of crutches or walker. Reconcile 
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CPT Code: 27632 
medications and write order for pain medication. Inform the primary care or referring physician of discharge plans. All 
appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office within one to two days and for at least one more visit through the 90-
day global period to remove dressings, assess wound healing, and redress wound; remove sutures and drain; and discuss 
'athology report when available. Order and review periodic-lab and/or imaging, as necessary. Reconcile medication(s). 
Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress with PCP 

(verbal and written). Dictate progress notes for medical record. 
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CPT Code: 27632 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112oo9 

Presenter(s): 
Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Tye 
Ouzounian, MD; Frank Spinosa, DPM 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology; foot 
and ankle orthopaedic surgery; podiatry 

CPT Code: 27632 

Sample Size: 150 IResp N: 49 
I 

Response: 32.6 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hjg_h 

Service Performance Rate 0.00 2.00 3.00 5.00 50.00 

SurveyRVW: 2.36 6.00 7.00 9.00 12.00 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 11.00 

Intra-Service Time: 15.00 30.00 45.00 45.00 105.00 

Immediate Post Service-Time: 20.00 

Post 0J)erative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 127632 Recommended Physician Work RVU: 5.83 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 27632 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
20680 

Global 
090 

WorkRVU 
5.90 

Time Source 
RUCTime 

CPT Descriptor Removal of implant; deep (eg, buried wire, pin, screw, metal band, nail, rod or plate) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 %of respondents: 14.2 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27632 20680 

~edian Pre-Service Time II 60.00 II 65.00 

I Median Intra-Service Time II 45.00 II 50.00 

20.00 15.00 

0.0 0.00 

0.0 0.00 

19.0 19.00 

39.0 32.00 

0.0 0.00 

~ 181.00 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

2.57 1 .__I __ 1.8_6 _ __. 

2.57 I .__I __ 2.00 _ ___. 

I~.-U.....:r!:::.ge_n..::cy_o_f_medi_·cal_d_ec_i_si_on_making __ · .::_ _______ __.I .... 1 __ 2_.2_9 _ _.11~ __ 2_.oo __ _J 

Technical Skill/Physical Effort (Mean) 

~...1 T_ec_hni_._cal_s_kil_·l_reqwr~·-ed ___________ _.l ._I __ 2.00 _ __.Ij .... __ 1.8_6 _ __, 

._IP_h~~_ical_e_ffi_on_re~~-·-ed ____________ ~l~...l __ 1_.8_6 _ _.1~...1 ____ 1._1_1 __ ~ 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 2_.00 _ __.1 .... I ____ 1._7_1 __ ____. 

I Outcome depends on the skill and judgment of physician I L-1 _2_.00_--'IIL-__ 1_.7_1_~ 

~.-I Es_nma_· _ted_ri_sk_o_f_mal__._p_ra_ctJ_·c_e _sw_·t_WI_.th__._poo_r _out_c_o_m_e ____ __.I .... I __ 2_.2_9 _ _.11 .... ___ 1_.8_6_--' 

INTENSITY/COMPLEXITY MEASURES CPf Code Reference 
Service 1 

Time Segments (Mean) 

~...1 Pr_e_-S_e_rv_ice_int_e_ns_ity..:../_co_m_.p,_le_Xl ...... ty::.-__________ __,1 .... 1 ___ 2_.1_4 _ _.11 ._ __ 1_.8_6 _ _. 

~..::IIntra=.....:-Se......:rvi;....·:;.:..ce:....;int:.;;;,...;.;ens.:.:..i:..:.:::ty_/com---'p~le.;..:.Xl.....;.ty:,_ _______ __.ll 2.00 I ~.-I __ 1_.1_1 _ _J 

~...IP_o_s~_Se_rv_i_ce_int_ens~ity~/c_o_mp~l_eXl_·ty~------------'1~.-1 __ 1_.5_7 _ _.1~...1 __ 1_.2_5 _ _J 

Additional Rationale 

CPT Code: 27632 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Current code 27618 (Excision, tumor, leg or ankle area; subcutaneous tissue) will be deleted in 2010 and replaced b} 
two new codes (P77 and P78). During the Harvard study, 9 orthopaedic surgeons were surveyed. General surgery, 
the primary provider of this service, and podiatry were not involved. Pre and post times were predicted. This 
prediction resulted in no positioning time and no facility post-work (even though the code is typically performed in a 
facility). 
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CPT Code: 27632 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, patient is adjusted slightly lateral, 

with the leg bumped up 30 degrees and stabilized with padding of opposite extremity. Tourniquet is applied. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey 25th percentile RVW adjusted down to 5.83 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0.050. This is similar to the IWPUT for the reference code 
20680, a procedure that has essentially the same total work as the survey code. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27618 

How often do physicians in your g>ecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

stimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage 
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CPT Code: 27632 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 28043 

CPT Code:28043 Tracking Number P86 Specialty Society Recommended RVU: 3.88 

Global Period: 090 RUC Recommended RVU: 3.88 

CPT Descriptor: Excision, tumor, soft tissue of foot or toe, subcutaneous; less than 1.'5 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 60-year-old female undergoes excision of a 1.2 em fibrous tumor in the subcutaneous tissue 
of the right foot. 

Percentage of Survey Respondents who found Vignette to be Typical: 96% 

Percent of survey respondents who stated they perform the procedure; In the hospital 75% , In the ASC 0%, In the 
office 25% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 100% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Verify that all required 
instruments and supplies are available. Assist with patient supine positioning and padding to stabilize foot. Perform 
regional block. Indicate areas of skin to be prepped and mark surgical incisions. Place tourniquet. Prep and drape 
foot. Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: An incision is made on the plantar aspect of the first intermetatarsal space. 
Dissection is carried out to reveal the fibrous lesion. The tumor is dissected from surrounding tissue, and all bleeders 
are cauterized. The lesion is delivered from the wound. The wound is irrigated, inspected, and closed in layers with 
interrupted sutures. The skin is coapted with a running mattress of nylon. The tourniquet is deflated, and normal 
capillary return is seen in the toes. 

Description of Post-Service Work: Apply sterile dressing and splint/shoe. Discuss postoperative care with recovery 
room staff. Take specimen to pathology, along with the appropriate history and information. The MRI is also shown to 
the pathologist to coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. 
Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is 
awake, discuss surgery outcome with patient. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
and make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including home restrictions (ie, activity, bathing) and use of crutches or walker. Reconcile medications 



'; . . ·~' . ' .-... · CPT Code: 28043' .. 
and write order for pain medication. Inform the primary care or referring physician of discharge plans. All appropriate 
medical records are completed, including discharge summary and discharge instructions, and insurance forms. The 
patient will be examined in the office within one week and for at least one more visit through the 90-day global period to 
remove dressings, assess wound healing, and redress wound; remove sutures; and discuss pathology report when 
available. Order and review periodic lab and/or imaging, as necessary. Reconcile medication(s). Revise treatment 
plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal and 
written). Dictate progress notes for medical record. 



~\ 

CPTCode: 28043 · 
SURVEY DATA· 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): John Heiner, MD; William Creevy, MD; Tye Ouzounian, MD; Frank Spinosa, DPM 

Specialty(s): orthopaedic surgery; orthopaedic surgical oncology; foot and ankle orthopaedic surgery; 
I podiatry 

CPT Code: 28043 

Sample Size: 120 IResp N: 48 
I 

Response: 40.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl High 

Service Performance Rate 0.00 2.00 5.00 12.00 50.00 

Survey RVW: 1.65 2.24 4.00 6.00 10.00 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 10.00 20.00 30.00 31.00 60.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30} 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1 b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 128043 Recommended Physician Work RVU: 3.88 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 19.00 19.00 0.00 

Pre-Service Positioning Time: 6.00 1.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 5.00 0.00 

Intra-Service Time: 30.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 



· '." · · '· ,. _,, CPT Code: 28043 
. ' 

Is the recommended value for the new/revised procedure based on· its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
11422 

Global 
010 

WorkRVU 
1.65 

Time Source 
RUC Time 

CPT Descriptor Excision, benign lesion including margins, except skin tag (unless listed elsewhere), scalp, neck, hands, 
feet, genitalia; excised diameter 1.1 to 2.0 em 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 15 % of respondents: 31.2 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

28043 11422 

I Median Pre-Service Time II 30.00 II 10.00 

I Median Intra-Service Time II 30.00 II 25.00 

Median Immediate Post-service Time I 20.00 5.00 

Median Critical Care Time I 0.0 0.00 

Median Other Hospital Visit Time I 0.0 0.00 

Median Discharge Day Management Time I 19.0 0.00 

Median Office Visit Time I 39.0 16.00 

Prolonged Services Time I 0.0 0.00 

Median Total Time ~ 56.00 

Other time if appropriate 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 
The nwnber of possible diagnosis and/or the nwnber of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

, 'r' I' • 

~---2_.5_5 ____.I L---1 __ 2.5_5 _ __, 

~---2_.2_1 ____.I L---1 __ 2.2_1 _ __, 

._I U_r-"'ge_n_cy=--of_m_e_di_·c_al_dec_i_si_on_m_aki_·n-==g=--------------'1 ._I __ 2_.0_9 _ _,1 ._1 __ 2_.0_9 __ _, 

Technical Skill/Physical Effort (Mean) 

._IT_~_lmi_·c_al_s_ki_·n_r_e~~ir_oo ____________ ____.l._l __ 2_.1_8_~1._1 __ 2_.0_9 __ _, 

._IP_h~ys_ic~a_le_ffi_o_rt_r_e~~ir_oo ____________ ~l._l __ 2_.1_8 _ _.11._ __ 2_.0_9 __ _, 

Psychological Stress <Mean) 

The risk of significant complications, morbidity and/or mortality .____2_.00 _ __.11._ __ 2_.0_9 _ __. 

._IOu_tc_o_m_e_de~~~nds_o_n_th_e_s_ki_ll_a_oo~J~·u~dgm=-e_n_to_f~p~ey~s_ic_ia_n __ ____.l._l __ 2_.7_3 _ _.11._ __ 2_.5_5 __ _, 

._E.:..:.s~tima____:t.;..ed_r_is_k_o_f_rna_l.!..p_ra_ct_ic_e_su_i_t w_I_·th-'po~o_r o_u_tc_o_m_e ___ ~ ...____2_.5_5 _ _.11._ __ 2_.5_5 __ _, 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

LIP_r_e-_Se_~_~_·ce_m_re_ns_ity~/c_om_p~l_e~_·ty~---------~~._1 __ 1_.7_3 _ _,11.___1_._82 __ __, 

._I In_tr_a_-S_e_~_i_ce_m_t_ens_ity::..../_co_m~p'--le_x_ity=--------------'1 ._I __ 1_.8_2 _ _,11.__ __ 1_.8_2 __ __, 

I._P_o_st_-S_e~_ic_e_in_te_ns_i_:.ty_lc_o_m..._p_le_xi..:.ty _________ ____,l ._1 __ 1_.8_2 _ _,11....__ __ 1_.9_1 __ __, 

Additional Rationale 

CPT Code: 28043 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fonnula and format. 

Current code 28043 (Excision, tumor, foot; subcutaneous tissue) will be deleted in 2010 and replaced by two new 
codes (P86 and P87). During the Harvard study, 10 orthopaedic surgeons were surveyed. Podiatry, the primary and 
significant provider of this service, was not involved. Pre and post times were predicted. This prediction resulted in 
no positioning time and no facility post-work (even though the code is typically performed in a facility). 



CPT Code: 28043 
Pre-Time: With respect to the pre-service time, we recommend package 1B with the following modifications: 

• Evaluation: No change. The 5 minutes allocated for_ moderate sedation by an anesthesiologist is replaced by 
5 minutes for the surgeon to perform a regional block. 

• Positioning: Add 5 minutes. Patient's leg is elevated and foot is stabilized. Opposite extremity is padded. 
Tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 3.88 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0.028. This is less than the IWPUT for the reference code 11422, 
a procedure that is office based, has one post-op visit and has a 10-day global period. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 28043 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from muitiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 



CPT Code: 28043 -
Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information· (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 28043 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 28039 

CPT Code:28039 Tracking Number }>87 Specialty Society Recommended RVU: 5.34 

Global Period: 090 RUC Recommended RVU: 5.34 

CPT Descriptor: Excision, tumor, soft tissue of foot or toe, subcutaneous; 1.5 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 60-year-old female undergoes excision of a 2.0 em fibrous tumor in the subcutaneous tissue 
of the right foot. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Percent of survey respondents who stated they perform the procedure; In the hospital85% , In the ASC 0%, In the 
office 15% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 100% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also s_tated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who-stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Verify that all required 
instruments and supplies are available. Assist with patient supine positioning and padding to stabilize foot. Perform 
regional block. Indicate areas of skin to be prepped and mark surgical incisions. Place tourniquet. Prep and drape 
foot. Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: An incision is made on the plantar aspect of the first intermetatarsal space. 
Dissection is carried out to reveal a fibrous lesion. The lesion is dissected from surrounding tissue, and all bleeders are 
cauterized. The lesion is delivered from the wound. The wound site is irrigated and inspected. The wound is closed in 
layers with simple interrupted sutures and the skin is coapted with a running mattress of nylon. The tourniquet is 
deflated, and normal capillary return is seen in the toes. 

Description of Post-Service Work: Apply sterile dressing and splint/shoe. Discuss postoperative care with recovery 
room staff. Take specimen to pathology, along with the appropriate history and information. The MRI is also shown to 
the pathologist to coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. 
Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is 
awake, discuss surgery outcome with patient. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
and make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including home restrictions (ie, activity, bathing) and use of crutches or walker. Reconcile medications 



CPT Code: 28039. 
and write order for paih medication. Inform the primary care.or referring physician of discharge plans. All appropriate 
medical records are completed, including discharge summary and discharge instructions, and insurance forms. The 
patient will be examined in the office within a few days and for at least one more visit through the 90-day global period 
to remove dressings, assess wound healing, and redress wound; remove sutures; and discuss pathology report when 
available. Order and review periodic lab and/or imaging, as necessary. Reconcile medication(s). Revise treatment 
plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal and 
written). Dictate progress notes for medical record. 



- . -. ~.; '~ : CPT Code: 28039 .. 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter( s): John Heiner, MD; William Creevy, MD; Tye Ouzounian, MD; Frank Spinosa, DPM 

Specialty(s): 
orthopaedic surgery; orthopaedic surgical oncology; foot and ankle orthopaedic surgery; 
podiatry 

CPT Code: 28039 

Sample Size: 120 'Resp N: 48 
I 

Response: 40.0 % 

Sample Type: Random 

Low 251
h pctl Median* 75th pctl H!g_h 

Service Performance Rate 0.00 2.00 5.00 8.00 50.00 

Survey RVW: 2.00 3.90 6.00 8.33 12.00 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 20.00 30.00 45.00 45.00 60.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office timelvisit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (70}; 99292 (30}; 99231 (20}; 99232 (40); 99233 (55); 99238(38}; 
99239 (55}; 99211 (7}; 99212 (16}; 99213 (23); 99214 (40}; 99215 (55}; 99354 (60}; 99355 (30}; 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1 b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 128039 Recommended Physician Work RVU: 5.34 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 19.00 19.00 0.00 

Pre-Service Positioning Time: 6.00 1.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 5.00 0.00 

Intra-Service Time: 45.00 

Immediate, Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 



: •.\'.' 
.. . ~ .. . \ ~ CPT Code: 28039' · · 

Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
28289 

Global 
090 

WorkRVU 
8.11 

Time Source 
RUCTime 

CPT Descriptor Hallux rigidus correction with cheilectomy, debridement and capsular release of the first 
metatarsophalangeal joint 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global WorkRVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 16.6 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

28039 28289 

I Median Pre-Service Time II 30.00 II 30.00 

I Median Intra-Service Time II 45.00 II 45.00 

Median Immediate Post-service Time 20.00 II 30.00 

Median Critical Care Time 0.0 II 0.00 

Median Other Hospital Visit Time 0.0 II 0.00 

Median Discharge Day Management Time 19.0 I 0.00 

Median Office Visit Time 39.0 I 92.00 

Prolonged Services Time 0.0 I 0.00 

Median Total Time ~ 197.00 

Other time if appropriate 



INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

._____2_.75 _ _,11 '--__ 2.6_3_-.J 

.____2_.7_5 __,1 .__I __ 2.8_8_-.J 

._I U_r.:::ge_n_cy"--of_m_edi_·c_al_d_ec_i_si_on_rna_ki_·n-=g'------------'1 ._1 __ 2_.6_3 _ __.1 ._1 __ 2_.7_5 __ ...... 

Technical Skill/Physical Effort (Mean) 

._I T_e_clmi_·c_al_s_kil_· I_r_equ~ir_ed ____________ __.l L-1 __ 2_.6_3 _ __.1 L-1 __ 2_.8_8 __ ...... 

Ll P_h.::_ys_ic_a_I e_ffi_o_rt_r_equ..__ir_ed ____________ ___,l ._1 __ 2_.6_3 _ __.1 ._1 __ 2_.7_5 __ ...... 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality .____2_.3_8 _ __,1 ._I __ 2_.5_o _ ___, 

Ll Ou_tc_o_m_e_d~epe~nds_o_n_th_e_s_kii_I_a_nd_,j:....u-..!dgm::.__e_nt_o_f~p--=hy:....s_ic_ia_n __ ___,l L-1 __ 3_.1_3 _ __.1 L-1 __ 3_.3_8 __ _, 

ILE_s_tirna_t_ed_r_is_k_o_f_m_al..:...pr_a_ct_ic_e_su_it_WI_._th_,po'---or_o_u_tc_o_m_e ___ ___,l ..... 1 __ 2_.6_3 _ __,1 ._1 __ 3_.00 __ __, 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

Ll P_r_e-_Se_rv_i_ce_m_· _te_ns_ity.::_/_c_om....:p~I_eXI_·ty=--------------'11 L __ 2_.3_8 _ __.1 Ll __ 2_.5_0 _ _...... 

._I I_nt_ra_-S_e_rv_i_ce_i_nt_ens----'ity:.../_co_m-=p_Ie_x--'ity'--------------'1 ._I __ 2_.5_o _ __,IIL __ 2_.7_5 _ _...... 

LjP_o_st_-S_erv_~_e_m_re_ns_ity.::_/_co_m_,p~Ie_XI-'.ty'-------------''LI __ 2_.00 _ _......11.___2_.3_8 _ __, 

Additional Rationale 

CPT Code: 28039 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Current code 28043 (Excision, tumor, foot; subcutaneous tissue) will be deleted in 2010 and replaced by two new 
codes (P86 and P87). During the Harvard study, 10 orthopaedic surgeons were surveyed. Podiatry, the primary and 
significant provider of this service, was not involved. Pre and post times were predicted. This prediction resulted in 
no positioning time and no facility post-work (even though the code is typically performed in a facility). 



CPT Code: 28039 · · 
Pre-Time: With respect to the pre-service time, we recommend package lB with the following modifications: 

• Evaluation: No change. The 5 minutes allocated for moderate sedation by an anesthesiologist is replaced by 
5 minutes for the surgeon to perform a regional block. 

• Positioning: Add 5 minutes. Patient's leg is elevated and foot is stabilized. Opposite extremity is padded. 
Tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends an RVW that is the same as P50 to place this subcutaneous 
code in correct rank order with the rest of the family of subcutaneous codes. Additionally, this value has been 
adjusted (decreased) to 5.34 RVWs to accomplish work neutrality in the family of subcutaneous soft tissue tumor 
codes. Along with the recommended time and visit information, this results in an IWPUT of 0.054. This is similar to 
the IWPUT for the reference code 28289. The RVW is less than the reference code, accounting for less office visits. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 28043 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 



CPT Code: 28039 ' 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 28525 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 21556 

CPT Code:21556 Tracking Number P9 Specialty Society Recommended RVU: 7.53 

Global Period: 090 RUC Recommended RVU: 7.53 

CPT Descriptor: Excision, tumor, soft tissue of neck or anterior thorax, subfascial (eg, intramuscular); less than 5 em 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 45-year-old male undergoes excision of a 3 em tumor deep in the posterior-lateral para­
spinal region of the neck behind the sternocleidomastoid. 

Percentage of Survey Respondents who found Vignette to be Typical: 89% 

Percent of survey respondents who stated they perform the procedure; In the hospitallOO% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 64% , Kept overnight (less than 24 hours) 32% , Admitted (more than 24 hours) 4% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 78% 

· s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
lercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and inulging studies with special attention to review of x-ray, CT, MRI, 
MRA. Meet with patient/family to review planned procedure and post-operative management. Review and have patient 
sign informed consent. Assure appropriate selection, timing, and administration of anticoagulation meds. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After 
induction of anesthesia in supine position, assist with patient prone positioning and adjusting the OR table and anesthesia 
lines so that the operative site is assessable. Assess position of the extremities and head, adjust as needed. Indicate 
areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform surgical "time out" with operating 
surgical team. 

Description of Intra-Service Work: Under anesthesia, a longitudinal incision is made over the posterior-cervical triangle. 
The platysma is identified and split with the major portion retracted anteriorly. The posterior portion of the 
sternocleidomastoid and the interval between the sternocleidomastoid and the anterior trapezius is identified. Within that 
interval, great care is necessary to avoid injuring the spinal accessory nerve root which innervates the muscles. 
Dissection is carried deep between those two muscles. Sensory branches of the cervical nerves to the skin cross the 

Jsterior portion of the sternocleidomastoid muscle and are protected. The branch of the transverse cervical artery in 
.. ae inferior portion of the wound has to be ligated and incised. The carotid sheath and jugular vein can be palpated 
anteriorly in the incision and are carefully retracted. out of the field. Several perforating vessels off the jugular vein are 
C!!so ligated and incised. As the interval is further explored, the mass is palpable deep within the wound. At this point, 
in the inferior portion of the incision, the omo-hyoid muscle is identified posteriorly, the levator scapula and the middle 
scalene muscles are identified in the proximal wound, and the anterior scalene identified in the proximal anterior wound. 
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CPT Code: 21556 
The mass itself is sitting directly between them and has spread them apart. The mass is then identified and appears to 

be consistent with the MRI which showed hom~enous mass consistent with a lipoma. Since it is a lipoma, a marginal 
resection will be performed. The mass is peeled off the anterior scalene muscle and the omo-hyoid and gradually 
retracted off the anterior portion of the wound. This is freed up from the back of the carotid sheath and the jugular Vf 

Several small feeding vessels into the lipoma are ligated and incised. Inferior in the wound, the brachial plexus can 
palpated deep in the interval between the anterior and middle scalene. It is directly underneath and adherent to the 
underside of the lipoma. Very carefully the nerve roots are retracted and the lipoma is carefully dissected off the major 
trunks of the brachial plexus in the bottom of the wound. Next to the brachial plexus, the take off of the subclavian 
artery and vein can be seen. Several small perforating branches can be seen there and these are retracted out of the way 
as well as the suprascapular artery coming off the base of the thyro-cervical trunk. Once that area is identified, the rest 
of the lipoma is gently dissected off the brachial plexus and is removed in block. Since it is lipoma, frozen sections are 
not performed on the margins. The mass is handed off the field. The gloves and instruments are changed and the 
wound is copiously irrigated. Hemostasis is obtained. The top of the brachial plexus is inspected to make sure that 
there is no damage to any of the major nerve trunks. The spinal accessory nerve proximally in the wound can be seen as 
it goes underneath the sternocleidomastoid and trapezius and that is also inspected to make sure there is no injury. A 
drain is placed with great care to make sure it's not on either the subclavian vessels or carotid sheath. This is brought 
out posteriorly. The posterior triangle also has several lymph nodes in the area and the lymph chain here had to be 
carefully protected since in a lipoma there is no need to remove _the lymph nodes. The muscles are allowed to retract 
back into their original location. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Steri-strips and a compression dressing are applied to the neck. A cervical collar is 
applied to help control head rotation. Discuss postoperative care with recovery room staff. Take specimen to 
pathology, along with the appropriate history and information. The MRI is also shown to the pathologist so they can 
coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write brief 
operative note and medication orders. Monitor patient stabilization in the recovery room, including a recheck of 
hematocrit. The patient will be put on an oxygen monitor since with neck surgery any hematoma could .put pressure on 
the trachea. After patient is awake, discuss surgery outcome with patient. Dictate operative report and 
medical record documentation. Communicate with other professionals and with patient and patient's family. 
patient, assessing hemodynamic status and drain. Wound care and close observation are important to av~id or orc,mtJitf 
treat wound hematoma. Consider relevant data, options, and risks and make the decision for discharge. Discuss 
aftercare treatment with the patient, family and other healthcare professionals, including home restrictions (ie, activity, 
bathing). Reconcile medications and write order for pain medication. Inform the primary care or referring physician of 
discharge plans. All appropriate medical records are completed, including discharge summary .. and discharge 
instructions, and insurance forms. The patient will be examined in the office the next day and for several more visits 
through the 90-day global period. Remove dressings, assess wound healing, and redress wound. Remove sutures and 
drain when appropriate. Discuss pathology report when available. Order and review periodic lab and/or imaging, as 
necessary. Assess functional recovery and determine whether there is a need for physical therapy. Reconcile 
medication(s). Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss 
progress with PCP (verbal and written). Dictate progress notes for medical record. 

725 



CPT Code: 21556 
SURVEY DATA 
RUC Meeting Date {mm/yyyy} jo112oo9 

IPresenter{s}: Christopher Senkowski, MD FAGS; Jane Dillon, MD FAGS 

3pecialty{s}: general surgery; otolaryngology 

CPT Code: 21556 

Sample Size: 75 'Resp N: 30 I Response: 4000 % 

Sample Type: Random 

Low 25th DCtl Median* 75th octl H!g_h 

Service Performance Rate 1000 2000 2.00 5o00 10000 

Survey RVW: 5o00 7o00 7.75 11010 18000 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 40000 50000 60.00 75000 120000 

Immediate Post Service-Time: 25.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 
Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit{s}: 62.00 99211x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 
1rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

0 0 0 0 
k*Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: J21556 Recommended Physician Work RVU: 7.53 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 25.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

""lischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

~ffice time/visit{s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
38510 

Global 
010 

WorkRVU 
6.69 

CPT Descriptor Biopsy or excision of lymph node(s); open, deep cervical node(s) 

KEY MPC COMPARISON CODES: 

CPT Code: 21556 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 16 % of respondents: 53.3 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

21556 38510 

I Median Pre-Service Time II 68.00 II 45.00 

I Median Intra-Service Time II 60.00 II 45.00 

Median Immediate Post-service Time 25.00 20.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

Median Office Visit Time 62.0 23.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time ~I 
152.00 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

\fental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of ._ __ 2_.9_3 _ _.1 ._1 __ 2_.6_7 _ ___, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L..-_2_.80 _ __.1 ..._I __ 2_.4_7 _ ___, 

._lu_r~~-n~cy~o_f_m_edi_._cal_dec_is_w_n_~-·~--------~1._1 __ 2_.7_3 _ _.1'-1 __ 2_.00 __ ~ 

Technical Skill/Physical Effort (Mean) 

'-1 T_ec_hni_._cal_skil_· l_r_eqwr~· ed ___________ ---JI..._I _3_.2_7 _ _.1 '-1 __ 3_.0_7_---J 

..._I P_,hy:......si_.cal_effi_o_rt_reqwr_.__·_ed ___________ _.l ._I _3_.00 _ ___.1 '-1 __ 3._00 _ __. 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality IIL..-_2_.7_3 _ _.1 '-' __ 2_. 7_3_---' 

1'-0u_tc_om_e _de..:..pe_nds __ on_th_e_s_kill_· _and---'J::....u....:dgm:::..._e_nt_o_f..!..ph~y~si_ci_an __ ___JI ._1 __ 3_.3_3_~1 '-1 __ 3_.20 __ ~ 

I,_Es_nma_· _ted_ris_k_o_f_mal~p_ra_cn_·ce_sw_·t_WI_._th ..... poo_r_o_ut_co_m_e ___ __.l ._1 __ 2_.8_7 _ _.1 ._I __ 3_.00 __ _, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I._Pr_e-_S_e_rv_ice_int_ens_i~ty~/co_m..!..pl_eXI_ . ..::..ty _________ ___JI ._I __ 2_.7_1 _ _.1 ._1 __ 2_.7_9 _ ___, 

'-IIntra __ -Se_rn_·ce_int_e_ns_ity::...l_co_mp~le_xi...::.ty ________ __~l..._l __ 2_.8_6 _ _.1 '-1 __ 3_.0_7_~ 

._I P_o_st_-S_erv_ice_int_e_ns_ity..:../_c_omp_._le_XI"""'·ty....._ ________ __,l ._1 __ 2_.0_7 _ _.1 ._1 __ 2_.0_7 _ ___, 

Additional Rationale 

CPT Code: 21556 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and fonnat . 

..:ompelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 21556 
Current code 21556 (Excision tumor, soft tissue of neck or thorax; deep, subfascial, intramuscular) will be deleted in 
2010 and replaced by two new codes (P9 and P10). During the Harvard study, 10 general surgeons were surveyed. 
Otolaryngology was not involved. Pre and post times were predicted. No positioning work was recorded. 

2. Evidence that technology has changed physician work (i.e .. diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of ~uperior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change · 
• Positioning: Add 17 minutes for prone positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 7.53 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of0.045. This RVW is greater than the reference code 38510 which has a 10-day global 
period, one post-op office visit, and less intra-op time. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 21556 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. 
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CPT Code: 21556 

Specialty How often? 

~pecialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 21554 

CPT Code:21554 Tracking Number PlO Specialty Society Recommended RVU: 12.47 

Global Period: 090 RUC Recommended RVU: 11.00 

CPT Descriptor: Excision, tumor, soft tissue of neck or anterior thorax, subfascial (eg, intramuscular); 5 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 45-year-old male undergoes excision of a 9 em tumor deep in the posterior-lateral para­
spinal region of the neck behind the sternocleidomastoid. 

Percentage of Survey Respondents who found Vignette to be Typical: 89% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 11% , Kept overnight (less than 24 hours) 61% , Admitted (more than 24 hours) 29% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 94% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology. Meet with patient/family to review planned procedure and post-operative 
management. Review and have patient sign informed consent. Assure appropriate selection, timing, and administration 
of anticoagulation meds. Review length and type of anesthesia with anesthesiologist. Verify that all required 
instruments and supplies are available. After induction of anesthesia in supine position, assist with patient prone 
positioning and adjusting the OR table and anesthesia lines so that the operative site is assessable. Assess position of the 
extremities and head, adjust as needed. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and 
gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, a longitudinal incision is made over the posterior-cervical triangle. 
The platysma is identified and split with the major portion retracted anteriorly. The posterior portion of the 

sternocleidomastoid and the interval between the sternocleidomastoid and the anterior trapezius is identified. Within that 
interval, great care is necessary to avoid injuring the spinal accessory nerve root which innervates the muscles. 
Dissection is carried deep between those two muscles. Sensory branches of the cervical nerves to the skin cross thl" 
posterior portion of the sternocleidomastoid muscle and are protected. The branch of the transverse cervical artery 
the inferior portion of the wound has to be ligated and incised. The carotid sheath and jugular vein can be palpate.._ 
anteriorly in the incision and are carefully retracted out of the field. Several perforating vessels off the jugular vein are 
also ligated and incised. As the interval is further explored, the mass is palpable deep within the wound. At this point, 
in the inferior portion of the incision, the omo-hyoid muscle is identified posteriorly, the levator scapula and the middle 
scalene muscles are identified in the proximal wound, and the anterior scalene identified in the proximal anterior wound. 
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CPT Code: 21554 
The mass itself is sitting directly between them and has spread them apart. The mass is then identified and appears to 

be consistent with the MRI which showed homogenous mass consistent with a lipoma. Since it is a lipoma, a marginal 
resection will be performed. The mass is peeled off the anterior scalene muscle and the omo-hyoid and gradually 
·etracted off the anterior portion of the wound. This is freed up from the back of the carotid sheath and the jugular vein. 
Several small feeding vessels into the lipoma are ligated and incised. Inferior in the wound, the brachial plexus can be 

palpated deep in the interval between the anterior and middle scalene. It is directly underneath and adherent to the 
underside of the lipoma. Very carefully the nerve roots are retracted and the lipoma is carefully dissected off the major 
trunks of the brachial plexus in the bottom of the wound. Next to the brachial plexus, the take off of the subclavian 
artery and vein can be seen. Several small perforating branches can be seen there and these are retracted out of the way 
as well as the suprascapular artery coming off the base of the thyro-cervical trunk. Once that area is identified, the rest 
of the lipoma is gently dissected off the brachial plexus and is removed in block. Since it is lipoma, frozen sections are 
not performed on the margins. The mass is handed off the field. The gloves and instruments are changed and the 
wound is copiously irrigated. Hemostasis is obtained. The top of the brachial plexus is inspected to make sure that 
there is no damage to any of the major nerve trunks. The spinal accessory nerve proximally in the wound can be seen as 
it goes underneath the sternocleidomastoid and trapezius and that is also inspected to make sure there is no injury. A 
drain is placed with great care to make sure it's not on either the subclavian vessels or carotid sheath. This is brought 
out posteriorly. The posterior triangle also has several lymph nodes in the area and the lymph chain here had to be 
carefully protected since in a lipoma there is no need to remove the lymph nodes. The muscles are allowed to retract 
back into their original location. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Steri-strips and a compression dressing are applied to the neck. A cervical collar is 
applied to help control head rotation. Discuss postoperative care with recovery room staff. Take specimen to 
pathology, along with the appropriate history and information. The MRI is also shown to the pathologist so they can 
coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write brief 
operative note and medication orders. Monitor patient stabilization in the recovery room, including a recheck of 
hematocrit. The patient will be put on an oxygen monitor since with neck surgery any hematoma could put pressure on 
the trachea. After patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical floor 
nd discuss ongoing care with floor nurses. Dictate operative report and complete medical record documentation. Later 

on the day of surgery, review medical records and interval data charted. Communicate with other professionals and 
with patient and patient's family. Perform an expanded problem focused exam, assessing hemodynamic status and 
drain. Wound care and close observation are important to avoid or promptly treat wound hematoma. Consider relevant 
data, options, and risks and revise treatment plan as necessary. The next day, review medical records and interval data 
charted. Examine and talk with patient. Take down dressings, asses wound and patient status, and make the decision 
for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy and 
outpatient formulary and write order for pain medication. Inform the primary care or referring physician of discharge 
plans. All appropriate medical records are completed, including discharge summary and discharge instructions, and 
insurance forms. The patient will be examined in the office the next day and for several more visits through the 90-day 
global period. Remove dressings, assess wound healing, and redress wound. Remove sutures and drains when 
appropriate. Discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. 
Assess functional recovery and determine whether there is a need for physical therapy. Reconcile medication(s). Revise 
treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal 
and written). Dictate progress notes for medical record. 
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CPT Code: 21554 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter(s): Christopher Senkowski, MD FAGS; Jane Dillon, MD FAGS 

Specialty(s): general surgery; otolaryngology 

CPT Code: 21554 

Sample Size: 75 IResp N: 30 
I 

Response: 40.0 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hi.Q.h 
Service Performance Rate 0.00 1.00 2.00 4.00 15.00 

SurveyRVW: 7.78 11.00 12.84 14.00 21.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 60.00 68.00 90.00 100.00 180.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238( 
99239 (55); 99211 (7}; 99212 (16); 99213 (23}; 99214 (40); 99215 (55); 99354 (60); 99355 (30}; 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 121554 Recommended Physician Work RVU: 12.47 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 90.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
38700 

Global 
090 

CPT Descriptor Suprahyoid lymphadenectomy 

KEY MPC COMPARISON CODES: 

WorkRVU 
12.68 

CPT Code: 21554 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 10 % of respondents: 33.3 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPr Code: CPT Code: RUCTime 

21554 38700 

I Median Pre-Service Time II 80.00 II 60.00 

I Median Intra-Service Time II 90.00 II 90.00 

30.00 30.00 

0.0 0.00 

20.0 20.00 

38.0 38.00 

I 
62.0 62.00 

0.0 0.00 

~ 300.00 

734 



INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of L..-_3_.80 _ __....~1 ._I __ 3_.5~0 _ __....~ 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~....-._3.5_o_......~l ~....1 __ 3_.5o _ ____~ 

._I U--'rg:::...e_nc...::.y_o_f m_edi_·cal_dec_is_io_n_making_· ..::._ _______ .....~I L--1 _2_. 7....;.0_....~IIL-__ 2_.,;_;50_----I 

Technical Skiii/Phvsical Effort (Mean) 

L..l T;.;;.ec;;.;;;hni;;;;;·....;.cal;;;..s;;.;;;kil;;;;;. l;.;;.re.;..;lqwr~·....;.ed.;__ __________ __JI ._I __ 3.90 _ ___.1 ._I __ 3._30 _ ___. 

._I P__,hy:.....si_cal_effi_o_rt_reqwr....:._· _ed __________ __.l ._I __ 3.60_-----~1._1 _ _.;_3._10_----l 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 3_.5_0_......~1 ._I __ 3_.5_0 _ __. 

._I Ou_tc_om_e _depe~nds_o_n_th_e_s_kill_and--=-ju_d-=gm_ent_of_._p-'hy"-s_ic_ian __ _____.l ._I __ 4_.3_0_....~IIL..-__ 3_.80 __ ......~ 

L...l Es.....,nma_· _ted_ns ...... · k.....,o.;.:f~mal=p_ra_cn_·ce_sw_·t_WI_·th~poo.;..;.....r...:..ou.....,tco.:..:..::m:.:...e ___ __JI ._I __ 3_.5_o _ _.IIL--_..:..3..:...5...:..0 _ __. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

l._~_e_-S_e_~_ic_e_m_te_ns ...... ity~/-c_omp~le_~~·ty:...__ ________ ~l._l __ 3_.~ _ __.1._1 __ 3_.60_----l 

._IIntra __ -S_em_·ce_int_ens____,ity--'/c_o_mp._l_e~_·ty.__ _______ __.l L--1 _3_.80 _ __.1 ._I __ 3_.~ _ ___. 

L...l P_o_st-_S_e~_~_·ce_Int_· _ens____,ity"-lc_o_m_,_p_le~_-ty..:...._ ________ __JI ._I __ 2_.5_0_....~1 ._I __ 2_. 7_0 _ __....~ 

Additional Rationale 

CPT Code: 21554 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate forrrutla and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 21554 
Current code 21556 (Excision tumor, soft tissue of neck or thorax; deep, subfascial, intramuscular) will be deleted in 
2010 and replaced by two new codes (P9 and P10). During the Harvard study, 10 general surgeons were surveyed. 
Otolaryngology was not involved. Pre and post times were predicted. No positioning work was recorded. 

L Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: No change. 
• Positioning: Add 17 minutes for prone positioning. 
• Scrub/Dress/Wait: No change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring. 
The surgeon will examine the patient later on the day of the procedure. The consensus committee recommends the 
survey median RVW adjusted down to 12.47 to maintain the survey-based relativity in relation to the subcutaneous 
codes which are being presented as work neutral (the survey median has been reduced by 2.88%). Along with the 
recommended time and visit information, this results in an IWPUT of 0.066. This RVW is similar to the reference 
code 38700 which requires similar intra-op time and work and similar total work. 

SERVICES REPORTED WITI1 MULTIPLE CPT CODES 

Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 
0 

0 
0 
0 
0 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

~ow was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
.ode is reviewed) 21556 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
Ifthe recommendation is from multiple specialties, please provide information for each specialty. 
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Specialty Excel File for all soft tissue tumor codes will be provided. 

Specialty How often? 

Specialty How often? 

CPT Code: 21554 
How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 22900 

CPT Code:22900 Tracking Number P21 Specialty Society Recommended RVU: 8.21 

Global Period: 090 RUC Recommended RVU: 8.21 

CPT Descriptor: Excision, tumor, soft tissue of abdominal wall, subfascial (eg, intramuscular); less than 5 em 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 40-year-old male undergoes excision of a 4 em lipoma of the external oblique muscle. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 97% , In the ASC 0%, In the 
office 3% 

Percentofsurvey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 39% , Kept overnight (less than 24 hours) 39% , Admitted (more than 24 hours) 21% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 85% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
..,ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. 
Patient is placed in supine position. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. 
Perform surgical "time out" with operating surgical team. Local anesthesia is infiltrated into the marked incision site as 
preemptive analgesia. 

Description of Intra-Service Work: An incision is made through the skin and subcutaneous tissue over the lesion. 
Subcutaneous flaps are raised with electrocautery. The external oblique muscle is exposed around the tumor. The 
tumor is excised along with surrounding muscle using electrocautery and dissection. As the tumor is lifted out of the 
wound, small lymphatics and feeding blood vessels are ligated. Hemostasis is secured with electrocautery and sutures 
where needed. The wound is inspected and irrigated. Devitalized muscle is debrided. Where possible, the muscle 
fascial defect is approximated. A Penrose drain is placed in the cavitary defect. The wound is closed in layers with 
interrupted sutures. 

'escription of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
.,pecimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist so 
they can coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write 
brief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss ongoing care with floor 
nurses. Dictate operative report and complete medical record documentation. Later on the day of surgery, review · 
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CPT Code: 22900 
medical records and interval data charted. Communicate with other professionals and with patient and patient's family .. 
Exam patient, assessing neurovascular status and drain. Wound care and close observation are important to avoid or 
promptly treat wound hematoma. Order and review imaging as necessary. Consider relevant data, options, and risks 
and revise treatment plan as necessary. The next day, review medical records and interval data charted. Examine 
talk with patient. Take down dressings, asses wound and patient status, and make the decision for discharge. Disc, 
aftercare treatment with the patient, family and other healthcare professionals, including home restrictions (ie, activity, 
bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy and outpatient formulary and 
write order for pain medication. Inform the primary care or referring physician of discharge plans. All appropriate 
medical records are completed, including discharge summary and discharge instructions, and insurance forms. The 
patient will be examined in the office within a week and for several more visits through the 90-day global period. 
Remove dressings, assess wound healing, and redress wound. Remove sutures when appropriate. Discuss pathology 
report when available. Order and review periodic lab and/or imaging, as necessary. Order physical therapy and assess 
functional recovery. Order medications as necessary. Revise treatment plan(s) and communicate with patient and 
family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 22900 
SURVEY DATA 
IRUC Meeting Date (mm/yyyy) 101/2009 

, ........... ,\~]. ~J Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

ialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 22900 

Sample Size: 100 IResp N: 34 
I 

Response: 34.0 % 

Sample Type: Random 

.!.&w 25th octl Median* 75th octl Hi® 
Sc. vi\o .. Performance Rate 0.00 2.00 3.00 5.00 10.00 

!Survey RVW: 5.00 7.89 9.00 11.50 20.00 

Pre-Service Evaluation Time: 40.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 30.00 45.00 60.00 60.00 120.00 

Immediate Post Service-Time: 20.00 

~ost01 ,_v~ Total Min** I CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

10ffice time/visit(s}: 55.00 99211 x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

'*Physician standard total minutes per ElM visrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 122900 Recommended Physician Work RVU: 8.21 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

""ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

..Jffice time/visit(s}: 55.00 99211 x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
49505 

Global 
090 

WorkRVU 
7.88 

CPT Descriptor Repair initial inguinal hernia, age 5 years or older; reducible 

KEY MPC COMPARISON CODES: 

CPT Code: 22900 

Time Source 
RUCTime · 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing ~e data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 9 % of respondents: 26.4 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

22900 49505 

I Median Pre-Service Time II 51.00 II 50.00 

l Median Intra-Service Time II 60.00 II 70.00 

Median Immediate Post-service Time 20.00 II 2o.oo 

Median Critical Care Time 0.0 I 0.00 

Median Other Hospital Visit Time 20.0 I 0.00 

Median Discharge Day Management Time 38.0 I 19.00 

Median Office Visit Time 55.0 I 39.00 

0.0 I 0.00 

~ 198.00 

Prolonged Services Time 

I Median Total Time 
Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

tlental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of .___3_.00_---'11 
management options that must be considered '-------' 

2.78 

The amount and/or complexity of medical records, diagnostic 
tests, and! or other information that must be reviewed and analyzed 

.____2.7_8____.11~_2.44 _ ___. 

'-1 U_r~ge_nc....:y:....o.;...f_m_edi_._cal_dec_is_io_n_makin_ . ....:g"------------~' ._I __ 2_.8_9_ ..... 1 ._1 __ 2_.5_6 _ ___, 

Technical Skill/Physical Effort (Mean) 

I._T_ec_hni_·cal_s_kill_required....!.-·--------------'l ._I _3_.22 _ ___.1._1 __ 3._00 _ ___, 

'-IP_~~s_ical_e_ffo_n_r_e~~·ed ___________ ___.l._l _2_.8_9_~11 
'--------' 

2.67 

Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and! or mortality I .... 1 __ 2_.7_8 _ _,1 ._I __ 2_.44 __ _. 

~...:1 Out:..:;;..:co:...:.m::::.:...e ..::.depe=nds=-..:..:on:...th_e_s.;...kill.;.;; . .;...and.;.;;.;_J::....u...;.;dgm::..;....e..::.nt.;...o:...:.f~p;;;.:hY:....Sl..;.·c~an..::.· ~-----~' ._I __ 3_.22_---'11._ __ 2._8_9 _ ____. 

I Es_tima_ted_ns_· _k_of_mal----"p:....ra_c_ti_ce_s_u_it_Wl_·th_poo~_r _ou_tco_m_e ___ ____.l ._1 __ 2_.7_8_~1 ._I __ 2._8_9 _ ____. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

._l~_~_se_~_i_ce_int_ens_l....:·ty~/c_o_m~p_le_xi~ty _________ ___.l'-1 __ 2_.8_9_~1'-1 __ 2_.6_7 _ ____. 

._lhmrn __ -S_e_fVl_·re_inte_ns_i~ty_lc_omp~l_e~_·ty~------------'1.._1 __ 2_.8_9_ ...... 1._1 __ 2_.7_8 _ ___, 

._I P_o_st_-S_efVl_·re_int_e_ns_ity.:../_co_m-'p'-le_~-'·ty'-------------'1 '-j __ 2_.5_6_...Jj '-, __ 2_.3_3 _ ____. 

Additional Rationale 

CPT Code: 22900 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
/WPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
'?.ecommendations for the appropriate formula and forrno.t. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 22900 
Current code 22900 (Excision, abdominal wall tumor, subfascial (eg, desmoid)) will be deleted in 2010 and replaced 
by two new codes (P21 and P22). During the Harvard study, 14 general surgeons were surveyed. The data that 
included hospital work was truncated by the RUC based on Medicare frequency. The typical patient is not Medicare­
age and these patients will typically require a drain and will stay overnight in the hospital for monitoring. Further, 
without requiring a RUC survey in 1995 during the first 5-year-review, the code was reduced based on a comment 
letter. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with no changes 

Recommendation: The consensus committee recommends an RVW that is midway between the survey 25m percentile 
and median to place this code in correct rank order with the rest of the family of sub facial codes. Additionally, this 
value has been adjusted (decreased) to 8.21 to maintain the survey-based relativity in relation to the subcutaneous 
codes which are being presented as work neutral (the survey statistic has been reduced by 2.88%). Along with the 
recommended time and visit information, this results in an IWPUT of 0.050. The RVW is greater than the reference 
code 49505, which has less post-op work. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unliste., 
code is reviewed) 22900 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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CPT Code: 22900 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

c;;pecialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

>o many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLO 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMMffiNDATION 

CPT Code: 22901 

CPT Code:22901 Tracking Number P22 Specialty Society Recommended RVU: 11.65 

Global Period: 090 RUC Recommended RVU: 10.00 

CPT Descriptor: Excision, tumor, soft tissue of abdominal wall, subfascial (eg, intramuscular); 5 em or greater 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: A 35-year-old female undergoes excision of a 9 em lipoma of the external oblique muscle. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in ·the hospital, stated the patient is; 
Discharged the same day 6% , Kept overnight (less than 24 hours) 71% , Admitted (more than 24 hours) 24% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 79% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies with special attention to review of 
x-ray, CT, MRI, MRA. Meet with patient/family to review planned procedure and post-operative management. 
Review and have patient sign informed consent. Review length and type of anesthesia with anesthesiologist. Assure 
appropriate selection, timing, and administration of antibiotic and anticoagulation. Verify that all required instruments 
and supplies are available. Patient is placed in supine position. Indicate areas of skin to be prepped and mark surgical 
incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. Local anesthesia is infiltrated 
into the marked incision site as preemptive analgesia. 

Description of Intra-Service Work: An incision is made through the skin and subcutaneous tissue over the lesion. 
Subcutaneous flaps are raised with electrocautery. The musculature is exposed around the tumor. The fascia is incised 
and part of it is included with the specimen in the dissection for proper margins. The tumor is excised along with 
surrounding muscle using electrocautery and dissection. As the tumor is lifted out of the wound, small lymphatics and 
feeding blood vessels are ligated. The deep fascia is inspected for involvement by the tumor as are the ribs and 
intercostal muscles. If deep margins involved then resection to the periosteum of the ribs and /or peritoneum is carried 
out. Hemostasis is secured with electrocautery and sutures where needed. The wound is inspected and irrigated 
Devitalized muscle is debrided. Where possible, the muscle fascial defect is approximated. A Penrose drain is placed 
the cavitary defect. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist so 
they can coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write 

745 



CPT Code: 22901 
brief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss ongoing care with floor 
nurses. Dictate operative report and complet~ medical record documentation. Later on the day of surgery, review 
medical records and interval data charted. Communicate with other professionals and with patient and patient's family. 
Exam patient, assessing neurovascular· status and drain. Wound care and close observation are important to avoid or 
promptly treat wound hematoma. Order and review imaging as necessary. Consider relevant data, options, and risks 
and revise treatment plan as necessary. The next day, review medical records and interval data charted. Examine and 
talk with patient. Take down dressings, asses wound and patient status, and make the decision for discharge. Discuss 
aftercare treatment with the patient, family and other healthcare professionals, including home restrictions (ie, activity, 
bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy and outpatient formulary and 
write order for pain medication. Inform the primary care or referring physician of discharge plans. All appropriate 
medical records are completed, including discharge summary and discharge instructions, and insurance forms. The 
patient will be examined in the office within a week and for several more visits through the 90-day global ~riod. 
Remove dressings, assess wound healing, and redress wound. Remove sutures when appropriate. Discuss pathology 
report when available. Order and review periodic lab and/or imaging, as necessary. Order physical therapy and assess 
functional recovery. Order medications as necessary. Revise treatment plan(s) and communicate with patient and 
family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 22901 
SURVEY DATA 
RUC Meeting Date (mm/yyyy} 101/2009 

Presenter(s}: Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s}: general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 22901 

Sample Size: 100 'Resp N: 34 I Response: 34.0 % 

Sample Type: Random 

Low 25th DCtl Median* 75th Dctl High 

Service Performance Rate 0.00 1.00 2.00 5.00 10.00 

SurveyRVW: 8.00 11.31 12.00 14.75 22.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 40.00 75.00 90.00 98.00 180.00 

Immediate Post Service-Time: 30.00 

Post 0Derative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s}: 55.00 99211x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

·•·•phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38), 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 122901 Recommended Physician Work RVU: 11.65 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 90.00 

Immediate Post Service-Time: 30.00 

Post 0Derative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s}: 55.00 99211 x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

747 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
49560 

Global 
090 

CPT Descriptor Repair initial incisional or ventral hernia; reducible 

KEY MPC COMPARISON CODES: 

WorkRVU 
11.84 

CPT Code: 22901 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % ofrespondents: 23.5 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

22901 49560 

I Median Pre-Service Time II 51.00~ II 45.00 

I Median Intra-Service Time II 90.00 II 90.00 

I Median Immediate Post-service Time 30.00 30.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 20.0 0.00 

I Median Discharge Day Management Time 38.0 19.00 

1edian Office Visit Time 55.0 39.00 

rolonged Services Time 0.0 0.00 

~ 223.00 I Median Total Time 
Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of ._I __ 3_.5_0 _ _.lj 
management options that must be considered '-----------....1 

2.63 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____3_.2_5_ ...... 1 ._I __ 3._oo _ ___. 

._lu~r~~-n~cy~o~f_m_edi_·cal __ dec __ ffi_w_n_~ ___ · ~--------------__.lj 

Technical SkiiiiPhysical Effort (Mean) 

._IT_~_ruu_._cal_s~_·l_r_e~~·-----------~~~ 

._IP_hy~s_ical __ e_ffo_rt_r_~~·------------------------~~~ 
Psychological Stress (Mean) 

2.88 j._l __ 2_.5_0 _ ____, 

3.75 I ._I __ 3._50 _ ___. 

3.38 I .__I __ 3.00 _ __. 

I The risk of significant complications, morbidity and/or mortality I ._I ___ 3_.3_8 __ ...... 1 .... 1 ____ 3_.3_8 __ ----J 

I Outcome depends on the s~ and judgment of physician II 3.88 11...__ ___ 3_.5_0 __ ----J 

._IE_smm_. __ ted __ ru_k_o_f_mru~p_rn_ro_·re_s_w_·t_m_·th~poo __ ro_u_~_om __ e ______ __.I._I __ 3_.7_5 _ _.11,__ ___ 3_.5_0 __ ----J 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

I.._ Pr_e_-S_e_rv_ire_inte_ns-'ity:..../c_o_m.._pl_eXI_.ty..__ ________ __.l._l _3_.5_0_ ...... 1 ._I __ 3_.00 _ ___. 

~.:I In:;.;tta.:.:.;_;-S:...:.eM:......:.;..c.;_e :;.;int:;.;.e:::ns...;;ity::.../_co_mp..!,_le_xi..::..ty ________________ _......l ._I ___ 3_.6_3 __ ...... 1 ._I __ 3_.2_5 _ _..... 

~.:I P:...:.o:;.;.st-..:.S.:.:erv:...:.i:.:..ce:..:int=ens::.I:.;:·ty~/c:...:.o.;.:.m~pl_eXI:...:..ty=------------------__.11 2.88 11.___2_.6_3 _ _..... 

Additional Rationale 

CPT Code: 22901 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 22901 
Current code 22900 (Excision, abdominal wall tumor, subfascial (eg, desmoid)) will be deleted in 2010 and replaced 
by two new codes (P21 and P22). During the Harvard study, 14 general surgeons were surveyed. The data that 
included hospital work was truncated by the RUC based on Medicare frequency. The typical patient is not Medicare­
age and these patients will typically require a drain and will stay overnight in the hospital for monitoring. Further, 
without requiring a RUC survey in 1995 during the first 5-year-review, the code was reduced based on a comment 
letter. 

2. Evidence that technology has changed physician work (i.e .. diffusion oftechnology). 
Over the·past ten ·years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

• Pre-Time: With respect to the pre-service time, we recommend package 3 with no changes. 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring. 
The surgeon will examine the patient later on the day of the procedure. The consensus committee recommends the 
survey median RVW adjusted down to 11.65 to maintain the survey-based relativity in relation to the subcutaneous 
codes which are being presented as work neutral (the survey median has been reduced by 2.88%). Along with the 
recommended time and visit information, this results in an IWPUT of 0.069. The RVW is similar to the reference 
code 49560, which has less post-op work. 

SERVICES REPORTED WITII MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

low was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 22900 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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CPT Code: 22901 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 23076· 

CPT Code:23076 Tracking Number P27 Specialty Society Recommended RVU: 7.28 

Global Period: 090 RUC Recommended RVU: 7.28 

CPT Descriptor: Excision, tumor, soft tissue of shoulder area, subfascial (eg, intramuscular); less than 5 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 47-year-old female undergoes excision of a 3.5 em lipoma deep within the subscapularis 
muscle. 

Percentage of Survey Respondents who found Vignette to be Typical: 94% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 60% , Kept overnight (less than 24 hours) 37% , Admitted (more than 24 hours) 3% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 92% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Verify that all required instruments and 
supplies are available. After induction of anesthesia in supine position, assist with lateral beach chair positioning, 
exposing the shoulder and stabilizing the patient's torso. Indicate areas of skin to be prepped and mark surgical 
incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: An incision is made over the anterior shoulder following the delto-pectoral groove. 
The subcutaneous tissue is incised and the cephalic vein is identified and dissected up to the coracoid process. The 
pectoralis major tendon inserting in the humerus is retracted. A retractor is placed under the deltoid to expose the 
proximal humerus. The pectoral fascia is incised and retracted medially and laterally. The shoulder is then externally 
rotated and dissection is performed on the inferior medial portion of the subscapularis muscle so a retractor could be 
gently inserted to protect the axillary nerve where it comes across the inferior portion of the wound. The shoulder is 
externally rotated the subscapularis inSertion on the anterior shoulder is identified and a retractor is used to retract the 
~onjoined tendon medially. The mass is able to be palpated just under the conjoined tendon both medial to it and lateral 

J it. With retractors medially holding the conjoined tendon, a horizontal split is made in the subscapularis muscle. This 
dissection is carried down until the tumor is encountered. The conjoined tendon is protected. Dissection is performed 
on both sides of the tendon. The musculocutaneus nerve is identified and protected. With the split in the subscapularis 
muscle accomplished, the lipoma is dissected out in one piece and handed out of the operative field. Retractors are used 
within the subscapularis to hold both the superior and inferior portions of it in place. The thoracoacromial arch is 
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CPT Code: 23076 
avoided during the surgery to minimize bleeding in the superior portion of the wound. The wound is irrigated. 
Instruments and gloves are then changed. The cavity in the subscapularis is carefully inspected and there is found to be 
no residual tumor. A deep drain is placed within the subscapularis and brought out the anterior skin flap. The defect in 
the sub-scapularis is closed with an interrupted suture. Since the conjoined tendon is left in place. The musculocutaneu'" 
nerve entering medial side of the biceps is inspected and found to be intact. The retractors protecting the inferior porti; 
of the subscapularis are removed. The retractor holding back the cephalic vein is also removed. The wound is closed n. 
layers. 

Description of Post-Service Work: Apply sterile dressings and shoulder immobilizer. Discuss postoperative care with 
recovery room staff. Take specimen to pathology, along with the appropriate history and information. The MRI is also 
shown to the pathologist to coordinate orientation of the specimen and location. Discuss surgery outcome with patient's 
family. Write brief operative note and medication orders. Monitor patient stabilization in the recovery room and 
neurovascular status of the operated extremity. After patient is awake, discuss surgery outcome with patient. Dictate 
operative report and complete medical record documentation. Communicate with other professionals and with patient 
and patient's family. Consider relevant data, options, and risks and make the decision for discharge. Discuss aftercare 
treatment with the patient, family and other healthcare professionals, including home restrictions (ie, activity, bathing). 
Reconcile medications and write order for pain medication. Inform the primary care or referring physician of discharge 
plans. All appropriate medical records are completed, including discharge summary and discharge instructions, and 
insurance forms. The patient will be examined in the office within one or two days and for several more visits through 
the 90-day global period to remove dressings, assess wound healing, assess neurovascular status and redress wound; 
remove- sutures; and discuss pathology report when available. Order and review periodic lab and/or imaging, as 
necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment plan(s) and 
communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate 
progress notes for medical record. 
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CPT Code: 23076 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) lo112oo9 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 23076 

Sample Size: 100 'Resp N: 35 ,_ Response: 35.0 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hi.Q.h 

Service Performance Rate 1.00 2.00 5.00 8.00 25.00 

SurveyRVW: 6.00 7.50 8.50 9.75 20.00 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 30.00 45.00 60.00 60.00 120.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 62.00 99211x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

'*Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30}; 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 123076 Recommended Physician Work RVU: 7.28 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

ffice time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

!Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
13132 

Global 
010 

WorkRVU 
6.48 

CPT Code: 23076 

Time Source 
RUCTime 

CPT Descriptor Repair, complex, forehead, cheeks, chin, mouth, neck, axillae, genitalia, hands and/or feet; 2.6 em to 
7.5cm 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 5 %of respondents: 14.2 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPI'Code: RUCTime 

23076 13132 

I Median Pre-Service Time II 60.00 II 30.00 

I Median lntta-Service Time II 60.00 II 45.00 

I Median Immediate Post-service Time 20.00 15.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 19.0 0.00 

I Median Office Visit Time 62.0 46.00 

0.0 I 0.00 

1~1 136.00 
I Prolonged Services Time 

I Median Total Time 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of 2.88 II 
management options that must be considered L----.....l L-------l 2.63 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___3_.2_5 ___.I ,_1 __ 2.8_8 _ _.1 

._I U_r..:::ge_n-'cy::....o_f_m_edi_.cal_dec_is_io_n_making_.-=:... ________ _.1 ,_1 __ 3_.38_---JI ,_1 __ 3_.2_5_---l 

Technical Skiii/Physical Effort (Mean) 

~...IT_ec_hni_·ca~_s~_-_l_r~~·-ed ___________ ~l~...l __ 3_.3_8_~1~...1 __ 3_.2_5_~ 

~...IP_h::....~_ical_e_ffi_ort_f_~~·-ed ___________ ~I,_I __ 3_.3_8_....JI,_I __ 3_.1_3_~ 
Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ,_1 __ 3_.2_5_....JI ,_1 __ 3_.1_3_~ 

~..I Ou_tc_o_m_e_depe~nds __ on_th;....e~skill_· _and_J::..·u-'dgm~e_nt_o_f~ph...:y;....sl_·c~an_· ___ _.I ~...1 __ 3_.2_5_~1 ~..I __ 3_.2_5_~ 

I~...Es_runa_· _ted_ns_· _k _of_mal___,p._ra_c_tice_SUl_._t _Wl_.th--'poo:...-r_o_ut_co_m_e ___ ----11 ~...1 __ 3_.3_8 _ _.1 ,_1 __ 3_.2_5 _ _.. 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI'Code Reference 
Service 1 

._I Pr_e-_Se_m_·c_e_int_e_ns_i...:.ty_lco_mp~le_Xl-'·ty=-----------~' ~..I _;....3_.00 _ __.1 ~...1 __ 2_.6_3 _ _J 

~..I Intra ___ -Se.:...;_rv_ice_int_e_ns_i....::ty.;.;/c;..:.o::.mp!:..l_eXI_.ty..::....... ________ __JI ,_1 __ 2_.8_8_....JI L-1 __ 2_._75_~ 

~..I P_o_st_-S_em_·c_e_int_e_ns_ity.:../_c_om--'p'-le_XI_.ty::........ ________ --'1 ~...1 __ 2_.8_8 _ _.1 ~-.1 __ 2_._50_~ 

Additional Rationale 

CPT Code: 23076 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fo17111.lla and fonnat . 

...:ompelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 23076 
Current code 23076 (Excision, soft tissue tumor, shoulder area; deep, subfascial, or intramuscular) will be deleted in 
2010 and replaced by two new codes (P27 and P28). During the Harvard study, 13 orthopaedic surgeons were 
surveyed. General surgery, the primary provider of this service, was not involved. The current survey, which 
includes general surgeons results in different time and visi! _data. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, the patient will be repositioned in 

beach chair and slightly lateral to expose the shoulder and stabilize the patient's torso. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey 25m percentile RVW adjusted down to 7.28 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey statistic has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.046. This RVW is slightly greater than the 10-day global reference code, accounting for 
additional intra-op time and post-op work and is less than the current RVW for 23076. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
·CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlist 
code is reviewed) 23076 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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CPT Code: 23076 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

)o many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLU 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 23073 

CPT Code:23073 Tracking Number P28 Specialty Society Recommended RVU: 10.93 

Global Period: 090 RUC Recommended RVU: 10.00 

CPT Descriptor: Excision, tumor, soft tissue of shoulder area, subfascial (eg, intramuscular); 5 em or greater 

CLINICAL DESCRIPfiON OF SERVICE: 

Vignette Used in Survey: A 47-year-old female undergoes excision of a 7.5 em lipoma deep within the subscapularis 
muscle. 

Percentage of Survey Respondents who found Vignette to be Typical: 86% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 6% , Kept overnight (less than 24 hours) 69% , Admitted (more than 24 hours) 26% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 92% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and 
administration of antibiotic. Verify that all required instruments and supplies are available. After induction of 
anesthesia in supine position, assist with lateral beach chair positioning, exposing the shoulder and stabilizing the 
patient's torso. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform surgical 
"time out" with operating surgical team. 

Description of Intra-Service Work: An incision is made over the anterior shoulder following the delto-pectoral groove. 
The subcutaneous tissue is incised and the cephalic vein is identified and dissected up to the coracoid process. The 
pectoralis major tendon inserting in the humerus is retracted. A retractor is placed under the deltoid to expose the 
proximal humerus. The pectoral fascia is incised and retracted medially and laterally. The shoulder is then externally 
rotated and dissection is performed on the inferior medial portion of the subscapularis muscle so a retractor could be 
gently inserted to protect the axillary nerve where it comes across the inferior portion of the wound. The shoulder is 
externally rotated the subscapularis insertion on the anterior shoulder is identified and a retractor is used to retract 1 

conjoined tendon medially. The mass is able to be palpated just under the conjoined tendon both medial to it and lateL 
to it. With retractors medially holding the conjoined tendon, a horizontal split is made in the subscapularis muscle. This 
dissection is carried down until the tumor is encountered. The corlioined tendon is protected. Dissection is performed 
on both sides of the tendon. The musculocutaneus nerve is identified and protected. With the split in the subscapularis 
muscle accomplished, the lipoma is dissected out in one piece and handed out of the operative field. Retractors are used 
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CPT Code: 23073 
within the subscapularis to hold both the superior and inferior portions of it in place. The thoracoacromial arch is 
avoided during the surgery to minimize bleeding in the superior portion of the wound. The wound is irrigated. 

I 

Instruments and gloves are then changed. The cavity in the subscapularis is carefully inspected and there is found to be 
no residual tumor. A deep drain is placed within the subscapularis and brought out the anterior skin flap. The defect in 
he sub-scapularis is closed with an interrupted suture. Since the conjoined tendon is left in place. The musculocutaneus 
nerve entering medial side of the biceps is inspected and found to be intact. The retractors protecting the inferior portion 
of the subscapularis are removed. The retractor holding back the cephalic vein is also removed. The wound is closed in 
layers. 

Description of Post-Service Work: Apply soft dressings and shoulder immobilizer. Take specimen to pathology, along 
with the appropriate history and information. The MRI is also shown to the pathologist tC! coordinate orientation of the 
specimen and location. Discuss surgery outcome with patient's family. Write brief operative note and medication 
orders. Monitor patient stabilization in the recovery room. After patient is awake, discuss surgery outcome with 
patient. Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative 
report and complete medical record documentation. Later on the day of surgery, review medical records and interval 
data charted. Communicate with other professionals and with patient and patient's family. Perform an expanded 
problem focused exam, assessing open wound status and drain. Assess neurovascular status. Wound care and close 
observation are important to avoid or promptly treat compartment syndrome. Consider relevant data, options, and risks 
and revise treatment plan as necessary. The next day, review medical records and interval data charted. Examine and 
talk with patient. Take down dressings, asses wound and patient status, and make the decision for discharge. Discuss 
aftercare treatment with the patient, family and other healthcare professionals, including home restrictions (ie, activity, 
bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy and outpatient formulary and 
write order for antibiotic and pain medication. Inform the primary care or referring physician of discharge plans. All 
appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office the next day and for several more visits through the 90-day global 
period. Remove dressings, assess wound healing, and redress wound. Remove sutures and drain when appropriate. 
Discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order 
1ccupational or physical therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient 

and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 23073 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 ~ 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 23073 

Sample Size: 100 IResp N: 35 I Response: 35.0% 

Sample Type: Random 

Low 25th octl Median* 75th octl Hig_h 

Service Performance Rate 0.00 1.00 4.00 8.00 25.00 

Survey RVW: 8.50 10.00 12.50 15.00 22.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 45.00 60.00 75.00 90.00 150.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit{s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

**Phys1c1an standard total mmutes per ElM v1s1t: 99291 {70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(3b,, 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 123073 Recommended Physician Work RVU: 10.93 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 75.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit{s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

761 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

AEY REFERENCE SERVICE: 

Key CPT Code 
29828 

Global 
090 

CPT Descriptor Arthroscopy, shoulder, surgical; biceps tenodesis 

KEY MPC COMPARISON CODES: 

WorkRVU 
13.00 

CPT Code: 23073 

Time Source 
RUC Time· 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

..::PT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 % of respondents: 20.0 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

23073 29828 

I Median Pre-Service Time II 60.00 II 70.00 

I Median Intra-Service Time II 75.00 II 75.00 

Median Immediate Post-service Time 30.00 20.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 20.0 0.00 

Median Discharge Day Management Time 38.0 19.00 

~edian Office Visit Time 62.0 78.00 

.olonged Services Time 0.0 0.00 

I Median Total Time ~ 262.00 
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CPT Code: 23073 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Jud!!ment (Mean} 
The number of possible diagnosis and/or the number of 3.50 II 3.17 
management options that must be considered 

II The amount and/or complexity of medical records, diagnostic 3.17 3.00 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 3.00 II 2.83 

Technical SkilliPhisical Effort <Mean} 

I Technical skill required II 3.00 II 3.00 

I Physical effort required II 2.67 II 2.67 

P~choiOI!ical Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality II 3.33 II 3.00 

I Outcome depends on the skill and judgment of physician II 3.50 II 3.33 

I Estimated risk of malpractice suit with poor outcome II 2.33 II 2.33 

INTENSITY/COMPLEXITY MEASURES CPI'Code Reference 
Service 1 

Time Se2ments (Mean} 

I Pre-Service intensity/complexity II 3.33 II 2.67 

I Intra-Service intensity/complexity II 3.00 II 3.17 

I Post -Service intensity/complexity II 2.83 II 2.83 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter f9r the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 23073 
Current code 23076 (Excision, soft tissue tumor, shoulder area; deep, subfascial, or intramuscular) will be deleted in 
2010 and replaced by two new codes (P27 and P28). During the Harvard study, 13 orthopaedic surgeons were 
surveyed. General surgery, the primary provider of this service, was not involved. The current survey, which 
includes general surgeons results in different time and visit data. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, the patient will be repositioned in 

beach chair and slightly lateral to expose the shoulder and stabilize the patient's torso. 
• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring for 
compartment syndrome. The surgeon will examine the patient later on the day of the procedure. The consensus 
committee recommends an RVW that is midway between the survey 25th percentile and median to place this code in 
correct rank order with the rest of the family of subfacial codes. Additionally, this value has been adjusted 
(decreased) to 10.93 to maintain the survey-based relativity in relation to the subcutaneous codes which are being 
presented as work neutral (the survey statistic has been reduced by 2.88%). Along with the recommended time and 
visit information, this results in an IWPUT of 0.061. This is less than the IWPUT for the reference code 29828, 
which has the same intra-operative time and less total time. 

SERVICES REPORTED WITH MULTIPLE CVf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 23076 · 
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CPT Code:· 23073 

How often do physicians in your specialty perfonn this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perfonn this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 24076 

2PT Code:24076 Tracking Number P36 Specialty Society Recommend~d RVU: 7.28 

Global Period: 090 RUC Recommended RVU: 7.28 

CPT Descriptor: Excision, tumor, soft tissue of upper arm or elbow area, subfascial (eg, intramuscular); less than 5 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 57-year-old male undergoes excision of a 3 em myxoma from between the humerus and 
triceps. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospitallOO% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 67% , Kept overnight (less than 24 hours) 29% , Admitted (more than 24 hours) 5% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 92% 

"s moderate sedation inherent to this procedure in the Hospital/ASC setting? No 
.
1ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
I~ moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and 
administration of antibiotic. Verify that all required instruments and supplies are available. After induction of 
anesthesia in supine position, assist with patient lateral positioning. Assess position of the extremities and head, adjust as 
needed. Indicate areas of skin to be prepped and mark surgical incisions. Place tourniquet on arm, prep the arm, scrub 
and gown. Drape the arm. Exsanguinate the arm and inflate the pneumatic tourniquet. Perform surgical "time out" 
with operating surgical team. 

Description of Intra-Service Work: A posterior incision is made over the arm and the subcutaneous tissue is split, and 
the fascia over the triceps muscle is split. Since it is a myxoma, the triceps are retracted to one side and dissected off the 
posterior portion of the ulnar nerve traveling down the medial portion of the incision. The radial nerve, which is 
crossing distally in the wound from medial to lateral, is protected. The vessels traveling with the radial nerve are 
protected. Several perforators off the profunda brachial artery are ligated and incised. Once this interval is freed up, 
·'!eper dissection is carried down into the deep triceps and exposure is made over the mass overlying the humerus. The 
.1ass is homogenous in consistency and dissection is accomplished by retracting the triceps up off the humerus and 

taking the mass off of the posterior aspect of the humerus. Superiorly in the wound, some of the vessels and part of the 
axillary nerve innervating the inferior deltoid are retracted to gain exposure to that portion of the wound. The mass is 
taken out in one piece. It is inspected intra-operatively and found to be consistent with a myxoma. It is handed off the 
operative field. The wound is then copiously irrigated. Retractors are removed, protecting both the ulnar nerve 

766 



CPT Code: 24076 
medially and the radial nerve inferiorly in the wound. The tourniquet is let down. Hemostasis is obtained and a drain is 
placed. A multilayered closure is performed. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Tr 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologis, 
coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write briet 
operative note and medication orders. Monitor patient stabilization in the recovery room and neurovascular status of the 
operated extremity. After patient is awake, discuss surgery outcome with patient. Dictate operative report and complete 
medical record documentation. Communicate with other professionals and with patient and patient's family. Consider 
relevant data, options, and risks and make the decision for discharge. D~scuss aftercare treatment with the patient, 
family and other healthcare professionals, including home restrictions (ie, activity, bathing) and use of a sling. 
Reconcile medications and write order for pain medication. Inform the primary care or referring physician of discharge 
plans. All appropriate medical records are completed, including discharge summary and discharge instructions, and 
insurance forms. The patient will be examined in the office within one or two days and for several more visits through 
the 90-day global period to remove dressings, assess wound healing, assess neurovascular status and redress wound; 
remove sutures; and discuss pathology report when available. Order and review periodic lab and/or imaging, as 
necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment plan(s) and 
communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate 
progress notes for medical record. 
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CPT Code: 24076 
SURVEY DATA 
IRUC Meeting Date (mm/yyyy) lo112oo9 

Presenter(s): !Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

·r ~·· ·(sr .. ,,. . 1 ~c••cral surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 24076 

Sample Size: 100 'Resp N: 42 I Response: 42.0 % 

Sample Type: Random 

.!,Qw 25th DCtl u ... 'iian* 75th DCtl Hij:~h 

Service Performance Rate 1.00 3.00 4.00 6.00 25.00 

!Survey RVW: 6.00 7.50 9.00 11.50 18.00 

Pre-Service Evaluation Time: 35.00 

l"'l..--S;;,,,. ce Positioning Time: 15.00 

"'~ ,....:;.,.., ........ Scrub, Dress, Wait Time: 15.00 

,, I!' ·'· T" ..... C1........ ........ tme: 25.00 45.00 60.00 60.00 120.00 

Immediate Post Service-Time: 20.00 

!Post C ... Visits Total Min** I CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 !99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 0.50 99239x 0.00 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

~rolonged Services: 0.00 nn•:u:::A· 0.00 55x 0.00 56x 0.00 57x 0.00 

""*Physician standard total minutes per E/M visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 124076 Recommended Physician Work RVU: 7.28 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

'lischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Jffice time/visit(s}: 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
25109 

Global 
090 

WorkRVU 
6.81 

CPT Descriptor Excision of tendon, forearm and/or wrist, flexor or extensor, each 

KEY MPC COMPARISON CODES: 

CPT Code: 24076 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descri:gtor 1 

MPC CPT Code 2 Global 

CPT Descri:gtor 2 

Other Reference CPT Code 

CPT Descri:gtor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 6 % of respondents: 14.2 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

24076 25109 

I Median Pre-Service Time II 68.00 II 50.00 

I Median Intra-Service Time II 60.00 II 40.00 

Median Immediate Post-service Time 20.00 20.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

Median Office Visit Time 62.0 62.00 

Prolonged Services Time 0.0 0.00 

~I 
191.00 I Median Total Time 

Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

,fental Effort and Judgment (Mean) 

The nwnber of possible diagnosis and/or the nwnber of 1._____3_.5_0 _ _.II 2.67 
management options that must be considered '--------------' 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.....__3_.3_3 __.I .._I __ 2.6_7 _ __. 

~...1 U:.....rg:::...e:.....nc~y:.....o:.....fm:.....edi.:....:...:..:..cal.;,;.;...:.dec.:....:...:..:.is..;.;.io:.....n;:.:.;making=· ~---------~~ ._I _3_.00 _ __.1 ._I __ 3.00 __ _. 

Technical Skill/Physical Effort (Mean) 

~lT_ec_hiD_._cal_skill_._r_~~·ed ___________ __.ll.___2_.8_3 _ _,11 ..... __ 2_.6_7 _ __, 

~~ P_h=-ys_ical_e_ffi_ort_r~..:.-·-ed ___________ ___.l ~~---2_.6_7 _ _.1 ~~----2_.6_7 _ __, 

Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ~...1 __ 2_.8_3_-.~1 ~...1 __ 2_.6_7 _ __, 

l~Ou __ oc_om __ e_depe..:...-~ ___ on_th_e __ s~_·l_an __ d~ju_dgm:::..._e_nt_o_f~p~ey~s-~_ian ______ -.~1~1 __ 2_.6_7 _ _.1~1 __ 2_.6_7 _ __. 

IEs_tima __ ted __ ns_· _k_of_mal__,p,_ra_c_ti_ce_s_w_·t_WI_·th_poo.___r_out_com ___ e ______ __,l ._1 __ 2_.8_3 _ _.1 ~~----2_.6_7 _ __. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

l._Pr_e_-S_e_rv_ic_e_int_e_ns_ity..:../_co_m_.p'-le_XI_.·ty~-------------11 ~...l __ 3_.00 _ __,1 ~...l __ 2_.5_0 _ _. 

~...lintr_a_-Se_m_·c_e _int_e_ns_ity.:..../_co_mp...!...,_le_xi_.::ty ________ __Jlj~... __ 2_.6_7_-.~l ._I __ 2_.5_0 _ __. 

l ~P_o_st_-Se_rvi __ ·re __ int_e_ns_ity..:../_c_omp~le_XI~·ty~-------------------'1..._1 __ 2._6_7 _ _.11~ __ -2_.5_0 __ __, 

Additional Rationale 

CPT Code: 24076 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
T?.ecommendations for the appropriate formula and format. 

....:ompelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 24076 
Current code 24076 (Excision, tumor, soft tissue of upper arm or elbow area; deep (subfascial or intramuscular)) will 
be deleted in 2010 and replaced by two new codes (P36 and P37). During the Harvard study, 13 orthopaedic 
surgeons were surveyed. General surgery, the primary provider of this service, was not involved. Pre and post 
times were predicted, including no positioning time. 

2. Evidence that technology has changed physician work (i.e .. diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes for lateral positioning after induction of anesthesia in supine position. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey 25th percentile RVW adjusted down to 7.28 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey statistic has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.043. This is less than the IWPUT for the reference code 25109, which has less intra and 
total time. 

SERVICES REPORTED WITI1 MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the followin~ 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlist 
code is reviewed) 24076 ) 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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Specialty Excel File for all soft tissue tumor codes will be provided. 

Specialty How often? 

Jpecialty How often? 

-CPT Code: 24076 
How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage · % 

Po many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 24073 

CPT Code:24073 Tracking Number P37 Specialty Society Recommended RVU: 11.30 

Global Period: 090 RUC Recommended RVU: 10.00 

CPT Descriptor: Excision, tumor, soft tissue of upper arm or elbow area, subfascial (eg, intramuscular); 5 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 57-year-old male undergoes excision of a 6 em myxoma from between the humerus and 
triceps. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Percent of survey respondents who stated they perform the procedure; In the hospitallOO% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 7% , Kept overnight (less than 24 hours) 69% , Admitted (more than 24 hours) 24% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 90% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your referenc;e code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist.· Assure appropriate selection, timing, and 
administration of antibiotic. Verify that all required instruments and supplies are available. After induction of 
anesthesia in supine position, assist with patient lateral positioning. Assess position of the extremities and head, adjust as 
needed. Indicate areas of skin to be prepped and mark surgical incisions. Place tourniquet on arm, prep the arm, scrub 
and gown. Drape the arm. Exsanguinate the arm and inflate the pneumatic tourniquet. Perform surgical "time out" 
with operating surgical team. 

Description of Intra-Service Work: A posterior incision is made over the arm and the subcutaneous tissue is split, and 
the fascia over the triceps muscle is split. Since it is a myxoma, the triceps are retracted to one side and dissected off the 
posterior portion of the ulnar nerve traveling down the medial portion of the incision. The radial nerve, which is 
crossing distally in the wound from medial to lateral, is protected. The vessels traveling with the radial nerve are 
protected. Several perforators off the profunda brachial artery are ligated and incised. Once this interval is freed up, 
deeper dissection is carried down into the deep triceps and exposure is made over the mass overlying the humerus. The 
mass is homogenous in consistency and dissection is accomplished by retracting the triceps up off the humerus and 
taking the mass off of the posterior aspect of the humerus. Superiorly in the wound, some of the vessels and part of the 
axillary nerve innervating the inferior deltoid are retracted to gain exposure to that portion of the wound. The mass is 
taken out in one piece. It is inspected intra-operatively and found to be consistent with a myxoma. It is handed off the 
operative field. The wound is then copiously irrigated. Retractors are removed, protecting both the ulnar nerve 



' " . , .. CPT Ccide:·24073' 
medially .and the radial nerve inferiorly in the wound. The tourniquet is let down. Hemostasis is obtained and a drain is 
placed. A multilayered closure is performed. 

Description of Post-Service Work: Apply soft dressing and sling. Discuss surgery outcome with patient's family. Write 
brief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss ongoing care with floor 
nurses. Dictate operative report and complete medical record documentation. Later on the day of surgery, review 
medical records and interval data charted. Communicate with other professionals and with patient and patient's family. 
Perform an expanded problem focused exam, assessing wound status and drain. Assess neurovascular status. Wound 
care and close observation are important to avoid or promptly treat compartment syndrome. Consider relevant data, 
options, and risks and revise treatment plan as necessary. The next day, review medical records and interval data 
charted. Examine and talk with patient. Take down dressings, asses wound and patient status, and make the decision 
for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing) and use of sling. Reconcile medications with attention to pre-admission therapy, 
inpatient therapy and outpatient formulary and write order for antibiotic and pain medication. Inform the primary care 
or referring physician of discharge plans. All appropriate medical records are completed, including discharge summary 
and discharge instructions, and insurance forms. The patient will be examined in the office the next day and for several 
more visits through the 90-day global period. Remove dressings, assess wound healing, and redress wound. Remove 
sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab and/or 
imaging, as necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment plan(s) 
and communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). 
Dictate progress notes for medical record. 



'): '•·:. CPT Code: 24073 · · · 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 24073 

Sample Size: 100 IResp N: 42 
I 

Response: 42.0 % 

Sample Type: Random 

Low 251
h pctl Median* 75th pctl H!g_h 

Service Performance Rate 1.00 2.00 4.00 5.00 15.00 

Survey RVW: 7.00 11.63 13.00 15.75 22.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 45.00 60.00 75.00 90.00 140.00 

Immediate Post Service-Time: 0.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward PatienUDifficult Procedure 

CPT Code: 124073 Recommended Physician Work RVU: 11.30 

Specialty Specialty 
Adjustments to I 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 75.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Ott1er Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 



".' 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
25609 

Global 
090 

\ 

WorkRVU 
14.12 

CPT Code:.24073'' 

Time Source 
RUC Time 

CPT Descriptor Open treatment of distal radial intra-articular fracture or epiphyseal separation; with internal fixation of 
3 or more fragments 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 19.0 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

24073 25609 

I Median Pre-Service Time II 68.00 II 65.00 

I Median Intra-Service Time II 75.00 II 120.00 

Median Immediate Post-service Time 20.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 20.0 0.00 

Median Discharge Day Management Time 38.0 19.00 

Median Office Visit Time 62.0 124.00 

Prolonged Services Time 0.0 0.00 

~ 
358.00 Median Total Time 

Other time if appropriate 



INTENSITY /COMPLEXiTY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___3_.88 _ _,1 L-1 __ 3.2_5 _ __J 

.___3_.88 _ _,1 L-1 __ 3.2_5 _ __J 

~..-1 U_r.!:::,ge_n--'cy::..__of_m_edi_·c_al_d_e_ci_si_on_rna_ki_·n....::g::..__ _______ ___.l ._I __ 3_.7_5 _ _.1 ._I __ 3_._50 __ _. 

Technical Skill/Physical Effort (Mean) 

ILT_ec_hni_._cal_skil_· _I r_e..!.,qu_ir_ed ___________ ____.ll ~..-__ 3_.5_0 _ _.1 ._1 __ 3_.1_3 _ __, 

~..-IP_h~ys_i~_l_e_ffi_ort_re~qu~ir_ed ____________ __.l~..-1 __ 3_.1_3 _ _.j._l __ 3_.00 __ ~ 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 11~..-__ 3_.5_0 _ _.1 ._I __ 3_._00 __ _. 

1~..-0u_tc_o_m_e_de_.pe_nds_o_n_th_e_s_kil_l_a_nd_,J:__·u_,dgm==---e-n_t o_f..!..p--'hy:__s_ic_ia_n __ ___.lj '-__ 3_.8_8 _ _.1 ._1 __ 3_.2_5 __ _. 

._I E_s_tirna_t_ed_r_is_k_o_f_rna---"lp_ra_ct_ic_e_s_ui_t w_ith_poo:...,__r _ou_tc_o_m_e ___ ___.ll ~..-__ 3_.2_5 _ _.1 ._1 __ 2_.8_8 __ _. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

._I P_r_e-_Se_rv_i_ce_m_· _te_ns_ity..:../_c_om--'p,_l_eXI_.ty..:...._ _________ ___.l ._I __ 3_.6_3 _ _.1 ~..-1 __ 2_._75_----l 

~..-1 I_ntr_a_-S_e_rv_i_ce_in_t_ens_ity~/_co_m_,p'-le_x_ity::..__ ________ ____.l ._I __ 3_.2_5 _ _.1 ._1 __ 2_._88 _ ____, 

._I P_o_st-_S_erv_i_ce_int_ens----=ity'-/c_o_m.:....pl_eXI_·ty-=--------------'IIL __ 3_.5_0 _ _.1 ~..-1 __ 3_.00_---' 

Additional Rationale 

CPT Code: 24073 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format . . 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 



CPT Code: 24073 
Current code 24076 (Excision, tumor, soft tissue of upper arm or elbow area; deep (sub fascial or intramuscular)) will 
be deleted in 2010 and replaced by two new codes (P36 and P37). During the Harvard study, 13 orthopaedic 
surgeons were surveyed. General surgery, the primary provider of this service, was not involved. Pre and post 
times were poorly predicted, including no positioning time. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes for lateral positioning after induction of anesthesia in supine position. 
• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring for 
compartment syndrome. The surgeon will examine the patient later on the day of the procedure. The consensus 
committee recommends the survey 25th percentile RVW adjusted down to 11.30 to maintain the survey-based 
relativity in relation to the subcutaneous codes which are being presented as work neutral (the survey statistic has 
been reduced by 2.88%). Along with the recommended time and visit information, this results in an IWPUT of 
0.067. This is similar to the IWPUT for the reference code 25609, which technically more demanding. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 24076 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 



CPT Code: 24073 ·· · 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 25115 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 



CPT Code: 24073 
medially and the radial nerve inferiorly in the wound. The tourniquet is let down. Hemostasis is obtained and a drain is 
placed. A multilayered closure is performed. 

Description of Post-Service Work: Apply soft dressing and sling. Discuss surgery outcome with patient's family. Write 
Jrief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss ongoing care with floor 
nurses. Dictate operative report and complete medical record documentation. Later on the day of surgery, review 
medical records and interval data charted. Communicate with other professionals and with patient and patient's family. 
Perform an expanded problem focused exam, assessing wound status and drain. Assess neurovascular status. Wound 
care and close observation are important to avoid or promptly treat compartment syndrome. Consider relevant data, 
options, and risks and revise treatment plan as necessary. The next day, review medical records and interval data 
charted. Examine and talk with patient. Take down dressings, asses wound and patient status, and make the decision 
for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing) and use of sling. Reconcile medications with attention to pre-admission therapy, 
inpatient therapy and outpatient formulary and write order for antibiotic and pain medication. Inform the primary care 
or referring physician of discharge plans. All appropriate medical records are completed, including discharge summary 
and discharge instructions, and insurance forms. The patient will be examined in the office the next day and for several 
more visits through the 90-day global period. Remove dressings, assess wound healing, and redress wound. Remove 
sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab and/or 
imaging, as necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment plan(s) 
and communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). 
Dictate progress notes for medical record. 
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CPT Code: 24073 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 ~ 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 24073 

Sample Size: 100 'Resp N: 42 I Response: 42.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl H!_g_h 

Service Performance Rate 1.00 2.00 4.00 5.00 15.00 

SurveyRVW: 7.00 11.63 13.00 15.75 22.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 45.00 60.00 75.00 90.00 140.00 

Immediate Post Service-Time: 0.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238( 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: J24073 Recommended Physician Work RVU: 11.30 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 75.00 

Immediate Post Service-Time: 20.00 

Post O_t:terative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
25609 

Global 
090 

WorkRVU 
14.12 

CPT Code: 24073 

Time Source 
RUCTime 

CPT Descriptor Open treattnent of distal radial intra-articular fracture or epiphyseal separation; with internal fixation of 
3 or more fragments 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 

TIME ESTIMATES <Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

I Median Immediate Post-service Time 

I Median Critical Care Time 

I Median Other Hospital Visit Time 
1 \1edian Discharge Day Management Time 

Iedian Office Visit Time 

I Prolonged Services Time 

I Median Total Time 

Other time if appropriate 

CPT Code: 
24073 

II 68.00 II 
II 75.00 II 

20.00 

0.0 

20.0 

38.0 

62.0 I 
0.0 I 

~ 
776 

%of respondents: 19.0 % 

Key Reference Source of Time 
CPT Code: RUC Time 

25609 

65.00 

120.00 

30.00 

0.00 

0.00 

19.00 

124.00 

0.00 

358.00 



INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judmnent (Mean) 

The number of possible diagnosis and/or the nwnber of ,_ ___ 3_.8_8 _ _.1 ..... 1 __ 3_.2_5 _ ____, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-----3_.8_8 ____JI .__I __ 3.2_5 _ __, 

I L.. u_r:::..ge_nc....:;y_o_f_m_edi_" cai_dec_is_io_n_making_"--"'-----------'' .... I __ 3_.7_5 __ _.11...._ __ 3_.5_0 -----' 

Technical Skill/Physical Effort <Mean) 

L..:l T:..:..ec;_hni_._cai_s __ kil_· I_reqwr...!.,_·_ed ___________ _JI._I __ 3.5_0 _ _.Ij L.. __ 3_._13_--l 

~.-I P--'hy~s_icai_effi_o_rt_r_eqwr!..-· ed ___________ __JI ._I _3_.1_3 _ _JI ~.-I __ 3_.oo __ ...J 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I .... I __ 3_.5_0 _ _.1 ._I __ 3_.00 __ _, 

L..l Outco_:..:..m_e_de~pe_nds_o_n_the_skill_._an_d..::..jt_Jd.::.gm_e_nt_o_f..:..p....::hy;.....sJ_.cian ___ --.~1 ~.-I __ 3_.a_a_...JI L-1 __ 3_.2_5_---l 

._l& __ rum __ ted __ n_·s_k_of_mru~p~m_c_ti_ce_s_w_t_~_·th--'poo~_ro_lltC __ o_m_e ______ ____.l,_j __ 3_.2_5 _ _,1 .... 1 __ 2_.8_8 _ ____, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPfCode Reference 
Service 1 

~~~~e;_-~~~_ire~~~e;_ns:..:..i~ty-k_o_mp~l-e~_·ty~------------------...JI._I ___ 3_.6_3 _ _.1 ..... 1 ___ 2_._75 __ ~ 

L..jhmm ___ -S_e_TVJ_·c_e_m_re_ns_i~ty_lc_om_p~l_e~_·ty~-------------------l'l .... __ 3_.2_5 _ _.ll.__ __ 2_.8_8 __ __, 

~.-I P..;.o_st-_~_~_i_ce_~_ens__,ity;..../c_o_mp~I-e~_·ty.::.--________ --.~II.___3_.5_0_...JI L..l __ 3_.oo __ ...J 

Additional Rationale 

CPT Code: 24073 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 24073 
Current code 24076 (Excision, tumor, soft tissue of upper arm or elbow area; deep (subfascial or intramuscular)) will 
be deleted in 2010 and replaced by two new codes (P36 and P37). During the Harvard study, 13 orthopaedic 
surgeons were surveyed. General surgery, the primary provider of this service, was not involved. Pre and post 
'imes were poorly predicted, including no positioning time_:_ 

2. Evidence that technology has changed physician work (i.e .. diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, herriangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes for lateral positioning after induction of anesthesia in supine position. 
• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring for 
compartment syndrome. The surgeon will examine the patient later on the day of the procedure. The consensus 
committee recommends the survey 25m percentile RVW adjusted down to 11.30 to maintain the survey-based 
relativity in relation to the subcutaneous codes which are being presented as work neutral (the survey statistic has 
been reduced by 2.88%). Along with the recommended time and visit information, this results in an IWPUT of 
0.067. This is similar to the IWPUT for the reference code 25609, which technically more demanding. 

"\ERVICES REPORTED wrm: MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 
0 

0 
0 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

.ow was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 24076 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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CPT Code: 24073 

Specialty Excel File· for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 25076 

CPT Code:25076 Tracking Number P44 Specialty Soci~ty Recommended RVU: 6.61 

Global Period: 090 RUC Recommended RVU: 6.61 

CPT Descriptor: Excision, tumor, soft tissue of forearm and/or wrist area, subfascial (eg, intramuscular); less than 3 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 43-year-old male undergoes excision of a 2 em lipoma from the volar compartment of the 
forearm. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospita195% , In the ASC 0%, In the 
office 5% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 87% , Kept overnight (less than 24 hours) 9% , Admitted (more than 24 hours) 2% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

1s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and 
administration of antibiotic. Verify that all required instruments and supplies are available. Assist with patient 
positioning supine, with hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate 
areas of skin to be prepped and mark surgical incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape 
the arm. Elevate the arm and inflate the pneumatic tourniquet. Perform surgical "time out" with operating surgical 
team. 

Description of Intra-Service Work: An incision is made over the tumor. Careful dissection is carried through the 
subcutaneous tissue and fascia to the tumor taking care to protect any neurovascular structures. The tumor is dissected 
away from the adjacent tissues and removed. The wound is irrigated. The tourniquet is released and meticulous 
hemostasis is achieved. The wound is again irrigated. The wound is closed in layers. 

)escription of Post-Service Work: Apply soft dressing and splint to hold the wrist in neutral alignment. Discuss 
,t,~ostoperative care with recovery room staff. Take specimen to pathology, along with the appropriate history and 
information. The MRI is also shown to the pathologist to coordinate orientation of the specimen and location. Discuss 
surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient stabilization 
in the recovery room and neurovascular status of the operated extremity. After patient is awake, discuss surgery 
outcome with patient. Dictate operative report and complete medical record documentation. Communicate with other 
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CPT Code: 25076 
professionals and with patient and patient's family. Consider relevant data, options, and risks and make the decision for 
discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing) and use of sling. Reconcile medications and write order for pain medication. Inform 
the primary care or referring physician of discharge plans~_ All appropriate medical records are completed, inclucr 
discharge summary and discharge instructions, and insurance forms. The patient will be examined in the office the r. 
day to assess the wound and neurovascular status and for several more visits through the 90-day global period to remove 
dressings, assess wound healing, assess neurovascular status and redress wound; remove sutures and drain; and discuss 
pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order occupational 
therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient and family/caregiver, as 
necessary. Discuss progress with PCP (verbal and written)._ Dictate progress notes for medical record. 
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CPT Code: 25076 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) Jo112oo9 

I Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Daniel Nagle, 
MD, FACS; Martha Matthews, MD, FACS 

Specialty(s): general surgery; orthopaedic surgery; general & orthopaedic surgical oncology; hand 
suroery; plastic surgery 

CPT Code: 25076 

Sample Size: 150 'Resp N: 58 I Response: 38.6 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hlqh 

Service Performance Rate 0.00 2.00 4.00 8.00 30.00 

SurveyRVW: 4.00 6.50 6.81 8.88 15.00 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 20.00 30.00 45.00 60.00 105.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

""lffice time/visit(s}: 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

. irolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: J25076 Recommended Physician Work RVU: 6.61 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

.scharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s}: 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 25076 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
25109 

Global 
090 

WorkRVU 
6.81 

CPT Descriptor Excision of tendon, forearm and/or wrist, flexor or extensor, each 

KEY MPC COMPARISON CODES: 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 10 % of respondents: 17.2 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

25076 25109 

I Median Pre-Service Time II 60.00 II 50.00 

I Median Intra-Service Time II 45.00 II 40.00 

Median Immediate Post-service Time 20.00 20.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

Median Office Visit Time 62.0 62.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time ~I 
191.00 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 
The number of possible diagnosis and/or the number of 1._ __ 3_.1...;..0 _ _.~1 ._I __ 2_.7_0_--.J 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L.....-_2_.90_--JI ._I __ 2_. 10 _ ___. 

L-1 U:...:;rg~e.::.nc:..:!.y...:.o.:...;f m;:;.edi:..;....:."cal.;:;._dec_is_io_n _making_· =--------_.JI ._I _2_.80.;_;_---11 ._I __ 2_.5_0_---1 

Technical Skill/Physical Effort <Mean) 

._I T_ec_hni_·cal_s_kill_re..._qwr_· _ed __________ ___.l ._I _2_.90 _ ___.11....__2_.90 __ __, 

L.:.l P.:;:hy:...:..si:..:..;cal:::.....:..:effi.:..:.o.:..:.rt..:..;reqwr:.=·:....ed __________ ____..~l.._l _2_.40 _ ___.II.___2_.40 __ _.J 
Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 3_.00 _ ___.1 ._I __ 2_.80 __ _, 

L-1 Outco:....:..:..:...:.;m:::e;;..depe.:..:..!i..:.::nds::::...:o:..:..;n--th_e __ skill __ ._and~jl_ld.:::.gm.;_e...:.nt;...o.:..:.f~p:..::hy:...:..si ....... cian=..;.. __ __.l ._I __ 2_. 7_0_ ....... 1 ._I __ 2_.80 __ ....~ 

I_Es_tima_t_ed_ns_· _k_o_f mal---'p,_ra_c_ti_ce_sw_._t Wl_._th...:poo_r_o_ut_co_m_e ___ ___.l ._I __ 3_.2_0 _ _.~1 ._I __ 3_.20 __ ....~ 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

._I Pr_e-_Se_rn_·c_e _inte_ns .... ity._lc_o_mp~l_ext_.ty.:.._ ________ ___.l.._l _3_.2_0_ ....... 11 ...... __ 3_.1_0 _ __, 

._IIntra __ -Se_rn_·_ce_int_ens_i_::ty_lc_omp-"-le_xt_.·ty.___ _______ ___.l ._I _2_.90 _ ___.11.._ __ 2_.90 _ ___, 

I ~P--os.:..:.~...:.Se.:..:.~...:.ice~inte~ns.:..:.ey~/-co_mp~Ie_xi...::ty ________ __.~l._l _2_.40~__.~11.___2_.3_0_~ 

Additional Rationale 

CPT Code: 25076 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

~ompelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 25076 
Current code 25076 (Excision, tumor, soft tissue of forearm and/or wrist area; deep (subfascial or intramuscular)) 
will be deleted in 2010 and replaced by two new codes (P44 and P45). During the Harvard study, 12 orthopaedic 
surgeons were surveyed. Pre and post times were predicted. This prediction resulted in no positioning time and no 
facility post-work (even though the code is typically performed in a facility). 

2. Evidence that technology has changed physician work (i.e .. diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 6.61 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0. 04 7. This is less than the IWPUT for the reference code 25109, which has slightly less 
intra-operative time and less total time. 

SERVICES REPORTED WITH MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 25076 
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CPT Code: 25076 
How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is 'from multiple specialties, please provide information for each specialty. 

.,/ Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a OJ;Ie-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 

\ 

j.) 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 25073 

CPT Code:25073 · Tracking Number P45 Specialty Society Recommended RVU: 8.26 

Global Period: 090 RUC Recommended RVU: 7.00 

CPT Descriptor: Excision, tumor, soft tissue of forearm and/or wrist area, subfascial (eg, intramuscular); 3 em or 
greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 43-year-old male undergoes excision of a 6 em lipoma from the volar compartment of the 
forearm. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they p~rform the procedure; In the hospital98% , In the ASC 0%, In the 
office 2% 

Percent of survey respondents who stated they typically perform this proc{!dure in the hospital, stated the patient is; 
Discharged the same day 67% , Kept overnight (less than 24 hours) 30% , Admitted (more than 24 hours) 4% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 82% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and administration of 
antibiotic. Verify that all required instruments and supplies are available. Assist with patient positioning supine, with 
hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate areas of skin to be prepped 
and mark surgical incisions. Place tourniquet on the upper arm. Prep and drape the arm. Scrub and gown. Elevate the 
arm and inflate the pneumatic tourniquet. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: An incision is made distal to the flexor crease of the elbow down the volar aspect of 
the forearm. The subcutaneous tissue is incised and the fascia is split. Care is taken to avoid any of the antebrachial 
cutaneus nerves of the forearm. The interval between the brachial radialis muscle and the flexor carpi radialis muscle is 
split. The radial artery on the lateral side of the incision along with the radial sensory nerve are dissected free and 
retracted laterally. The flexor digitorum sublimis muscle is identified and several perforating vessels off the radial artery 
are ligated and tied. TQe lateral aspect of the flexor digitorum sublimis is released and a portion of the distal pronator 
teres muscle incised and retracted proximally. Next, the flexor digitorum superficialis is retracted toward the ulnar side 
of the arm. The median nerve and the anterior interosseous nerve and artery are exposed. The anterior interosseous 
innervation to the flexor digitorum profundus and flexor pollicis longus are identified and protected. A portion of the 
profundus is longitudinally split to expose the lipoma. The lipoma is deep and just sitting on the ulna and interosseous 
membrane. The median nerve is carefully protected along with the ulnar artery while splitting the flexor digitorum 



CPT -Code: 25073 
profundus. Very careful dissection is necessary to remove this deep lipoma. It is removed off the interosseous 
membrane as well as off the ulna. The tumor is removed in one piece. The flexor digitorum profundus is then loosely 
closed with interrupted sutures. The anterior interosseous and medial nerves are carefully inspected. The tourniquet is 
let down and bleeders are ligated. The flexor digitorum is allowed to gently be put back into place laterally and held 
with interrupted re-absorbable sutures. A portion of a pronator teres tendon that had been released is repaired with a 
non-absorbable suture. A drain is placed in this layer and brought out through the skin. The retractors are all removed 
and the brachial radialis and flexor carpi radialis are allowed to fall back into place. The fascia is left open. The wound 
is closed in layers. 

Description of Post-Service Work: Apply soft dressing and splint to hold the wrist in neutral alignment. Discuss 
postoperative care with recovery room staff. Take specimen to pathology, along with the appropriate history and 
information. The MRI is also shown to the pathologist to coordinate orientation of the specimen and location. Discuss 
surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient stabilization 
in the recovery room and neurovascular status of the operated extremity. After patient is awake, discuss surgery 
outcome with patient. Dictate operative report and complete medical record documentation. Communicate with other 
professionals and with patient and patient's family. Consider relevant data, options, and risks and make the decision for 
discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing) and use of sling. Reconcile medications and write order for pain medication. Inform 
the primary care or referring physician of discharge plans. All appropriate medical records are completed, including 
discharge summary and discharge instructions, and insurance forms. The patient will be examined in the office the next 
day to assess the open wound and neurovascular status and for several more visits through the 90-day global period to 
remove dressings, assess wound healing, assess neurovascular status and redress wound; remove sutures an drain; and 
discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order 
occupational therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient and 
family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 



.... - ,· CPT Code:-25073 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter( s): 
Christopher Senkowski, MD FAGS; John Heiner, MD; William Creevy, MD; Daniel Nagle, 
MD, FAGS; Martha Matthews, MD, FAGS 

Specialty(s): 
general surgery; orthopaedic surgery; general & orthopaedic surgical oncology; hand 
surgery; plastic surgery 

CPT Code: 25073 

Sample Size: 150 IResp N: 58 
1 

Response: 38.6 % 

Sample Type: Random 

Low 25th pctl Median* 75thpctl Hi.9.h 
Service Performance Rate 0.00 1.00 2.00 5.00 20.00 

Survey RVW: 5.00 7.50 8.50 11.38 18.00 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 30.00 45.00 60.00 75.00 120.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total minutes per E/M visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16}; 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 125073 Recommended Physician Work RVU: 8.26 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 



... ',• ~, ... CPTCoae: 25073 . . . 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No· 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
25115 

Global 
090 

WorkRVU 
9.89 

Time Source 
RUC Time 

CPT Descriptor Radical excision of bursa, synovia of wrist, or forearm tendon sheaths (eg, tenosynovitis, fungus, The, 
or other granulomas, rheumatoid arthritis); flexors 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 10 %of respondents: 17.2 % 

TIME ESTIMATES {Median} Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

25073 25115 

I Median Pre-Service Time II 60.00 II 45.00 

I Median Intra-Service Time II 60.00 II 90.00 

Median Immediate Post-service Time I 20.00 30.00 

Median Critical Care Time I 0.0 0.00 

Median Other Hospital Visit Time I 0.0 0.00 

Median Discharge Day Management Time I 19.0 0.00 

Median Office Visit Time I 62.0 92.00 

Prolonged Services Time I 0.0 0.00 

Median Total Time ~ 257.00 

Other time if appropriate 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of ..__3_.60 _ ___.11.__ __ 3_.00 __ _. 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___3_.5_0 _ _.11....___3_._10 _ __. 

I ._U_r~ge_n~cy~o_f_m_e_di_ca_l_dec_is_ill_n_m_a_~~ng~------------'1._1 __ 3_.00 _ ___.11.__ __ 2_.8_0 _ __, 

Technical Skill/Physical Effort (Mean) 

I LT~ec~hill~·~cru~s~~·n_r_e~~~-·red ______________________ ~ll~ _3_.4_0_~11....___3_.3_0_~ 

._I P_hy:::....s_ic_al_e_ffo_rt_r_e_._~_ir_ed ___________ ____.l ._I __ 3_.00 _ ___.11.__ __ 2_.90 __ _. 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality ....___3_.3_0 _ _.11.____2_.90 _ _____, 

._I Ou __ tc_om __ e _de_._pe_n_ds __ on_th_e_s_~_·n_a_n_d J"-.u-'dg:;...m_e_n_t o_f..:..p~hy'-s_ic_ian ______ _.l ._I __ 3_.60 _ ___.11.__ __ 3_.3_0 _ __, 

._I E_st_im_a_ted __ r_is_k _of_ma___!lp'-r_ac_tic_e_s_ui_t _w_ith--'poo~_r o_u_tc_o_m_e ______ __.I ._I __ 3_.3_0_~11.._ __ 3_.00 __ _. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

(-
~_./ · Time Segments (Mean) 

I._P_re_-S~e_N_ic~e_in_re_ns_i~ty_lc_o_m~pl_e~_·ty~------------------~~._1 __ 3_.3_0_~1._1 ___ 2_._90 __ __, 

._I I_ntr_a_-S_e_N_ic_e_in_te_ns_ity-=---/c_om--'p'-le_~_·ty=--------------------'1 ._I __ 3_.2_0 _ _.1 ._I ___ 3_._30 __ __, 

I._P_o_st-_S_eN __ ice __ in_te_ns_ity~/_co_m ...... p_le_x~ity'----------------------'1 ._I __ 2_.60 _ ___.1 ._I ___ 2_._80 __ __, 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and ROC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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Current code 25076 (Excision, tumor, soft tissue of forearm and/or wrist area; deep (subfascial or intramuscular)) 
will be deleted in 2010 and replaced by two new codes (P44 and P45). During the Harvard study, 12 orthopaedic 
surgeons were surveyed. Pre and post times were predicted. This prediction resulted in no positioning time and no 
facility post-work (even though the code is typically performed in a facility). 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 8.26 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.062. This is greater than the IWPUT for the reference code 25515, and reflects the more 
demanding deep excision. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, sumrni~g all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

, FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 25076 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
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CPT 'Code: 25073 

If the recommendation is from multiple specialties, please provide information for each specialty .. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 26545 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 26116 

CPT Code:26116 Tracking Number P51 Specialty Society Recommended RVU: 6.61 

Global Period: 090 RUC Recommended RVU: 6.61 

CPT Descriptor: Excision, tumor, soft tissue, or vascular malformation, of hand or fmger, subfascial (eg, 
intramuscular); less than 1.5 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 35-year-old male undergoes excision of a 1.2 em tumor of the thenar muscles of the right 
hand. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital 94% , In the ASC 0%, In the 
office 6% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 90% , Kept overnight (less than 24 hours) 8% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated ·that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 80% 

.s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and 
administration of antibiotic. Verify that all required instruments and supplies are available. Assist with patient 
positioning supine, with hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate 
areas of skin to be prepped and mark surgical incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape 
the arm. Elevate the arm and inflate the pneumatic tourniquet. Perform surgical "time out" with operating surgical 
team. 

Description of Intra-Service Work: An incision is made over the thenar eminence. The subcutaneous tissue is dissected. 
The thenar fascia is opened. The flexor pollicis brevis muscle fibers are split to expose the tumor. Care is taken to 

avoid injury to the motor branch of the median nerve. The tumor and its capsule are excised. The tourniquet is released 
and meticulous hemostasis is achieved using a bipolar electrocautery. The wound is inspected and irrigated. The wound 

closed. 

Description of Post-Service Work: Apply soft protective dressings. Discuss postoperative care with recovery room 
staff. Take specimen to pathology, along with the appropriate history and information. The MRI is also shown to the 
pathologist to coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. 
Write brief operative note and medication orders. Monitor patient stabilization in the recovery room and neurovascular 
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CPT Code: 26116 
status of the operated extremity. After patient is awake, discuss surgery outcome with patient. Dictate operative report 
and complete medical record documentation. Communicate with other professionals and with patient and patient's 
family. Consider relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatment 
with the patient, family and other healthcare professionals, including home restrictions (ie, activity, bathing). Reconr 
medications and write order for pain medication. Inform the primary care or referring physician of discharge plans. . 
appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office within one or two days and for several more visits through the 90-day 
global period to remove dressings, assess wound healing, assess neurovascular status and redress wound; remove 
sutures; and discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. 
Order occupational therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient and 
family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 26116 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 ---
Presenter(s): 

John Heiner, MD; William Creevy, MD; Daniel Nagle, MD, FAGS; Martha Matthews, MD, 
FAGS 

Specialty(s): orthopaedic surgery; orthopaedic surgical oncology; hand surgery; plastic surgery 

CPT Code: 26116 

Sample Size: 120 'Resp N: 64 I Response: 53.3 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hjg_h 

Service Performance Rate 0.00 3.00 6.00 15.00 60.00 

Survey RVW: 2.25 5.95 6.81 9.00 16.00 

Pre-Service Evaluation Time: 40.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 20.00 30.00 45.00 45.00 90.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Physrcran standard total mrnutes per ElM vrsrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30} 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 126116 Recommended Physician Work RVU: 6.61 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

ischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

1
0ffice time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 26116 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
25109 

Global 
090 

WorkRVU 
6.81 

CPT Descriptor Excision of tendon, forearm and/or wrist, flexor or extensor, each 

KEY MPC COMPARISON CODES: 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 11 % of respondents: 17.1 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPI' Code: CPI'Code: RUCTime 

26116 25109 

I Median Pre-Service Time II 60.00 II 50.00 

I Median Intra-Service Time II 45.00 II 40.00 

I Median Immediate Post-service Time 15.00 20.00 

I Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

Median Office Visit Time 62.0 62.00 

Prolonged Services Time 0.0 0.00 

I~ 191.00 Median Total Time 

Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of ..__2_.64 _ __.1 .... 1 __ 2_.4_5 _ ___, 
management options that must be considered -
~~~--~-------------------------~ 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

.____2_.4_5 __.I .__I __ 2.3_6 _ _. 

Llu_r~~-oc~y~o_f_m_edi_._cai __ dec __ ~_w_n_~--·~--------------~1 ..... 1 __ 2_.s_s_~ILI __ 2_.64 __ ~ 

Technical SkilliPhysical Effort (Mean) 

~..:I T;,;.ec,;_hni.....,·_cal~skil_· I_r_equ!--ired ___________ ___.l ~....1 _3_.00 _ ___.1 Ll __ 2_.9_1_--l 

Ll P_h::..ys_ical __ e_ffi_on __ re_,qwr'-·-ed ________________________ _..ll..__2_.3_6 _ _.l .... l __ 2_.2_7 _ ___, 

Psychological Stress (Mean) 

I The ruk of significant complications, morbidity and/or mortality I L-1 __ 2_.8_2_.....~1 ._I __ 2_.8_2 _ ___, 

I Outcome depends on the skill and judgment of physician I Ll __ 3_.0_9_.....~1 Ll __ 3_.0_9 _ ___. 

1 Es_tima_t_ed_ns_· _k_o_f mal_p._ra_c_ti_ce_sw_·t_WI_.th___._poo_r _ou_tco_m_e ___ __.l .... 1 __ 3_.0_9_~11.._ __ 2_.9_1 _ ___, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI'Code Reference 
Service 1 

._I Pr_e_-_Se_rv_ic_e_in_t_ens_I-=·ty_lc_o_m..:..pl_eXI_.ty.;:.._ ______________ _,ljL __ 2_.64_---II .... I __ 2_.64 __ ~ 

Llhttrn __ -Se_rvi_·ce_~_e_ns_ity::../_co_m~p_le_xi~ty ________ __.l._l __ 3_.o_9_.....~1'-l ___ 2_.~-----~ 

~~P~o~~~-S.....,erv~ice~~,;_e_ns ...... ity~/-co ...... m_,p ...... le_XI~·ty~--------------~~L~ __ 2_.3_6_.....~1LI __ 2_.3_6 __ ---l 

Additional Rationale 

CPT Code: 26116 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
l?.ecommendo.tions for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 26116 
Current code 26116 (Excision, tumor or vascular malformation, soft tissue of hand or finger; deep (subfascial or 
intramuscular)) will be deleted in 2010 and replaced by two new codes (P51 and P52). During the Harvard study, 14 
orthopaedic surgeons were surveyed. Hand surgery and plastic surgery were not included in the review. No 
positioning time was recorded. 

2. Evidence that technology has changed physician work (i.e .. diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 6.61 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.049. This RVW is the same as the reference code 25109. Total work for both codes is 
very similar. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 26116 

How often do physicians in your special tv perform this service? (ie. commonly, sometimes, rarely) 
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CPT Code: 26116 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

.Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many-physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMN.ffiNDATION 

CPT Code: 26113 

CPT Code:26113 Tracking Number P52 Specialty Society Recommended RVU: 7. 77 

Global Period: 090 RUC Recommended RVU: 7.00 

CPT Descriptor: Excision, tumor, soft tissue, or vascular malformation, of hand or fmger, subfascial (eg, 
intramuscular); 1.5 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 35-year-old male presents with a 3.5 em tumor in the thenar muscles of the left hand. At 
operation, the tumor and adjacent soft tissue are excised. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital 97% , In the ASC 0%, In the 
office 3% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 89% , Kept overnight (less than 24 hours) 6% , Admitted (more than 24 hours) 5% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 75% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and 
administration of antibiotic. Verify that all required instruments and supplies are available. Assist with patient 
positioning supine, with hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate 
areas of skin to be prepped and mark surgical incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape 
the arm. Elevate the arm and inflate the pneumatic tourniquet. Perform surgical "time out" with operating surgical 
team. 

Description of Intra-Service Work: An incision is made over the thenar eminence. The subcutaneous tissue is dissected. 
The thenar fascia is opened. The flexor pollicis brevis muscle fibers are split to expose the tumor. Care is taken to 

avoid injury to the motor branch of the median nerve. The tumor and its capsule are excised. The tourniquet is released 
and meticulous hemostasis is achieved using a bipolar electrocautery. The wound is inspected and irrigated. The wounci 
is closed. 

Description of Post-Service Work: Apply soft protective dressings. Discuss postoperative care with recovery room 
staff. Take specimen to pathology, along with the appropriate history and information. The MRI is also shown to the 
pathologist to coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. 
Write brief operative note and medication orders. Monitor patient stabilization in the recovery room and neurovascular 
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CPT Code: 26113 
status of the operated extremity. After patient is awake, discuss surgery outcome with patient. Dictate operative report 
and complete medical record documentation. Communicate with other professionals and with patient and patient's 
family. Consider relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatment 
with the patient, family and other healthcare professionals, including horne restrictions (ie, activity, bathing). Reconcile 
.nedications and write order for pain medication. Inform the primary care or referring physician of discharge plans. All 
appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office within one or two days and for several more visits through the 90-day 
global period to remove dressings, assess wound healing, assess neurovascular status and redress wound; remove 
sutures; and discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. 
Order occupational therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient and 
family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 26113 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter(s): 
John Heiner, MD; William Creevy, MD; Daniel Nagle, MD, FACS; Martha Matthews, MD, 
FACS 

Specialty(s): orthopaedic surgery; orthopaedic surgical oncology; hand surgery; plastic surgery 

CPT Code: 26113 

Sample Size: 120 'Resp N: 64 I Response: 53.3 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hi~h 

Service Performance Rate 0.00 2.00 5.00 10.00 40.00 

Survey RVW: 3.10 6.95 8.00 10.00 18.00 

Pre-Service Evaluation Time: 40.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 20.00 40.00 58.00 60.00 120.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23}; 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 126113 Recommended Physician Work RVU: 7.77 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Packaae 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 58.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 26113 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
's this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
25109 

Global 
090 

WorkRVU 
6.81 

CPT Descriptor Excision of tendon, forearm and/or wrist, flexor or extensor, each 

KEY MPC COMPARISON CODES: 

Time Source 
RUC Time 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 12.5 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPI' Code: CPI'Code: RUCTime 

26113 25109 

I Median Pre-Service Time II 60.00 II 50.00 

I Median Intra-Service Time II 58.00 II 40.00 

I Median Immediate Post-service Time 15.00 20.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

'1edian Discharge Day Management Time 19.0 19.00 

Aedian Office Visit Jime 62.0 62.00 

0.0 0.00 

I~ 191.00 

I Prolonged Services Time 

I Median Total Time 
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CPT Code: 26113 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The nwnber of possible diagnosis and/or the nwnber of 2.75 II 
management options that must be considered .___ ___ ...,J '--------~ 

2.38 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___2_.6_3 __.I L-1 __ 2.2_5_--.J 

,_lu_r.::::.ge_nc....:y:...o_f_m_edi_._cal_dec_is_io_n_making_·--"'----------'1 ,_1 __ 2_.3_8 _ _,11......_ __ 2_.5_0_---1 

Technical Skill/Physical Effort <Mean) 

,_IT_ec_mn_._cal_s~_·_lr_~~·ed ___________ ~l~l __ 2_.8_8_ ..... 1~1 __ 2_.8_8 _ __, 

,_IP_h~ys_ical_e_ffi_on_r~~·-ed ___________ __.....l~j __ 2_.6_3_~'~' __ 2._6_3 _ __, 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality I ,__, __ 2_.8_8 _ _,11....__ __ 2_.7_5_---1 

I Outcome depends on the s~ and judgment of physician I ~'--2_.8_8_ ..... 1 ~'--2_.8_8 _ __, 

'-I Es_tima_ted_n_·s_k_of_mal--.:p:-ra_c_ti_ce_s_w_·t_WI_·th~poo_r _ou_tc_o_m_e ___ ---~1 ,_I __ 2_.8_8 _ _,I ,_I __ 2_.7_5 _ ___,~ 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

l,_~_e_-S_e_~_·re_~_ens_i~ty_lro_m~¢_e~-·~ty _________ _.....l~l __ 2_.8_8_~~~~ __ 2_.8_8_---~ 

,_llntr_a_-S_e_rv_ic_e _~_e_ns_ity~/_co_m_.,p_le_xi..:;ty ________ ___,l ,_I __ 3_.oo _ ___,~ll.___3_.oo _ ___,J 

L.:l P....:.o..:.:st....:.-S....:.erv::.......:..:ic..:.:e.::.~:.:.:e.::ns::..ity~/-co_m....:p._le_~_·ty::.._ ________ ___.l '-1 __ 2_.6_3 _ _,1 ,_, __ 2_.7_5 _ ___,~ 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 26113 
Current code 26616 (Excision, tumor or vascular malformation, soft tissue of hand or finger; deep (subfascial or 
intramuscular)) will be deleted in 2010 and replaced by two new codes (P51 and P52). During the Harvard study, 14 
orthopaedic surgeons were surveyed. Hand surgery and plastic surgery were not included in the review. No 
1ositioning time was recorded. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 7.77 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.058. This is the same as the IWPUT for the reference code 25109. The difference in 
RVW reflects the additional intra-operative time required. 

JERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

'REQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 26116 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
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CPT Code: 26113 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please p~ovide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27048 

CPT Code:27048 Tracking Number P60 Specialty Society Recommended RVU: 8.74 

Global Period: 090 RUC Recommended RVU: 8.74 

CPT Descriptor: Excision, tumor, soft tissue of pelvis and hip area, subfascial (eg, intramuscular); less than 5 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 68-year-old female undergoes excision of a 4 em lipoma deep in the gluteus maximus. 

Percentage of Survey Respondents who found Vignette to be Typical: 91% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 46% , Kept overnight (less than 24 hours) 51% , Admitted (more than 24 hours) 3% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 78% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
")ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After 
induction of anesthesia in supine position, assist with patient lateral positioning. Assess position of the extremities and 
head, adjust as needed. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform 
surgical "time out" with operating surgical team. Local anesthesia is infiltrated into the marked incision site as 
preemptive analgesia. 

Description of Intra-Service Work: An incision is made through the skin and subcutaneous tissue over the lesion. 
Subcutaneous flaps are raised with electrocautery. The gluteus maximus muscle is exposed around the tumor. The 
tumor is excised along with surrounding muscle using electrocautery and dissection. As the tumor is lifted out of the 
wound, small lymphatics and feeding blood vessels are ligated. Hemostasis is secured with electrocautery and sutures 
where needed. The wound is inspected and irrigated. Devitalized muscle is debrided. Where possible, the muscle 
fascial defect is approximated. A Penrose drain is placed in the cavitary defect. The wound is closed in layers with 
interrupted sutures. 

Jescription of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist so 
they can coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write 
brief operative note and medication orders. Monitor patient stabilization in the recovery room, including neurovascular 
status. After patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical floor and 
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CPT Code: 27048 
discuss ongoing care with floor nurses. Dictate operative report and complete medical record documentation. Later on 
the day of surgery, review medical records and interval data charted. Communicate with other professionals and with 
patient and patient's family. Exam patient, assessing neurovascular status and drain. Wound care and close observation 
are important to avoid or promptly treat wound hematoma. Order and review imaging as necessary. Consider rele' 
data, options, and risks and revise treatment plan as necessary. The next day, review medical records and interval <. 
charted. Examine and talk with patient. Take down dressings, asses wound and patient status, and make the decision 
for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing) and use of crutches or walker. Reconcile medications with attention to pre-admission 
therapy, inpatient therapy and outpatient formulary and write order for pain medication. Inform the primary care or 
referring physician of discharge plans. All appropriate medical records are completed, including discharge summary 
and discharge instructions, and insurance forms. The patient will be examined in the office within a week and for 
several more visits through the 90-day global period. Remove dressings, assess wound healing, and redress wound. 
Remove sutures when appropriate. Discuss pathology report when available. Order and review periodic lab and/or 
imaging, as necessary. Order physical therapy and assess functional recovery. Reconcile medication(s). Revise 
treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal 
and written). Dictate progress notes for medical record. 
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CPT Code: 27048 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

IPresenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 27048 

Sample Size: 100 'Resp N: 35 I Response: 35.0 % 

Sample Type: Random 

Low 25th DCtl Median* 75th DCtl Hig_h 

Service Performance Rate 0.00 2.00 5.00 9.00 25.00 

SurveyRVW: 5.00 7.50 9.00 12.00 20.00 

Pre-Service Evaluation Time: 40.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 25.00 60.00 75.00 85.00 120.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 55.00 99211 x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total mmutes per E/M visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 127048 Recommended Physician Work RVU: 8.74 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 75.00 

flmmediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 
·-

lischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

1 ~ce time/visit(s): 55.00 99211 x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
15100 

Global 
090 

WorkRVU 
9.74 

CPT Code: 27048 

Time Source 
RUCTime 

CPT Descriptor Split-thickness autograft, trunk, arms, legs; first 100 sq em or less, or 1% of body area of infants and 
children (except 15050) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 6 % of respondents: 17.1 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27048 15100 

I Median Pre-Service Time II 80.00 II 65.00 

I Median Intra-Service Time II 75.00 II 60.00 

Median Immediate Post-service Time 20.00 20.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 20.0 20.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 55.0 78.00 

Prolonged Services Time 0.0 0.00 

1~1 281.00 Median Total Time 

Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

dental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of c___2_.6_7 _ _,,, 
management options that must be considered - ~...-____ ....~ 

2.33 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___2_.5_0 _ _,11~.-__ 1_.8_3 _ __,1 

._lu_r~ge_n~cy~o_f_m_edi_._cal __ dec __ ~_io_n_~ __ ·~----------------~~._1 __ 2_.3_3 _ _,11.__ __ 1_.8_3_~ 

Technical Skill/Physical Effort <Mean) 

I._T_~_hiD_._cal~s~~·~lr_e~~·-ed ___________ ~l._l __ 2_.8_3 _ _,l._l __ 2_.1_7_~ 

._IP_h~ys_ical_e_ffi_on_re~~-·-ed ___________ ~l._l __ 2_.1_7 _ _,l._l __ 2_.1_7_~ 
Psychological Stress (Mean) 

I The ruk of significant complications, morbidity and/or mortality I ._I __ 2_.5_0 _ _,1 ._I __ 2_.1_1_---1 

._I Ou_tco_m_e_d_epe,!_nds_o_n_th_e_skill_._and--::..jud-=gm_e_nt_o_f~ph-=y_si_cian ___ __.l ._l __ 3_.00 _ ___,11._ __ 2_.3_3_~ 

1
Bs_tuna_· __ ted __ ns_· k __ of_mal__.p_ra_c_tice __ s_ui_t WI __ .th_,poo'--r_o_u_tco_m __ e ------~~ ._I __ 3_.00 _ ___,1 ._I __ 2_.3_3_---J 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

L:l Pr..:.e.:_-::..Se:..:..m...:·c;..:e...:in::.:t.:.:ens::.I:...:.ty:...../co __ mp.:...l_eXI_·..::.ty __________________ ___,l ._I __ 2_.1_7 _...~I ._I ___ 2_._00 __ ---1 

._I In_tra __ -Se __ rv_ic_e_int_e_ns_i..:.ty_lc_om ..... p=-l_eXI_.ty.:...._ ________________ ___,ll 2.83 I ._I ___ 2_._50 __ ~ 

L-1 P...;.o_st-~S_erv __ ic_e _int_e_ns_ity.::../_co_m._!p,_le_XI__,·ty'---------------------'1 ._1 __ 2_.1_7 _ _,, ._I ___ 2_._00 __ ___, 

Additional Rationale 

CPT Code: 27048 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
~ecommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 27048 
Current code 27048 (Excision, tumor, pelvis and hip area; deep, subfascial, intramuscular) will be deleted in 2010 
and replaced by two new codes (P60 and P61). During the Harvard study, 8 orthopaedic surgeons were surveyed. 
General surgery, the primary provider of this service, was not involved. Pre and post times were predicted. 

2. Evidence that technology has changed physician work (i.e .. diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes to account for lateral positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring for 
compartment syndrome. The surgeon will examine the patient later on the day of the procedure. The consensus 
committee recommends the survey median RVW adjusted down to 8. 74 to maintain the survey-based relativity in 
relation to the subcutaneous codes which are being presented as work neutral (the survey median has been reduced by 
2. 88%). Along with the recommended time and visit information, this results in an IWPUT of 0. 039. This is less 
than the IWPUT for the reference code 15100, which has less intra-operative time, more post work, and similar total 
work. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlistt.., 
code is reviewed) 27048 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

813 



CPT Code: 27048 

Specialty Excel File· for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

:>o many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27045 · 

CPT Code:27045 Tracking Number P61 Specialty Society Recommended RVU: 12.63 

Global Period: 090 RUC Recommended RVU: 11.00 

CPT Descriptor: Excision, tumor, soft tissue of pelvis and hip area, subfascial (eg, intramuscular); 5 em or greater 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: A 68-year-old female undergoes excision of an 8 em lipoma deep in the gluteus maximus. 

Percentage of Survey Respondents who found Vignette to be Typical: 80% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent .of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 6% , Kept overnight (less than 24 hours) 57% , Admitted (more than 24 hours) 37% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 80% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and administration of 
antibiotic. Verify that all required instruments and supplies are available. After induction of anesthesia in supine 
position, assist with patient lateral positioning. Assess position of the extremities and head, adjust as needed. Indicate 
areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform surgical "time out" with operating 
surgical team. 

Description of Intra-Service Work: In incision is made from the greater trochanter up toward the posterior superior iliac 
spine. The subcutaneous tissue is split and the fascia of the iliac tibial band and the gluteus maximus is identified and 
split. The gluteus maximus muscle is very carefuily split proximally and several perforating vessels off the inferior 
gluteal artery are ligated and tied. Once that is done, self retaining retractors are put into the gluteus maximus muscle 
and a portion of the mass is seen. The greater trochanter is exposed in the distal portion of the wound and the lipoma is 
released very carefully over the greater trochanter. Dissection of the lipoma off the posterior aspect of the gluteus 
medius is then performed. Distally in the wound the sciatic nerve is identified underneath the lipoma. Very carefl'1 

dissection is performed to remove the lipoma from on top of the sciatic nerve. The inferior gluteal nerve, artery a 
vein are perforating the gluteus maximus in the distal portion of the wound. They are also identified, dissected out anu 
protected. Several branches off the inferior gluteal vessels are ligated and incised. The remainder of the lipoma is 
released off the deep surface of the gluteus maximus up toward the sciatic notch. Anteriorly, the remainder of the 
lipoma is removed off the back of the gluteus medius. Now the lipoma is attached only near the sciatic notch. The 
superior gluteal artery and vein are coming around the superior comer of the sciatic notch. Several vessels perforating 
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CPT Code: 27045 
the lipoma coming off the superior gluteal vessels are ligated and tied. Once that is done, dissection can be done to 
release the lipoma off the gluteal vessels. The remainder of the lipoma near the sciatic notch is very slowly released. 
The inferior gluteal vessels can be seen by the sciatic notch and are carefully protected. The sciatic nerve is been 
carefully protected along with the piriformis tendon coming through the notch. The mass is then removed in one piece. 
The wound is copiously irrigated and the area is inspected to be certain there no residual tumor. The specimen is 
handed off the field. A deep drain is placed and brought out the gluteus maximus. The wound is closed layers with 
interrupted sutures. 

-

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history at!d information. The MRI is also shown to the pathologist so 
they can coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write 
brief operative note and medication orders. Monitor patient stabilization in the recovery room, including neurovascular 
status. After patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical floor and 
discuss ongoing care with floor nurses. Dictate operative report and complete medical record documentation. Later on 
the day of surgery, review medical records and interval data charted. Communicate with other professionals and with 
patient and patient's family. Exam patient, assessing neurovascular status and drain. Wound care and close observation 
are important to avoid or promptly treat wound hematoma. Order and review imaging as necessary. Consider relevant 
data, options, and risks and revise treatment plan as necessary. The next day, review medical records and interval data 
charted. Examine and talk with patient. Take down dressings, asses wound and patient status, and make the decision 
for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing) and use of crutches or walker. Reconcile medications with attention to pre-admission 
therapy, inpatient therapy and outpatient formulary and write order for pain medication. Inform the primary care or 
referring physician of discharge plans. All appropriate medical records are completed, including discharge summary 
and discharge instructions, and insurance forms. The patient will be examined in the office within a week and for 
several more visits through the 90-day global period. Remove dressings, assess wound healing, and redress wound. 
Remove sutures when appropriate. Discuss pathology report when available. Order and review periodic lab and/or 
imaging, as necessary. Order physical therapy and assess functional recovery. Reconcile medication(s). Revise 
treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal 
and written). Dictate progress notes for medical record. 
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CPT Code: 27045 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo1120o9 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 27045 

Sample Size: 100 IResp N: 35 I Response: 35.0 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl HiRh 
Service Performance Rate 0.00 2.00 4.00 5.00 30.00 

Survey RVW: 8.00 11.00 13.00 16.00 30.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 30.00 60.00 90.00 120.00 180.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total minutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238( 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 127045 Recommended Physician Work RVU: 12.63 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 90.00 

Immediate Post Service-Time: ~ 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

REFERENCE SERVICE: 

Key CPT Code 
47100 

Global 
090 

CPT Descriptor Biopsy of liver, wedge 

KEY MPC COMPARISON CODES: 

WorkRVU 
12.78 

CPT Code: 27045 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSifiP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 

TIME ESTIMATES <Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

[Median Immediate Post-service Time 

I Median Critical Care Time 

I Median Other Hospital Visit Time 

I Median Discharge Day Management Time 

: \1edian Office Visit Time 

.?rolonged Services Time 

I Median Total Time 

CPT Code: 
27045 

II 80.00 II 
II 90.00 II 

~I 30.00 

II 0.0 

II 20.0 

II 38.0 

I' 62.0 

0.0 I 

I~ 
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%of respondents: 20.0 % 

Key Reference Source of Time 
CPT Code: RUCTime 

47100 

75.00 

60.00 

30.00 

0.00 

80.00 

38.00 

62.00 

0.00 

345.00 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judwent <Mean) 

The nwnber of possible diagnosis and/or the nwnber of .___3_.8_6 _ _.1 ._I __ 3_.4_3 _ ____, 
Lmana~.:...::g::.;.em~en:....t....;.op~tl:..:..o:..:.ns:....tha_t_m_us_t...;.be.......;..;co:....ns:....ide,;_;_red;_:__ _____ ---l - -

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

....__3_.4_3 _ __.11....___3_.00 __ __, 

L..l U_r~ge_nc...:y~o_f_m_edi_._cal_dec_is_io_n_making_·....:::.... ________ _.l L..l __ 3_.1_4 _...~I L..l __ 2_.8_6 _ __. 

Technical Skill/Pbysical Effort <Mean) 

I ~T_ec_rnn_·ca~_s~_-_l_re~~-·_ec~ ___________________ --....~IL..I ___ 4_.2_9_~1L..I __ 3_.7_1_-....~ 

~.:I P....:hy::...:s...:.ical_e...:.ffo.:....rt.:....r...;..equired=· ----------------~'1 3.57 I L..l __ 3._5_7 -----' 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I L..l __ 3_.4_3_....~1 L-1 __ 3_.2_9 _ __. 

I Outcome depends on the skill and judgment of physician I L..l __ 4_.1_4 _...~I L..l __ 3_.8_6 -----' 

L.J Es_tima_ted_n_·s_k_o_f mal_p._ra_c_ti_ce_sw_·t_WI_.th_..._poo_r _ou_tc_o_m_e ___ ___.l L..l __ 3_.4_3_....~1 ~~ __ 3_.2_9 _ __. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

IL..~_e_-~_~_i_ce_~_ens--=ity~k_o_mp~re_xi~ty _________ ___.IL..I ___ 3_.5_7 __ _.IL..I __ 3_.2_9 _ ___, 

~..:llntra=....:-~..:...~_i...;..ce.....:in:;;...t...:..:ens:..:.i:..;::ty_lco_mp~le_XI_,·ty:__ _______ ---.~l L..l __ 4_.oo_-....~ll.___3_.8_6 _ __, 

L.:l P:...:o.:.:st---S--ei'Vl:......:.:.c...;..e.::~::;e:=ns::ity~/c--om;__,p~le--XI..:..;·ty~-----------ll L..l __ 2_.8_6_....~1 L-1 __ 2_._71_---l 

Additional Rationale 

CPT Code: 27045 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the ~revious valuation of the service. 
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CPT Code: 27045 
Current code 27048 (Excision, tumor, pelvis and hip area; deep, subfascial, intramuscular) will be deleted in 2010 
and replaced by two new codes (P60 and P61). During the Harvard study, 8 orthopaedic surgeons were surveyed. 
General surgery, the primary provider of this service, was not involved. Pre and post times were predicted. 

l. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes to account for lateral positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring for 
compartment syndrome. The surgeon will examine the patient later on the day of the procedure. The consensus 
committee recommends the survey median RVW adjusted down to 12.63 to maintain the survey-based relativity in 
relation to the subcutaneous codes which are being presented as work neutral (the survey median has been reduced by 
2.88% ). Along with the recommended time and visit information, this results in an IWPUT of 0.068. This is similar 
to the IWPUT for the reference code 47100, which has less intra-operative time and similar total work. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

l. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, workRVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCYINFO~TION 

~ow was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
..;ode is reviewed) 27048 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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Specialty Excel File for all soft tissue tumor codes will be provided. 

Specialty How often? 

Specialty How often? 

CPT Code: 27045 
How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each .specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY.OF RECOMMENDATION 

CPT Code: 27328 

CPT Code:27328 Tracking Number P70 Specialty Society Recommended RVU: 8.74 

Global Period: 090 RUC Recommended RVU: 8.74 

CPT Descriptor: Excision, tumor, soft tissue of thigh or knee area, subfascial (eg, intramuscular); less than 5 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 39-year-old male undergoes excision of a 3.5 em tumor posterior to the knee joint that is 
pigmented villonodular synovitis. 

Percentage of Survey Respondents who found Vignette to be Typical: 90% 

Percent of survey respondents who stated they perform the procedure; In the hospital100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 40% , Kept overnight (less than 24 hours) 45% , Admitted (more than 24 hours) 14% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After 
induction of anesthesia in supine position, assist with patient prone positioning. Assess position of the extremities and 
head, adjust as needed. Place tourniquet on the proximal thigh. Prep and drape leg. Elevate and exsanguinate leg. 
Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, a 6cm incision is made over the tumor on the posterior knee. The 
subcutaneous tissue is opened and the fascia over the popliteal space is split. The tumor is identified between the 
semimembranosus and the medial head of the gastrocnemius muscles. The neurovascular bundle is retracted laterally. 
Dissection is carried around the mass and the mass is released off of the muscles. The tumor is released from the 
posterior knee capsule. The tumor is handed off of the field. The wound is inspected and irrigated. The posterior 
capsule is repaired. A deep drain is placed. The fascia is carefully closed. The superficial wound is closed in layers 
with interrupted sutures. 

Jescription of Post-Service Work: A compressive dressing is applied in the operating room, the tourniquet is let down 
and compression is held for 10 minutes on the leg to prevent hematoma formation. A knee immobilizer is applied. 
Discuss postoperative care with recovery room staff. Take specimen to pathology, along with the appropriate history 
and information. The MRI is also shown to the pathologist so they can coordinate orientation of the specimen and 
location. Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor 
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· CPT Code: 27328 
patient stabilization in the recovery room. After patient is awake, discuss surgery outcome with patient. Write orders 
for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative report and complete 
medical record documentation. Later on the day of surgery, review medical records and interval data charted. 
Communicate with other professionals and with patient and patient's family. Perform an expanded problem focu 
exam, assessing the open wound status drain. Assess neurovascular status. Wound care and close observation ._ 
important to avoid or promptly treat compartment syndrome. Consider relevant data, options, and risks and revise 
treatment plan as necessary. The next day, review medical records and interval data charted. Examine and talk with 
patient. Take down dressings, asses wound and patient status, and make the decision for discharge. Discuss aftercare 
treatment with the patient, family and other healthcare professionals, including horne restrictions (ie, activity, bathing) 
and use of crutches or walker. Reconcile medications with attention to pre-admission therapy, inpatient therapy and 
outpatient formulary and write order for pain medication. Inform the primary care or referring physician of discharge 
plans. All appropriate medical records are completed, including discharge summary and discharge instructions, and 
insurance forms. The patient will be examined in the office the next day and for several more visits through the 90-day 
global period. Remove dressings, assess wound healing, and redress wound. Remove sutures and drain when 
appropriate. Discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. 
Order physical therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient and 
family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 

\ 
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CPT Code: 27328 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

l_,resenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Tye 
Ouzounian, MD 

Specialty(s ): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology; foot 
and ankle orthopaedic surQery 

CPT Code: 27328 

Sample Size: ---·120 . - 'Resp N: 42 I Response: 35.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hjg_h 

Service Performance Rate 1.00 5.00 8.00 15.00 50.00 

SurveyRVW: 7.00 9.00 11.50 15.00 30.00 

Pre-Service Evaluation Time: 40.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 30.00 60.00 60.00 75.00 120.00 

Immediate Post Service-Time: 20.00 - . 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

1ffice time/visit(s): 55.00 99211 x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

1
Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

.. 
**Phys1c1an standard total minutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 127328 Recommended Physician Work RVU: 8.74 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

">ther Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

ischarge Day Mgmt: ~ 99238x 1.0 99239x 0.0 

Office time/visit(s): 55.00 99211 x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 27328 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
15100 

Global 
090 

WorkRVU 
9.74 

Time Source 
RUCTime 

CPT Descriptor Split-thickness autograft, trunk, arms, legs; first 100 sq em or less, or 1% of body area of infants and 
children (except 15050) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 9 % of respondents: 21.4 % 

TIME ESTIMATES (Median) Key Reference 
CPT Code: CPT Code: 

27328 15100 

IL:..M.;;;:;edi.,;;.:·:::.:an:....:Pr:..:.e:....-Se:..:.:...m..:.;·c.;_e T..:.;im_e __________ _JII 68.00 I ._I __ 6_5_.00 _ ___, 

L:..IM..:.;edian..:.; . .:.::..:ln:::.:tra:..:...-...:..Se_m_·c:..:.e_T_im_e _________ ___JI L60.00 I ~....1 __ 60_._00~___. 

[Median Immediate Post-service Time I 20.00 20.00 
F=l M=ea,.,;_=ian=Cn=.n=.cal=Car=e=T=im=e===========91 0.0 0.00 

I Median Other Hospital Visit Time I 20.0 20.00 
1=1 M=ed=wan=. =D=lSC=. =har=ge=D=a=y=M=ana=ge=m=e=nt=T=im=e=========l I 38.0 38.00 

I Median Office Visit Time I 55.0 78.00 
?I Pr.;.o.;.lo;;,;;ng;;.ed~S.;.erv=i~ce;.,s ~Tun=. =e=============tll 0.0 0.00 

rM;;.ed~ia;;.n.;;,T..;..otal;.;.;.;...;T;...;im:....e~------------11 ~ r--28-l._00_--1 
Other time if appropriate . C.:==J . 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

dental Effort and Judgment (Mean) 

The nwnber of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L...-__3.1_1 ___.I L....l __ 2.7_8_--~ 

..___3.2_2____,1 L....l __ 2.7_8_---l 

~lu_r=~-n~cy_o_f_m_edi_._cal __ dec __ ~~_·o_n_~--·~--------------~~L~---3-.3_3 __ ~11~----2-.7_8 __ ~ 

Technical Skill/Phvsical Effort (Mean) 

I L T_ec_hni_._cal_skil_· l_r_eqwr._·_ed ___________ ___.l ._I _3_.5_6 _ _,11...___3_.3_3 _ __, 

~~ P_h._ys_ical __ e_ffo_rt_r_eqwr..:..-· _ed ______________________ ____.l ~~ ___ 3_.22 __ ___.1 Ll __ 3_.1_1 _ ___. 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ~~ ___ 3_.3_3 __ ~1 ~~ __ 3_.1_1 _ ___. 

I Outcome depends on the skill and judgment of physician I ._I ___ 3_.44 __ ~1 ._I __ 3_.2_2 _ ___. 

1 
'Sstimated risk of malpractice suit with poor outcome 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

I L-1 _3.5_6___.1 L-.1 _3_.11_---~ 

CPT Code Reference 
Service 1 

I L Pr_e_-S_e_rv~_·c_e_int __ ens_i...::ty_lc_o_mp.._l_eXl_.ty...__ ________________ _,l Ll ___ 2_.8_9 __ _,1 .... 1 ___ 2_.6_7 __ ___. 

._IIntra ___ -S_e_rv_ic_e_int_e_ns_ity~/co_m--'p'-le_Xl_.ty:;._ _______________ __.l Ll ___ 2_.8_9_~1 Ll __ 2_.7_8 _ ___. 

~~ P_o_st-_Se_rv~ __ ·ce_int_e_ns_ity=-/_co_m_.p_le_Xl~·ty'------------------'1 .... I ___ 2_.8_9 _ _,1 .... 1 __ 2_.6_7 _ ___. 

Additional Rationale 

CPT Code: 27328 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
"ecommendations for the appropriate formula and fo171Ult. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 27328 
Current code 27328 (Excision, tumor, thigh or knee area; deep, subfascial, or intramuscular) will be deleted in 2010 
and replaced by two new codes (P70 and P71). During the Harvard study, 9 orthopaedic surgeons were surveyed. 
General surgery, the primary provider of this service, was not involved. Pre and post times were predicted. No 
positioning time was recorded. Facility work was underestimated. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes for prone positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring for 
compartment syndrome. The surgeon will examine the patient later on the day of the procedure. The consensus 
committee recommends the survey 25m percentile RVW adjusted down to 8. 74 to maintain the survey-based relativity 
in relation to the subcutaneous codes which are being presented as work neutral (the survey statistic has been reduced 
by 2.88% ). Along with the recommended time and visit information, this results in an IWPUT of 0.052. This is 
similar to the IWPUT for the reference code 15100, which has the same intra-operative time and similar total work. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlistet. 
code is reviewed) 27328 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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CPT Code: 27328 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

)pecialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided !!ationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequ~ncy is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

)o many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27339 

CPT Code:27339 Tracking Number P71 Specialty Society Reconunended RVU: 12.27 

Global Period: 090 RUC Reconunended RVU: 11.00 

CPT Descriptor: Excision, tumor, soft tissue of thigh or knee area, subfascial (eg, intramuscular); 5 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 39-year-old male undergoes excision of a 10 em tumor posterior to the knee joint that is 
pigmented villonodular synovitis. 

Percentage of Survey Respondents who found Vignette to be Typical: 86% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 7% , Kept overnight (less than 24 hours) 40% , Admitted (more than 24 hours) 52% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 88% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Conununicate with 
reconstructive surgeon. Meet with patient/family to review planned procedure and post-operative management. Review 
and have patient sign informed consent. Review length and type of anesthesia with anesthesiologist. Verify that all 
required instruments and supplies are available. After induction of anesthesia in supine position, assist with patient 
prone positioning. Assess position of the extremities and head, adjust as needed. Place tourniquet on the proximal 
thigh. Prep and drape leg. Elevate and exsanguinate leg. Inflate pneumatic tourniquet. Scrub and gown. Perform 
surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A 13 em incision curving across the posterior knee crease is performed. The 
subcutaneous flaps are raised and the fascia is split. The cutaneous branches of the sural nerve in the midline of the calf 
are carefully protected. A large brownish mass' is identified and dissected off the surrounding tissues. Since it is coming 
off the posterior knee joint, dissection is gradually carried down toward the knee. The semi-membranous tendon is 
retracted medially and the mass indeed comes out lateral rather than medial to the medial head of the gastrocnemius 
muscle. The medial head of the gastrocnemius muscle is retracted and then since the mass is lateral, care is taken tr 
protect the innervation to the medial head of the gastrocnemius muscle as well as to the tibia nerve, popliteal artery a 
popliteal vein. The mass is mobilized off the lateral head of the gastrocnemius muscle. It is also mobilized distally Oh 

the proximal end of the soleus. A small portion of proximal soleus is released to allow the tibia nerve and the popliteal 
vessels to be retracted. The popliteal vessels are retracted laterally along with the tibial nerve, exposing the posterior 
knee joint. The mass is taken down directly until it enters the posterior knee joint under the medial head of the 
gastrocnemius. The mass is removed. A deep drain is placed. The medial and lateral heads of the gastroc muscle 
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CPT Code: 27339 
along with the neurovascular bundle are allowed to fall back into place. Several small branches of the popliteal artery 
had to be ligated to expose this portion of the joint. The remainder of the fascia is left open to prevent compartment 
syndrome in the superficial posterior compartment. Absorbable sutures are used on the subcutaneous and interrupted 
1ylons are used on the skin. 

Description of Post-Service Work: A compressive dressing is applied in the operating room, the tourniquet is let down 
and compression is held for 10 minutes on the leg to prevent hematoma formation. A knee immobilizer is applied. 
Discuss postoperative care with recovery room staff. Take specimen to pathology, along with the appropriate history 
and information. The MRI is also shown to the pathologist so they can coordinate orientation of the specimen and 
location. Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor 
patient stabilization in the recovery room. After patient is awake, discuss surgery outcome with patient. Write orders 
for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative report and complete 
medical record documentation. Later on the day of surgery, review medical records and interval data charted. 
Communicate with other professionals and with patient and patient's family. Perform an expanded problem focused 
exam, assessing the open wound status drain. Assess neurovascular status. Wound care and close observation are 
important to avoid or promptly treat compartment syndrome. Consider relevant data, options, and risks and revise 
treatment plan as necessary. The next day, review medical records and interval data charted. Examine and talk with 
patient. Take down dressings, asses wound and patient status, and make the decision for discharge. Discuss aftercare 
treatment with the patient, family and other healthcare professionals, including home restrictions (ie, activity, bathing) 
and use of crutches or walker. Reconcile medications with attention to pre-admission therapy, inpatient therapy and 
outpatient formulary and write order for pain medication. Inform the primary care or referring physician of discharge 
plans. All appropriate medical records are completed, including discharge summary and discharge instructions, and 
insurance forms. The patient will be examined in the office the next day and for several more visits through the 90-day 
global period. Remove dressings, assess wound healing, and redress wound. Remove sutures and drain when 
appropriate. Discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. 
Order physical therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient and 
family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
ecord. 
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CPT Code: 27339 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Tye 
Ouzounian, MD ---

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology; foot 
and ankle orthopaedic surgery 

CPT Code: 27339 

Sample Size: 120 'Resp N: 42 I - Response: 35.0 % 

Sample Type: Random --

Low 25th DCtl Median* 75th Dctl Hjg_h 

Service Performance Rate 1.00 5.00 10.00 20.00 50.00 

SurveyRVW: 8.00 12.63 15.00 18.00 35.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 45.00 63.00 90.00 90.00 120.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16}; 99213 (23); 99214 (40); 99215 (55); 99354 {60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4 - FAC Difficult Patient/Difficult Procedure 

CPT Code: 127339 Recommended Physician Work RVU: 12.27 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 90.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): gQQ 99211x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 27339 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
's this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27880 

Global 
090 

CPT Descriptor Amputation, leg, through tibia and fibula; 

KEY MPC COMPARISON CODES: 

WorkRVU 
15.24 

Time Source 
RUC Time 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 9 % of respondents: 21.4 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27339 27880 

I Median Pre-Service Time II 80.00 II 60.00 

I Median Intra-Service Time II 90.00 II 80.00 

I Median Immediate Post-service Time 20.00 20.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 20.0 140.00 

1edian Discharge Day Management Time 38.0 38.00 

Aedian Office Visit Time 62.0 I 85.00 

0.0 I 0.00 

~ 423.00 

I Prolonged Services Time 

I Median Total Time 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The nwnber of possible diagnosis and/or the nwnber of ....__4_.5_0_-JII 
management options that must be considered ....__ ____ _, 

3.13 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

....___4_.2_5 _ _,11....___3_.oo __ _, 

.... 1 u_r.:::.ge_n_,cy'-o_f_m_edi_._cal_dec_is_io_n_making_·_.:::... ________ _.l ..... 1 __ 3_.8_8 _ _,1 .... 1 __ 3_.2_5 _ ___. 

Technical Skill/Pbvsical Effort (Mean) 

I ._T~~~run~·cal~s~~·~lr~e~~~rr_ed ___________ ~I .... I __ 4_.1_3_-JI._I __ 3._1_3_~ 

._I P_hy::....s_ical__;_efti_o;....rt_r_~~· ___________ ----.~1 L-1 _3_.8_8_....~11.____3_.5_0_----.~ 
Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 11._ __ 4_.2_5 _ _,1 .... 1 __ 3_.3_8 _ ___. 

I Outcome depends on the s~l and judgment of physician I ._1 __ 4_.6_3_....~1 ._1 __ 3._2_5_~ 

._I Es_tima_ted_ns_· _k_of_mal---'p,_ra_c_ti_ce_s_w_·t _WI_.th__._poo_r _ou_tc_o_m_e ___ ___.l ._I __ 4_.5_0_-JII ..____ ____ _. 3.38 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI'Code Reference 
Service 1 

l .... ~_e_-S_e_N_ire_m_t_ens_i~ty_lc_o_mp~l_e~-·~ty _________ __.l._l __ 3_.7_5 _ _.11.____3_.2_5_-....~ 

L-IIntra __ -S_e_N_ic_e_int_e_ns_i....:.ty_lc_om__._pl_e~_·ty-=-------------'' ._I __ 3_.7_5 _ _,1 ._1 __ 3_._25 _ ___, 

L-1 P'-o--st_-S_eN;........:.ire.;__m_te_ns_ity.::../_co_m....!p'--le_~_·ty::..-________ ___,1 .... 1 __ 3_.7_5_-JI ._I __ 3_._38_-....~ 

Additional Rationale 

CPT Code: 27339 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 

833 



CPT Code: 27339 
Current.code 27328 (Excision, tumor, thigh or knee area; deep, subfascial, or intramuscular) will be deleted in 2010 
and replaced by two new codes (P70 and P71).-During the Harvard study, 9 orthopaedic surgeons were surveyed. 
General surgery, the primary provider of this service, was not involved. Pre and post times were predicted. No 
lOSitioning time was recorded. Facility work was underestimated. 

2. Evidence that technology has changed physician work (i.e .. diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes for prone positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring for 
compartment syndrome. The surgeon will examine the patient later on the day of the procedure. The consensus 
committee recommends the survey median RVW adjusted down to 12.27 to maintain the survey-based relativity in 
relation to the subcutaneous codes which are being presented as work neutral (the survey statistic has been reduced by 
2.88%). Along with the recommended time and visit information, this results in an IWPUT of0.066. This is 
greater than the IWPUT for the reference code 27880 and reflects the more complex work. The RVW is less than 
the reference code accounting for less post -op work. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If ye~, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27328 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 

834 



CPT Code: 27339 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27619: . · 

CPT Code:27619 Tracking Number P79 Specialty Society Recommended RVU: 6.80 

Global Period: 090 RUC Recommended RVU: 6.80 

CPT Descriptor: Excision, tumor, soft tissue of leg or ankle area, subfascial (eg, intramuscular); less than 5 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 71-year-old female undergoes excision of a 3.5 em lipoma on the interosseous membrane 
deep to the anterior and lateral compartments of the leg. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital 98% , In the ASC 0%, In the 
office 2% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 75% , Kept overnight (less than 24 hours) 21% , Admitted (more than 24 hours) 4% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 80% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative-management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After 
induction of anesthesia in supine position, assist with patient prone positioning. Assess position of the extremities and 
head, adjust as needed. Place tourniquet on the proximal thigh. Prep and drape leg. Elevate and exsanguinate leg. 
Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, a 7 em skin incision is made just anterior to the fibula. The 
subcutaneous tissue is split and the fascia is split. The muscles of the anterior compartment of the leg are identified and 
are retracted anteriorly off of the interosseus membrane. Any perforating vessels are ligated and tied. The tumor is 
carefully dissected off the interosseus membrane protecting the deep structures of the leg. The tumor is sent to 
pathology. The wound is irrigated and inspected. The fascia is left open to prevent compartment syndrome. A drain is 
placed. The tourniquet is deflated and any bleeders are cauterized. 

Description of Post-Service Work: Apply sterile dressings and splint. Discuss postoperative care with recovery room 
staff. Take specimen to pathology, along with the appropriate history and information. The MRI is also shown to the 
pathologist to coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. 
Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is 
awake, discuss surgery outcome with patient. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
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and make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including home restrictions (ie, activity, bathing) and appropriate use of crutches or walker. Reconcile 
medications and write order for pain medication. Inform the primary care or referring physician of discharge plans. All 
appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office the next day and at several more visits through the 90-day global 
period to remove dressings, assess wound healing, and redress wound; remove sutures and drain; and discuss pathology 
report when available. Order and review periodic lab and/or imaging, as necessary. Assess functional recovery and 
determine whether there is a need for physical therapy. Reconcile medication(s). Revise treatment plan(s) and 
communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate 
progress notes for medical record. 



. . f' ·:,'' '·. -- ..... CPT Code: 27619 , : ··· .. 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) Jo112oo9 

Presenter( s): 
Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Tye 
Ouzounian, MD; Frank SJ)inosa, DPM 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology; foot 
and ankle orthopaedic surgery; podiatry 

CPT Code: 27619 

Sample Size: 150 IResp N: 49 
.I 

Response: 32.6 % 

Sample Type: Random 

Low 251
h octl Median* 75th octl HLqh 

Service Performance Rate 0.00 2.00 3.00 5.00 50.00 

Survey RVW: 4.00 7.00 8.40 12.00 18.00 

Pre-Service Evaluation Time: 40.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 20.00 40.00 60.00 60.00 120.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit{s): 55.00 99211 x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 127619 Recommended Physician Work RVU: 6.80 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 23.00 3.00 20.00. 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 55.00 99211x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 



CPT Code: 27619 
Is the recommended value for the new/revised procedure based on.its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
15100 

Global 
090 

WorkRVU 
9.74 

Time Source 
RUC Time 

CPT Descriptor Split-thickness autograft, trunk, arms, legs; first 100 sq em or less, or 1% of body area of infants and 
children (except 15050) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) ahd the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 % of respondents: 14.2 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

27619 15100 

I Median Pre-Service Time II 71.00 II 65.00 

I Median Intra-Service Time II 60.00 II 60.00 

Median Immediate Post-service Time 20.00 20.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 20.00 

Median Discharge Day Management Time 19.0 38.00 

Median Office Visit Time 55.0 78.00 

Prolonged Services Time 0.0 0.00 

~ 
281.00 Median Total Time 

Other time if appropriate 



INTENSITY /COMPLEXITY MEASURES <Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of L__3_.1_4 _ _.l._l __ 3_.00 __ ___, 
management options that must be considered -

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-3_.4_3_~1._1 __ 3_.4_3_~ 

I Urgency of medical decision making I ._I __ 3_.4_3 _ _.1._1 __ 3_.2_9 __ _. 

Technical Skill/Physical Effort <Mean) 

._IT_ec_ruu_·c_ru_s_~_l_re~~~rr_e_d ____________ ~l._l __ 3_.7_1 _ _.1._1 __ 3_.7_1_~ 

._IP_h~ys_ic_ru_e_ffi_ort_re~~~rr_oo ____________ ~ll._ __ 3_.4_3_~1._1 __ 3_.2_9_~ 
Psychological Stress <Mean) ' 

The risk of significant complications, morbidity and/or mortruity ..._____3_.57 _ ___.1 .__I __ 3.4_3 _ __. 

Ll Ou_tc_o_m_e_d~epe'--nds_o_n_th_e_s_~_l_a_nd....:J::_·u-"dg::...m_e_n_t o_f2_p_hy::_s_ic_ia_n __ ____JI Ll __ 3_. 7_1_~1 Ll __ 3_.8_6 __ ~ 

._I E_s_tim_at_ed_r_is_k_o_f_m_al..._p_ra_ct_ic_e_su_i_t w_I_·th~poo,____r o_u_tc_o_m_e ___ ____.l ._I __ 4_.00 _ ___.11~ __ 3_.8_6 __ _. 

INTENSITY /COMPLEXITY MEASURES 

Time Segments <Mean) 

CYI'Code Reference 
Service 1 

ILP_re_-_Se_N_i_re_m_re_ns_ity~/_co_m~p~le_x_ity~---------~1._1 __ 3_.1_4_~11L__2_.8_6 _ ___, 

Ll In_tr __ a_-S;_e_N_ic_e_in_te_ns_i-=-ty--/c...:.om;_!,_pl..:...eXI_.ty,:!..._ ________ ___.l ._I __ 3_.00 _ __.1 ._I __ 3_._00 _ ___, 

Ll P_o_st_-S_e_N_ic_e_m_t_ens_I_,·ty'-/c_o_m_,_p_le_xi_,·ty,___ ________ --'1 ._I __ 2_.8_6_~1 L-1 __ 2_._57_~ 

Additional Rationale 

CPT Code: 27619 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
· IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 

; . 



CPT Code: 27619 
Current code 27619 (Excision, tumor, leg or ankle area; deep (subfascial or intramuscular)) will be deleted in 2010 
and replaced by two new codes (P79 and P80). During the Harvard study, 9 orthopaedic surgeons were surveyed. 
General surgery and podiatry were not involved. Pre and post times were predicted. No positioning time was . 
recorded. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 20 minutes for prone positioning and application of a tourniquet 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey 25th percentile RVW adjusted down to 6.80 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey statistic has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.042. This is less than the IWPUT for the reference code 15100. The difference in RVW 
reflects the additional post-operative work required. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT cpdes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27619 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 



Specialty Excel File for all soft tissue tumor codes will be provided. 

Specialty How often? 

Specialty How often? 

CPT Code: 27619 
How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 25109 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 



CPT Code:27634 

Global Period: 090 

AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27634 

Tracking Number P80 Specialty Society Recommended RVU: 10.20 

RUC Recommended RVU: 10.00 

CPT Descriptor: Excision, tumor, soft tissue of leg or ankle area, subfascial (eg, intramuscular); 5 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 71-year-old female undergoes excision of a 7.5 em lipoma on the interosseous membrane 
deep to the anterior and lateral compartments of the leg. 

Percentage of Survey Respondents who found Vignette to be Typical: 96% 

Percent of survey respondents who stated they perform the procedure; In the hospital tOO% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 35% , Kept overnight (less than 24 hours) 49% , Admitted (more than 24 hours) 16% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 83% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Communicate with 
reconstructive surgeon. Meet with patient/family to review planned procedure and post-operative management. Review 
and have patient sign informed consent. Assure appropriate selection, timing, and administration of antibiotic. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After 
induction of anesthesia in supine position, assist with patient prone positioning. Assess position of the extremities and 
head, adjust as needed. Place tourniquet on the proximal thigh. Prep and drape leg. Elevate and exsanguinate leg. 
Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, a 10 em skin incision is made just anterior to the fibula. The 
subcutaneous tissue is split arid the fascia is split. The muscles of the anterior compartment of the ·leg are identified and 
are retracted anteriorly off of the interosseus membrane. The tumor is carefully dissected off the interosseus membrane 
protecting the deep structures of the leg. Any perforating vessels are ligated and tied. The tumor is sent to pathology. 
The wound is irrigated and inspected. The fascia is left open to prevent compartment syndrome. A drain is placed. 
_The tourniquet is deflated and any bleeders are cauterized. ; ' ·-.. ) 
Description of Post-Service Work: Apply sterile dressings and splint. Discuss postoperative care with recovery rooit. 
staff. Take specimen to pathology, along with the appropriate history and information. The MRI is also shown to the 
pathologist so they can coordinate orientation of the specimen and location. Discuss surgery outcome with patient's 
family. Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. After 
patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss 
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CPT Code: 27634 
ongoing care with floor nurses. Dictate operative report and complete medical record documentation. Later on the day 
of surgery, review medical records and interval data charted. Communicate with other professionals and with patient 
and patient's family. Perform an expanded problem focused exam, assessing open wound status and drain. Assess 
1eurovascular status. Wound care and close observation are important to avoid or promptly treat compartment 
,:;yndrome. Consider relevant data, options, and risks and revise treatment plan as necessary. The next day, review 
medical records and interval data charted. Examine and talk with patient. Take down dressings, asses wound and 
patient status, and make the decision for discharge. Discuss aftercare treatment with the patient, family and other 
healthcare professionals, including home restrictions (ie, activity, bathing) and use of crutches or walker. Reconcile 
medications with attention to pre-admission therapy, inpatient therapy and outpatient formulary and write order for pain 
medication. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 
completed, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
in the office the next day and for several more visits through the 90-day global period. Remove dressings, assess wound 
healing, and redress wound. Remove sutures and drain when appropriate. Discuss pathology report when available. 
Order and review periodic lab and/or imaging, as necessary. Assess functional recovery and determine whether there is 
a need for physical therapy. Reconcile medication(s). Revise treatment plan(s) and communicate with patient and 
family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 27634 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter(s): 
Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Tye 
Ouzounian, MD; Frank Spinosa, DPM 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology; foot 
and ankle orthopaedic surgery; podiatry 

CPT Code: 27634 

Sample Size: 150 IResp N: 49 I Response: 32.6 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl H!Q.h 
Service Performance Rate 0.00 1.00 3.00 5.00 30.00 

SurveyRVW: 5.93 9.25 10.50 14.00 23.00 

Pre-Service Evaluation Time: 40.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 25.00 50.00 70.00 90.00 150.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

**Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 127634 Recommended Physician Work RVU: 10.20 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 23.00 3.00 20.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 70.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 27634 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
; this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
28299 

Global 
090 

WorkRVU 
11.39 

Time Source 
RUCTime 

CPT Descriptor Correction, hallux valgus (bunion), with or without sesamoidectomy; by double osteotomy 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

0ther Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSiflP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 %of respondents: 14.2 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPfCode: CPT Code: RUCTime 

27634 28299 

I Median Pre-Service Time II 71.00 II 75.00 

I Median Intra-Service Time II 70.00 II 90.00 

I Median Immediate Post -service Time 20.00 30.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 20.0 0.00 

~edian Discharge Day Management Time 38.0 19.00 

~edian Office Visit Time 62.0 85.00 

0.0 0.00 

~ 299.00 

I Prolonged Services Time 

I Median Total Time 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of 3.43 II 
management options that must be considered L------1 '---------1 

3.14 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____3_.57_--11 '--1 __ 3.4_3_--J 

I Urgency of medical decision making l ~.._1 __ 3_.1_4_-1, '-1 __ 2_.5_7 _ ___. 

Technical Skill/Physical Effort (Mean) 

~.._IT_ec_hni_·~_l_s~_-_lr_e~~-rr_ed ____________ ~l~' __ 3_.5_7_--~11.__ ___ 3_.2_9 __ ___. 

~~P~ey~s_ical_effi_o_rt_r_e~~rr-·ed ___________ __jl~l __ 3_.00 __ ___.1~1 __ 2_.8_6_---l 

Psychological Stress (Mean) 

I The risk of signifi~ compli~tions, morbidity and/or mortality ~~~--3_.5_7_-J, '-' ___ 3_.2_9 __ ___. 

I Outcome depends on the skill and judgment of physician I ~'--3_.8_6 _ _.1 ~~ ____ 3_.4_3 _ ___. 

~.._I Es_tima __ ted_ns_· _k_of_mal--'p"-ra_c_ti_ce_s_w_·t _WI_.th_poo~_r _ou_tco_m_e ____ ___.l ~.._1 __ 3_.2_9_-l, ~~ __ 3_.1_4 _ ___. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

~-~~-~~Se_~_i_ce_~_ens~ity~lc_o_m~p-~_xi~ty-------------___.l,~_-3_.1_4_-~l'-1---3-._oo __ ___. 

~lfutt_a_-~_~_k_e_inte_ns_ity~/_co_mp~le_xi~ty ____________ ~l~l---3-.5_7 _ _.1~1 ___ 3_.2_9 __ ---~ 

~.._I P_o_st_-~_~ __ ic_e _~_e_ns_ity~/_co_m....:p"-le_XI-'·ty~-------------------~' ~' ___ 2_.4_3 __ _.1 '-1 ___ 2_.5_7 __ _.. 

Additional Rationale 

CPT Code: 27634 

Describe the process by which your specialty society reached your final reconunendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fonnula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 27634 
Current code 27619 (Excision, tumor, leg or ankle area; deep (subfascial or intramuscular)) will be deleted in 2010 
and replaced by two new codes (P79 and P80). During the Harvard study, 9 orthopaedic surgeons were surveyed. 
General surgery and podiatry were not involved. Pre and post times were predicted. No positioning time was 
'"ecorded. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: Add 10 minutes for additional review of imaging, pathology and consultation with other health 

professionals for reconstruction. 
• Positioning: Add 20 minutes for prone positioning and application of a tourniquet 
• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring for 
compartment syndrome. The surgeon will examine the patient later on the day of the procedure. The consensus 
committee recommends the survey median RVW adjusted down to 10.20 to maintain the survey-based relativity in 
relation to the subcutaneous codes which are being presented as work neutral (the survey median has been reduced by 
2.88%). Along with the recommended time and visit information, this results in an IWPUT of0.055. This is 
similar to the IWPUT for the reference code 28299. The difference in RVW accounts for less intra-op time. 

JERVICES REPORTED Wim MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for releva.t1t multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

~QUENCYINFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27619 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
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CPT Code: 27634 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 28045 

CPT Code:28045 Tracking Number P88 Specialty Society Recommended RVU: 5.34 

Global Period: 090 RUC Recommended RVU: 5.34 

CPT Descriptor: Excision, tumor, soft tissue of foot or toe, subfascial (eg, intramuscular); less than 1.5 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 62-year-old male undergoes excision of a 1.2 em hemangioma in the deep plantar space of 
the foot. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital 90% , In the ASC 0%, In the 
office 10% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 81% , Kept overnight (less than 24 hours) 19% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 88% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Verify that all required 
instruments and supplies are available. Assist with patient supine positioning and padding to stabilize foot. Perform 
regional block. Indicate areas of skin to be prepped and mark surgical incisions. Place tourniquet. Prep and drape 
foot. Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: An incision is made on the plantar aspect of the right arch. Dissection is carried out 
to reveal a 1.2 em in diameter purplish lesion. The tumor is dissected from surrounding tissue, and all bleeders are 
cauterized. The lesion is delivered from the wound. The wound site is irrigated and inspected. The wound is closed in 
layers with simple interrupted sutures and the skin is coapted with a running mattress of nylon. The tourniquet is 
deflated, and normal capillary return is seen in the toes. 

Description of Post-Service Work: Apply compression dressing and splint/shoe. Discuss postoperative care with 
recovery room staff. Take specimen to pathology, along with the appropriate history and information. The MRI is also 
~hown to the pathologist to coordinate orientation of the specimen and location. Discuss surgery outcome with patient's 
family. Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. After 
patient is awake, discuss surgery outcome with patient. Dictate operative report and complete medical record 
documentation. Communicate with other professionals and with patient and patient's family. Consider relevant data, 
options, and risks and make the decision for discharge. Discuss aftercare treatment with the patient, family and other 
healthcare professionals, including home restrictions (ie, activity, bathing) and use of crutches or walker. Reconcile 
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CPT Code: 28045 
medications and write order for pain medication. Inform the primary care or referring physician of discharge plans. All 
appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office within a few days and for several more visits through the 90-day 
global period to remove dressings, assess wound healing, and redress wound; remove sutures; and discuss patholo 
report when available. Order and review periodic lab and/or imaging, as necessary. Reconcile medication(s). Assl 
functional recovery and determine whether there is a need for physical therapy. Revise treatment plan(s) and 
communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate 
progress notes for medical record. 
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CPT Code: 28045 
SURVEY DATA 
IRUC Meeting Date (mm/yyyy) jo112oo9 

Presenter(s): !John Heiner, MD; William Creevy, MD; Tye Ouzounian, MD; Frank Spinosa, DPM 

3pecialty(s): ~~~~iatry 
..~:. surgery; orthopaedic surgical oncology; foot and ankle orthopaedic surgery; 

CPT Code: 28045 

Sample Size: 120 IResp N: 48 
I 

Response: 40.0 % 

Sample Type: Random 

~ 25th octl Median* 75th octl H_ig_h 

S;.., ,;;..,,.. Performance Rate 0.00 2.00 3.00 6.00 50.00 

Survey RVW: 2.25 5.50 8.23 9.81 16.00 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15.00 30.00 45.00 56.00 120.00 

Immediate Post Service-Time: 20.00 

Post Ol.lt:• cathrt: Visits Total Min** I CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

lOffice time/visit(s): 55.00 99211 x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

longed Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

**Physrcran standard total mrnutes per ElM vrsrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38}; 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1 b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: [28045 Recommended Physician Work RVU: 5.34 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 19.00 19.00 0.00 

Pre-Service Positioning Time: 6.00 1.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 5.00 0.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 20.00 

Post Qp~rative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

'Jischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 
I 

Office time/visit(s): ~ 99211 x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: ~ 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 

852 



CPT Code: 28045 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
13121 

Global 
010 

WorkRVU 
4.36 

CPT Descriptor Repair, complex, scalp, arms, and/or legs; 2.6 em to 7.5 em 

KEY MPC COMPARISON CODES: 

Time Source· 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 %of respondents: 14.5 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

28045 13121 

I Median Pre-Service Time II 30.00 II 10.00 

I Median Intra-Service Time II 45.00 II 60.00 

Median Immediate Post -service Time 20.00 15.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 0.00 

Median Office Visit Time 55.0 32.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time ~ 117.00 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

!lental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of 2.71 II 
management options that must be considered '-------' '-------' 

2.57 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

~-2_.86_~1 ._I __ 2.5_7 _ __. 

._I U_r=ge_n....:cy:....o_f_m_edi_._caJ_dec_is_io_n_making_·-=----------'11._ __ 2_.1_4 _ _,1 ._I __ 2_.00 __ ....~ 

Technical Skill/Physical Effort (Mean) 

._IT_ec_hni_·cal_s~_·_r_e~~-·-ed ___________ ~l._l __ 3_.4_3 _ _.l._l __ 3_.1_4 _ __. 

I.__P_,hy'-sl_·cal_effi_o_rt_re~~-·-ed ___________ _,l.__l _3_.00 _ __.1 L..l __ 3.00 __ ....... 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 3_.1_4 _ _.11.__ __ 3_.00 __ _, 

._I Ou_tco_m_e_depe_,_nds __ on_th_e_s~_· _and_,._ju....:dgm:::.-e_nt_o_f~p_,hy:....s_ic_ian ___ _,l ._I __ 3_.4_3 _ _,1 ._I __ 3_.00 __ ....~ 

I_Es_tima_t_ed_ri_sk_o_f_mal.-:..pra_cn_·c_e _sw_·t_WI_.th___._poo_r_outc_o_m_e ___ ___.ll.___3_.1_4 _ _,1 ._I __ 3_.00 __ ...... 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I._Pr_e_-Se_rv~_·c_e_int_e_ns_ity.::../_co_m ..... p_le_xi...::ty _________ __.l ._I __ 3_.00 _ __.11.___2_.8_6_ ....... 

._IIntra __ -S_e_rv~_·ce_int_e_ns_i..:..ty_lc_om_p._l_eXl_·ty~----------'1 ._I __ 2_.8_6 _ _.1 ._1 __ 2_.5_7 _ __, 

._I P_o_st_-Se_rv_ic_e _int_e_ns_ity.:..../_co_mp~le_Xl....:·ty,__ ________ __.l ._I __ 2_.4_3 _ _,1.._1 __ 2_._29 _ __, 

Additional Rationale 

CPT Code: 28045 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format . 

...:ompelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 28045 
Current code 28045 (Excision, tumor, foot; deep, subfascial, intramuscular) will be deleted in 2010 and replaced by 
two new codes (P88 and P89). During the Harvard study, 10 orthopaedic surgeons were surveyed. Podiatry, the 
primary and significant provider of this service, was not involved. Pre and post times were predicted. No 
positioning work was recorded. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 1B with the following modifications: 
• Evaluation: No change. The 5 minutes allocated for moderate sedation by an anesthesiologist is replaced by 

5 minutes for the surgeon to perform a regional block. 
• Positioning: Add 5 minutes. Patient's leg is elevated and foot is stabilized. Opposite extremity is padded. 

Tourniquet is applied. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey 25m percentile RVW adjusted down to 5.34 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey statistic has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of0.041. This is similar to the IWPUT for the reference code 13121. The RVW is greater 
than the reference code, accounting for more post work. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all ofthese data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 28045 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
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CPT Code: 28045 
If the recorrunendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recorrunendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recorrunendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLn 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
~YOFRECO~ATION 

CPT Code: 28041 

CPT Code:28041 Tracking Number P89 Specialty Society Recommended RVU: 8.26 

Global Period: 090 RUC Recommended RVU: 7.00 

CPT Descriptor: Excision, tumor, soft tissue of foot or toe, subfascial (eg, intramuscular); 1.5 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 62-year-old male undergoes excision of a 5 em hemangioma in the deep plantar space of the 
foot. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital96% , In the ASC 0%, In the 
office 4% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 65% , Kept overnight (less than 24 hours) 28% , Admitted (more than 24 hours) 7% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 77% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies~ Communicate with reconstructive surgeon. Meet 
with patient/family to review planned procedure and post-operative management. Review and have patient sign 
informed consent. Assure appropriate selection, timing, and administration of antibiotic. Verify that all required 
instruments and supplies are available. Assist with patient supine positioning and padding to stabilize foot. Perform 
regional block. Indicate areas of skin to be prepped and mark surgical incisions. Place tourniquet. Prep and drape 
foot. Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A curvilinear incision is made on the sole of the foot. The subcutaneous tissue is 
incised and the plantar fascia is split. The lateral plantar nerve and artery are identified in the wound as they come 
through the medial side of the foot. The aponeurosis of the plantar fascia is also identified and is split along the medial 
side to allow access to the sole of the foot. The flexor digitorum brevis muscle is retracted laterally and a portion of it is 
released off the anterior calcaneus. This allows clear exposure of the lateral plantar nerve and artery and the medial 
plantar nerve and artery. The mass is just between the two nerves and is noted to be wrapping around the interval at the 
medial side of the quadratus plantae muscle. The flexor digitorum longus tendon is mobilized off the quadratus plantae 
and retracted medially. The quadratus plantae muscle is retracted laterally and the mass is exposed. Careful resection 
performed to remove the mass from the space in one piece. The flexor hallucis tendon is mobilized medially. Tit~ 
tumor is dissected off the abductor hallucis muscle. Once it is removed, the flexor digitorum is allowed to fall back into 
position as well as the quadratus plantae muscle. Both the medial plantar artery and nerve and the lateral plantar artery 
and nerve are inspected. The flexor digitorum brevis muscle is allowed to fall back into position and several absorbable 
sutures are put into the base where it was released partially off the calcaneus. The plantar aponeurosis is left to fall back 
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·CPT Code: 28041 
into place. Any branches of the medial plantar artery that perforated the septum are ligated. The fascia is closed with 
interrupted suture. The subcutaneous wound is_closed with absorbable suture. Nylon is used in the curvilinear incision 
on the sole of the foot. 

L>escription of Post-Service Work: A compressive foot dressing is applied in the operating room, the tourniquet is let 
down and compression is held for 10 minutes on the foot to prevent hematoma formation. Apply splint. Transfer 
patient to the recovery room. Discuss postoperative care with recovery room staff. Take specimen to pathology, along 
with the appropriate history and information. The MRI is also shown to the pathologist to coordinate orientation of the 
specimen and location. Discuss surgery outcome with patient's family. Write brief operative note and medication 
orders. Monitor patient stabilization in the recovery room. After patient is awake, discuss surgery outcome with 
patient. Dictate operative report and complete medical record documentation. Communicate with other professionals 
and with patient and patient's family. Consider relevant data, options, and risks and make the decision for discharge. 
Discuss aftercare treatment with the patient, family and other healthcare professionals, including home restrictions (ie, 
activity, bathing) and use of crutches or walker. Reconcile medications and write order for pain medication. Inform the 
primary care or referring physician of discharge plans. All appropriate medical records are completed, including 
discharge summary and discharge instructions, and insurance forms. The patient will be examined in the office within a 
few days and for several more visits through the 90-day global period to remove dressings, assess wound healing, and 
redress wound; remove sutures; and discuss pathology report when available. Order and review periodic lab and/or 
imaging, as necessary. Reconcile medication(s). Assess functional recovery and determine whether there is a need for 
physical therapy. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss 
progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 28041 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): John Heiner, MD; William Creevy, MD; Tye Ouzounian, MD; Frank Spinosa, DPM 

Specialty(s): orthopaedic surgery; orthopaedic surgical oncology; foot and ankle orthopaedic surgery; 
podiatry 

CPT Code: 28041 

Sample Size: 120 lResp N: 48 I Response: 40.0 % 

Sample Type: Random 

Low 25th octl Median* 75th_D_ctl Hi.Q.h 
Service Performance Rate 0.00 2.00 3.00 5.00 50.00 

Survey RVW: 2.50 6.10 8.50 10.25 18.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15.00 45.00 60.00 60.00 120.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.oo· 99238x 0.50 99239x 0.00 

Office time/visit(s): 62.00 99211x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (70}; 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 128041 Recommended Physician Work RVU: 8.26 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 8.00 3.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 28041 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
~ this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
29891 

Global 
090 

WorkRVU 
9.47 

Time Source 
RUC Time 

CPT Descriptor Arthroscopy, ankle, surgical, excision of osteochondral defect of talus and/or tibia, including drilling of 
the defect 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

>ther Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSlflP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 6 % of respondents: 12.5 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

28041 29891 

I Median Pre-Service Time II 56.00 II 50.00 

I Median Intra-Service Time II 60.00 II 60.00 

I Median Immediate Post-service Time 20.00 25.00 

I Median Critical Care Time 0.0 0.00 
1 \1edian Other Hospital Visit Time 0.0 0.00 

ledian Discharge Day Management Time 19.0 0.00 

I Median Office Visit Time 62.0 92.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time ~ 
227.00 
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INTENSITY/COMPLEXITY MEASURES CMean1 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of 3.83 II 
management options that must be considered L-----....1 L-------l 

3.67 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

..___3_.5_0 _ _.1 L-.1 __ 3_.3_3_----l 

I ~U_r~ge_oc~y~o_f_m_e_di_cal __ dec __ is_ill_n_makm __ ·~g~----------------'ljL ___ 3_.6_7 __ ~11~----3-.~----~ 

Technical Skill/Physical Effort (Mean) 

IL-T_ec_hni_._cal_s_kil_.l_required-!-·-------------~~ ._I _4_._17 _ _.1 Ll __ 4._00 _ ___.~ 

LIP_ey~s_ical_e_ffo_rt_r_equired~·-------------....II~'--3_.3_3_....~1LI __ 3_.6_7_-....~ 
Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality II._ __ 3_.50_-....~1 Ll __ 3_.6_7 _ __...~ 

I Outcome depends on the skill and judgment of physician I ~' ___ 3_.6_7 __ _.1 ~~ ____ 3_.6_7 __ __, 

~~ Es __ tima __ ted __ ns_· _k_of_mal--'p:...ra_c_ti_ce_sw __ ·t_WI_·th-=-poo __ r_outc __ o_m_e ______ __.II~..-__ 3_.5_0 __ ~11L ____ 3_.3_3 __ --I 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I~Pr_e_-Se __ rv_ice __ in_t_ens_i_,ty'-/c_o_mp..:..l_eXI_ . ..::.ty __________________ __.l Ll __ 2_.8_3_....~11 ~ ___ 2_.87 ___ _. 

Llhmrn ___ -Se __ rv_ice __ in_re_ns_i~ty_lco __ m~~-eXI_·ty~------------------~~~~ ___ 3_.6_7 __ _.1~1 ___ 3_._33 __ __, 

LIP~o~&_-S_erv __ ~_e_in_re_ns_ity~l_c_om~p~~-XI_·ty~------------------~~~~ __ 3_.oo_-....~ILI ___ 3_._oo __ __j 

Additional Rationale 

CPT Code: 28041 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 28041 
Current code 28045 (Excision, tumor, foot; deep, subfascial, intramuscular) will be deleted in 2010 and replaced by 
two new codes (P88 and P89). During the Harvard study, 10 orthopaedic surgeons were surveyed. Podiatry, the 
primary and significant provider of this service, was not involved. Pre and post times were predicted. No 
.-,ositioning work was recorded. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. The 
excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural tumors) has also 
advanced in light of superior imaging and adjuvant treatments such as embolization, low dose chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 5 minutes. Patient's leg is elevated and foot is stabilized. Opposite extremity is padded. 

Tourniquet is applied. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 8.26 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey statistic has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.064. This is similar to the IWPUT for the reference code 29891. The RVW is less than 
the reference code, accounting for less post work. 

~ERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

~-low was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 28045 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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CPT Code: 28041 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 21015 

CPT Code:21015 Tracking Number P5 Specialty Society Recommended RVU: 9. 71 

Global Period: 090 RUC Recommended RVU: 9.71 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of face or scalp; less than 2 ern 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 45-year-old male presents with a 1.5 ern sarcoma of the jaw muscles. At operation, the 
tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 91% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 51% , Kept overnight (less than 24 hours) 23% , Admitted (more than 24 hours) 26% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 60% 

> moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
./ercent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Assure appropriate 
selection, timing, and administration of antibiotic bolus and anticoagulation rneds. Review length and type of anesthesia 
with anesthesiologist. Verify that all required instruments and supplies are available. After induction of anesthesia in 
supine position, assist with adjusting the OR table and anesthesia lines so that the operative site is assessable. Re-assess 
position of the extremities and stabilize the head. Indicate areas of skin to be prepped and mark surgical incisions. 
Scrub and gown. Perform surgical "time out" with operating surgical team. Infiltrate a local anesthetic to reduce 
postoperative pain. A facial nerve monitor is positioned 

Description of Intra-Service Work: A curvilinear incision is made in relaxed skin tension creases anterior to the auricle, 
extending inferiorly and then anteriorly into the upper neck, three centimeters below and parallel to the lower edge of the 
mandible. A subplatysrnal flap is elevated over the submandibular triangle, more superiorly at the level of the parotid 
fascia, to expose the submandibular and parotid glands. Peripheral branches of the facial nerve, including the buccal 
and marginal mandibular branches, are identified and preserved. The flap is further extended anteriorly over the 

asseter muscle to expose the tumor. The tumor is removed en bloc, including a wide margin of masseter muscle and 
\_ ..ny necessary surrounding structures, including skin at the previous biopsy site. The specimen is sent to pathology for 

frozen and permanent sections. The specimen is oriented for the pathologist, with direct communication between the 
surgeon and pathologist to ensure accurate pathologic interpretation. Frozen sections are taken from the surrounding 
tissue as indicated. Additional excision is carried out if necessary to obtain a clear margin. The wound is inspected and 
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CPT Code: 21 015 
irrigated. A deep drain is placed taking care to avoid contact with facial nerve branches. The wound is closed in layers 
with interrupted sutures. 

Description of Post-Service Work: Steri-strips and a compression dressing are applied, held in place with a head w 
bandage. Discuss postoperative care with recovery room staff. Discuss surgery outcome with patient's family. W. 
brief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient and assess facial nerve and jaw function. Monitor for hematoma formation and 
intraoral edema. Dictate operative report and complete medical record documentation. Communicate with other 
professionals and with patient and patient's family. Consider relevant data, options, and risks and make the decision for 
discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing), and special attention to chewing I using jaw muscle. Reconcile medications and write 
orders for home medications. Inform the primary care or referring physician of discharge plans. All appropriate 
medical records are completed, including discharge summary and discharge instructions, and insurance forms. The 
patient will be examined in the office within 1-2 days and for several more visits through the 90-day global period to 
remove dressings, assess wound healing, and redress wound; and remove drain and sutures. Discuss pathology report 
when available with the patient and family, as well as, recommendations for further evaluation, treatment, and 
monitoring as appropriate. Communicate with other physicians providing adjuvant treatment if indicated. Order and 
review periodic lab and/or imaging, as necessary. Assess functional recovery and determine whether there is a need for 
speech/swallowing therapy. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. 
Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 21015 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

I Presenter(s): Christopher Senkowski, MD FAGS; Jane Dillon, MD FAGS; Martha Matthews, MD, FAGS 

;pecialty(s): general surgery; otolaryngology; plastic surgery 

CPT Code: 21015 

Sample Size: 120 'Resp N: 43 I Response: 35.8 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hiah 

Service Performance Rate 0.00 2.00 2.00 4.00 30.00 

SurveyRVW: 6.00 7.50 10.00 12.00 18.00 

Pre-Service Evaluation Time: 40.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 20.00 60.00 75.00 90.00 180.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

'·rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

..... Physrcian standard total minutes per E/M visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: J21015 Recommended Physician Work RVU: 9.71 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 8.00 3.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 75.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

~ischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Jffice time/visit(s): 85.00 99211x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure b~;eg on its modifier -51 exempt status? No 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
38700 

Global 
090 

CPT Descriptor Suprahyoid lymphadenectomy 

KEY MPC COMPARISON CODES: 

WorkRVU 
12.68 

CPT Code: 21015 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 

( 

Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 9 % ofrespondents: 20.9 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

21015 38700 

I Median Pre-Service Time II 68.00 II 60.00 

I Median Intra-Service Time II 75.00 II 90.00 

I Median Immediate Post-service Time 30.00 30.00 

0.0 0.00 

0.0 20.00 

I Median Critical Care Time 

~edian Other Hospital Visit Time 

I Median Discharge Day Management Time 19.0 38.00 

I Median Office Visit Time 85.0 62.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time ~I 
300.00 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

~ental Effort and Judgment (Mean) 
The nwnber of possible diagnosis and/or the number of ..___4_.00 _ __,11 
management options that must be considered L------...1 

3.44 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

..___4_.oo _ __.l ._I __ 3_.67 _ ___. 

L-1 u_r:::.ge_nc_,y;_o_f_m_edi_._cal_dec_is_io_n_making_·~---------'1 .._1 __ 3_.8_9_ ...... 1 .._1 __ 3_.5_6 _ __. 

Technical Skill/Physical Effort (Mean) 

L.:l T:...:;.ec.:..hni_._cal_s_kil_· l_reqwr~·.:..ed ___________ _,ll~...-_4_.oo _ __.lj~...-_3_.7_8 _ ___. 

._I P_h.;:...ys_ical_e_ffi_o_rt_re__,qu~ir_ed ____________ ___,l ._1 __ 3_.5_6 _ _,, .._1 __ 3_.44 __ _, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and! or mortality I ._1 __ 3_.6_7_--.~l ._1 __ 3_.7_8_---J 

I Outcome depends on the skill and judgment of physician I .._I __ 4_.22 _ __,1 L-1 __ 4_.1_1 _ ___, 

1&_rum __ ted __ n_·s_k_of_rnru___,p~rn_c_ti_re_s_w_·t_M_.th_poo~_ro_u_~_o_m_e ____ ___,l._l __ 3_.7_8 _ _,1.._1 __ 3_.8_9 _ __, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I ..._~_e_-_Se_~_i_ce_~ __ ens__,ity;_k_o_m~p_le_xi~ty ___________ __,IL-1 ___ 3_.7_8 __ ...~1._1 __ 3_.7_8 __ __, 

._lm_rrn __ -~ __ nn_·c_e_~_e_ns_i~ty_lc_om~~-e~_·cy.;:..._ ____________ ___,l,__j __ 3._7_a_ ...... ll.._ ___ 3_.7_8 _ __, 

L.:IP~o~st~-S_e~_~_e;_~;_e~ns~icy~/-co;_m__,p;_le_~;_·cy~-------------llj,__ __ 3._2_2_...~11L-__ 3_.3_3_-...~ 

Additional Rationale 

CPT Code: 21 015 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
l?.ecommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 21 015 
Current code 21015 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of face or scalp), will be 
deleted in 2010 and replaced by two new codes (P5 and P6). During the Harvard study, only 1 orthopaedic surgeon 
was surveyed. According to the PFS NPRM published in 1996, the RUC identified 21015 as potentially overvalued 
during the first 5-year-review. The RUC database indicates that AAOHNS presented comparable codes to show fr 
21015 was not overvalued. The time shown in the database in not validated survey time. Because the primary 
providers of this service were not involved in the Harvard review that predicted all time components, we believe the 
current RVW for this code is not based on relativity. The current RVW and the database time and visit information 
result in an IWPUT of 0.020, exceptionally low for a deep malignant tumor in the face/scalp. 

2. Evidence that technology has changed physician work (i.e .. diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. The work associated with soft tissue resection 
procedures has increased as the magnitude of what is possible has increased dramatically. These procedures are 
more technically demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and 
therefore attain large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues 
routinely requires meticulous dissection around major nerves and blood vessels. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 5 minutes After induction of anesthesia in supine position, assist with adjusting the OR table 

and anesthesia lines so that the operative site is assessable and stabilizing the head. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 9.71 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral \ 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.053. This RVW and IWPUT is less than the reference code 38700, accounting for less 
intra-operative work and facility work. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

I. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 
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CPT Code: 21 015 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 21015 

:Iow often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

pecialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMMffiNDATION 

CPT Code: 21016 

CPT Code:21016 Tracking Number P6 Specialty Society Recommep.ded RVU: 15.05 

Global Period: 090 RUC Recommended RVU: 15.05 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of face or scalp; 2 em or greater 

CLINICAL DESCRIPriON OF SERVICE: 

Vignette Used in Survey: A 45-year-old male presents with a 6 em sarcoma of the jaw muscles. At operation, the tumor 
and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 84% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 7% , Kept overnight (less than 24 hours) 14% , Admitted (more than 24 hours) 79% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 67% · 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Meet with patient/family to review planned procedure 
and post-operative management. Review and have patient sign informed consent. Assure appropriate selection, timing, 
and administration of antibiotic bolus and anticoagulation meds. Review length and type of anesthesia with 
anesthesiologist. Verify that all required instruments and supplies are available. After induction of anesthesia in supine 
position, assist with adjusting the OR table and anesthesia lines so that the operative site is assessable. Re-assess position 
of the extremities and stabilize the head. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and 
gown. Perform surgical "time out" with operating surgical team. Infiltrate a local anesthetic to reduce postoperative 
pain. A facial nerve monitor is positioned. 

Description of Intra-Service Work: A curvilinear incision is made in relaxed skin tension creases anterior to the auricle, 
extending inferiorly and then anteriorly into the upper neck, three centimeters below and parallel to the lower edge of the 
mandible. A subplatysmal flap is elevated over the submandibular triangle, more superiorly at the level of the parotid 
fascia, to expose the submandibular and parotid glands. Peripheral branches of the facial nerve, including the buccal 
and marginal mandibular branches, are identified and preserved. The flap is further extended anteriorly over t 

masseter muscle to expose the tumor. The parotid gland and peripheral branches of the facial nerve are retracted an._ 
the tumor is removed en bloc, including a wide margin of jaw musculature and any necessary surrounding structures, 
including skin at the previous biopsy site. The specimen is sent to pathology for frozen and permanent sections. The 
specimen is oriented for the pathologist, with direct communication between the surgeon and pathologist to ensure 
accurate pathologic interpretation. Frozen sections are taken from the surrounding tissue as indicated. Additional 
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CPT Code: 21016 
excision is carried out if necessary to obtain a clear margin. The wound is inspected and irrigated. A deep drain is 
placed taking care to avoid contact with facial nerve branches. The wound is closed in layers with interrupted sutures. 

lescription of Post-Service Work: Steri-strips and a compression dressing are applied, held in place with a head wrap 
Jandage. Discuss postoperative care with recovery room staff. Discuss surgery outcome with patient's family. Write 
brief operative note and medication orders. Monitor patient stabilization in the recovery room, with attention to possible 
airway issues. After patient is awake, discuss surgery outcome with patient and assess facial nerve and jaw function. 
Monitor for hematoma formation and intraoral edema. Write orders for transferring to ICU and discuss ongoing care 
with nurses. Dictate operative report and complete medical record documentation. Later on the day of surgery, review 
medical records and interval data charted. Communicate with other professionals and with patient and patient's family. 
Examine patient, assessing airway, hemodynamic status and drain. Wound care and close observation are important to 
avoid or promptly treat wound hematoma. Consider relevant data, options, and risks and revise treatment plan as 
necessary. On subsequent days, review medical records and interval data charted. Examine and talk with patient. Take 
down dressings, assess wound and patient status. When the patient is stable, make the decision for discharge. Discuss 
aftercare treatment with the patient, family and other healthcare professionals, including home restrictions (ie, eating, 
activity, bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy and outpatient 
formulary and write orders for home medications. Inform the primary care or referring physician of discharge plans. 
All appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office the next day and for several more visits through the 90-day global 
period. Remove dressings, assess wound healing, and redress wound. Remove sutures and drain when appropriate. 
Discuss pathology report when available with the patient and family, as well as, recommendations for further evaluation, 
treatment, and monitoring as appropriate. Communicate with other physicians providing adjuvant treatment if indicated 
Order and review periodic lab and/or imaging, as necessary. Assess functional recovery and determine whether there is 
a need for speech/swallowing therapy. Revise treatment plan(s) and communicate with patient and family/caregiver, as 
necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 21 016 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 __, 

Presenter(s ): Christopher Senkowski, MD FACS; Jane Dillon, MD FACS; Martha Matthews, MD, FACS 

Specialty(s): general surgery; otolaryngology; plastic surgery 

CPT Code: 21016 

Sample Size: 120 'Resp N: 43 I Response: 35.8 % 

Sample Type: Random 

Low 25th DCtl Median* 75th DCtl Hi_g_h 

Service Performance Rate 0.00 1.00 2.00 3.00 20.00 

SurveyRVW: 6.50 12.55 15.50 19.00 26.86 

Pre-Service Evaluation Time: 55.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 35.00 90.00 100.00 145.00 240.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); ~~i:;:s~( 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: j21016 Recommended Physician Work RVU: 15.05 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Pack~e 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 8.00 3.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 100.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 102.00 99211x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedug~sed on its modifier -51 exempt status? No 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
41130 

Global 
090 

CPT Descriptor Glossectomy; hemiglossectomy 

KEY MPC COMPARISON CODES: 

WorkRVU 
15.51 

CPT Code: 21016 

Time Source 
RUCTime· 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 9 % of respondents: 20.9 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

21016 41130 

I Median Pre-Service Time II 68.00 II 80.00 

I Median Intra-Service Time II 100.00 II 90.00 

I Median Immediate Post-service Time 30.00 30.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 60.0 60.00 

I Median Discharge Day Management Time 38.0 38.00 

1edian Office Visit Time 102.0 109.00 

. rolonged Services Time 0.0 0.00 

I Median Total Time ~ 407.00 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of ._ __ 4_.1_3 _ _.11. ___ 3_.7_5 _ __, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-4_.00 __ __,1 ..... 1 ___ 3_.6_3 __ ~ 

._I U_r.:::..ge_n...:.cy_o_f_m_edi_·c_al_dec_i_sio_n_making __ · .:::...._ _______ ___.11.___4_.00 _ ___.1 .... I __ 3_.3_8 _ __. 

Technical Skill/Phvsical Effort (Mean) 

I._T_ec_hni_.cal_s_kil_·l_required.....__· ___________ __,lj ..... _4_.2_5 _ _,1 ._I ___ 4_.00 ___ __, 

._I P_hy:....s_ical_e_ffo_n_r_eqwr,__· ed ___________ ___.l ._I _4_.00 _ __,11,__ __ 3_.7_5 _ __, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality lj._ __ 4_.1_3 _ _.ll.__ __ 3_.6_3 _ __, 

I Outcome depends on the skill and judgment of physician I ..... 1 __ 4_.2_5 _ _.1 ~...1 __ 3_.7_5_--..~ 

._I Es_nma_· _ted_ns_· _k_of_mal___:p'-ra_c_ti_ce_s_w_·t _WI_·th_poo~_r _ou_tc_o_m_e ___ ___.l '-1 __ 3_.8_8 _ _,, .... I __ 3._3_8 _ __. 

INTENSITY/COMPLEXITY MEASURES 

Time S!gments (Mean) 

CPfCode Reference 
Service 1 

I ._ft_e_-_se_~_i_~_~_ens~ity~/c_o_m~p_le_xi...:.ty _________ __,lj'-__ 3_.88 _ __,11._ __ 3_.5_0 _ __, 

._lnttrn~--S~e~Dn~·~-~_e_ns~i...:.ty_lc_omp~l_e~_·ty~----------'' ..... 1 __ 4_.1_3 _ _.11.....__3_.7_5 _ __, 

._I P_o_st_-S_e~_ic_e _in_te_ns_ity.:..l_co_m_,p'-le_~--'·ty..._ ________ __,l ._I __ 3_.5_0 _ _.1 .... 1 __ 3_._13 _ __, 

Additional Rationale 

CPT Code: 21016 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used m2 

IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative ValuP. 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 21016 
Current code 21015 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of face or scalp), will be 
deleted in 2010 and ·replaced by two new codes (P5 and P6). During the Harvard study, only 1 orthopaedic surgeon 
was surveyed. According to the PFS NPRM published in 1996, the RUC identified 21015 as potentially overvalued 
~uring the first 5-year-review. The RUC database indicates that AAOHNS presented comparable codes to show that 
.1015 was not overvalued. The time shown in the database in not validated survey time. Because the primary 

providers of this service were not involved in the Harvard review that predicted all time components, we believe the 
current RVW for this code is not based on relativity. The current RVW and the database time and visit information 
result in an IWPUT of 0.020, exceptionally low for a deep malignant tumor in the face/scalp. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. The work associated with soft tissue resection 
procedures has increased as the magnitude of what is possible has increased dramatically. These procedures are 
more technically demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and 
therefore attain large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues 
routinely requires meticulous dissection around major nerves and blood vessels. 

Pre-Time: With respect to the pre-service time, ·we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 5 minutes After induction of anesthesia in supine position, assist with adjusting the OR table 

and anesthesia lines so that the operative site is assessable and stabilizing the head. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 15.05 to 
·- "Uaintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 

he survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.060. This RVW and IWPUT is less than the reference code 41130, a very comparable 
procedure in terms oftime, intensity, complexity, and total work. 

SERVICES REPORTED WITII MULTIPLE CPr CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: No 

2. 

/ 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 
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CPT Code: 21016 
FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 21015 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 

\ 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 21557 

CPT Code:21557 Tracking Number Pll Specialty Society Recommended RVU: 14.57 

Global Period: 090 RUC Recommended RVU: 14.57 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of neck or anterior thorax; less than 5 
em 

CLINICAL DESCRIPriON OF SERVICE: 

Vignette Used in Survey: A 47-year-old male presents with a 3 em sarcoma near the sternocleidomastoid muscle in the 
neck. At operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 93% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 4% , Kept overnight (less than 24 hours) 36% , Admitted (more than 24 hours) 61% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 90% 

ts moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology. Meet with patient/family to review planned procedure and post-operative 
management. Review and have patient sign informed consent. Assure appropriate selection, timing, and administration 
of anticoagulation meds. Review length and type of anesthesia with anesthesiologist. Verify that all required 
instruments and supplies are available. After induction of anesthesia in supine position, assist with patient positioning 
with shoulder roll, head rotated and stabilized. Assist with adjusting the OR table and anesthesia lines so that the 
operative site is assessable. Re-assess position of the extremities and head, adjust as needed. Indicate areas of skin to be 
prepped and mark surgical incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, an incision is made along the sternocleidomastoid muscle 
encompassing the overlying skin from the biopsy site. Subplatysmal flaps are raised. The tumor, attached to the 
sternocleidomastoid muscle, is isolated. Medially and superiorly, the internal jugular vein, carotid artery and vagus 
nerve are identified and retracted toward the midline. Laterally and posteriorly, the spinal accessory nerve is identified 

'ithin the posterior triangle, and dissected free of the sternocleidomastoid muscle anteriorly to the internal jugular vein, 
""'reserving the nerve. Transection of the superior aspect of the sternocleidomastoid muscle, already partially transected 
by following the spinal accessory nerve, is completed with a wide margin around the tumor. Inferior to the tumor, the 
sternocleidomastoid muscle is likewise transected with a wide margin, separating the muscle from the internal jugular 
vein and omohyoid muscle. The deep aspect of the tumor and sternocleidomastoid muscle are then dissected free of the 
fascia investing the deep neck musculature and brachial plexus, taking care not to traumatize these structures, taking a 
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CPT Code: 21557 
margin of fibrofatty tissue The specimen is. sent to pathology for frozen and permanent sections. The specimen is 
oriented for the pathologist, with direct communication between the surgeon and pathologist to ensure accurate 
pathologic interpretation. Frozen sections are taken from the surrounding tissue as indicated. Additional excision is 
carried out if necessary to obtain a clear margin. The wound is inspected and irrigated. A deep drain is placed. 7 

wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Steri-strips and a compression dressing are applied to the neck. Discuss 
postoperative care with recovery room staff. Assess hemodynamic, cranial nerve and drain function. Discuss surgery 
outcome with patient's family. Write brief operative note and medication orders. Monitor patient stabilization in the 
recovery room, including determination of hematocrit, oxygenation status, and airway patency. Write orders for 
transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative report and complete medical 
record documentation. Later on the day of surgery, review medical records and interval data charted. Communicate 
with other professionals and with patient and patient's family. Discuss surgery outcome with patient. Perform an 
expanded problem focused exam, reassessing hemodynamic and airway status, cranial nerve, and drain function. 
Wound care and close observation are important to avoid or promptly treat wound hematoma. Consider relevant data, 
options, and risks and revise treatment plan as necessary. On subsequent days, review medical records and interval data 
charted. Examine and talk with patient. Take down dressings, assess wound and patient status. When the patient is 
stable, make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including home restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission 
therapy, inpatient therapy and outpatient formulary and write orders for home medications. Inform the primary care or 
referring physician of discharge plans. All appropriate medical records are completed, including discharge summary 
and discharge instructions, and insurance forms. The patient will be examined in the office the next day and for several 
more visits through the 90-day global period. Remove dressings, assess wound healing, and redress wound. Remove 
sutures and drains when appropriate. Discuss pathology report with the patient and family, as well as, recommendations 
for further evaluation, treatment, and monitoring as appropriate. Communicate with other physicians providing adjuvant 
treatment if indicated. Order and review periodic lab and/or imaging, as necessary. Assess functional recovery and 
determine whether there is a need for physical therapy. Revise treatment plan(s) and communicate with patient 
family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for 
record. 
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CPT Code: 21557 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

I Presenter(s): Christopher Senkowski, MD FACS; Jane Dillon, MD FACS 

;pecialty(s): general surgery; otolaryngology 

CPT Code: 21557 

Sample Size: 75 'Resp N: 30 I Response: 40.0 % 

Sample Type: Random 

Low 25th Pctl Median* 75th Pctl Hig_h 

Service Performance Rate 0.00 1.00 2.00 4.00 20.00 

SurveyRVW: 11.00 12.00 15.00 23.18 26.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 60.00 90.00 113.00 .139.00 240.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

'*Physrcran standard total mrnutes per ElM visrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: J21557 Recommended Physician Work RVU: 14.57 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 113.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

'tscharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Afice time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure b~gB on its modifier -51 exempt status? No 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
38700 

Global 
090 

CPT Descriptor Suprahyoid lymphadenectomy 

KEY MPC COMPARISON CODES: 

WorkRVU 
12.68 

CPT Code: 21557 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 6 % of respondents: 20.0 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

21557 38700 

I Median Pre-Service Time II 72.00 II 60.00 

I Median Intra-Service Time II 113.00 II 90.00 

Median Inunediate Post-service Time 30.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 60.0 20.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 85.0 62.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time 1~1 300.00 

890 



CPT Code: 21557 

INTENSITY/COMPLEXITY MEASURES lMeaii} 

the number of 4.00 II 3.80 

The amount and/or complexity of medical records, diagnostic 4.00 II 3.80 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 3.60 II 3.40 

Technical Skill!Pb):sical Effort lMean} 

I Technical skill required II 4.00 II 4.20 

I Physical effort required II 4.00 II 3.80 

PsychoiQgjcal Stress lMean} 

I The risk of significant complications, morbidity and/or mortality II 3.80 II 3.80 

I Outcome depends on the skill and judgment of physician II 4.20 II 4.00 

J Estimated risk of malpractice suit with poor outcome II 3.20 II 3.40 

INTENSITY/COMPLEXITY MEASURES CPfCode Reference 
Service 1 

Time Se2ments (Mean} 

I Pre-Service intensity/complexity II 3.80 II 3.80 

I Intra-Service intensity/complexity II 4.00 II 4.00 

I Post-Service intensity/complexity II 3.40 II 3.00 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format . 

...:ompelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 21557 
Current code 21557 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of neck or thorax), soft tissue 
of foot) will be deleted in 2010 and replaced by two new codes (Pll and P12). During the Harvard study, 11 general 
surgeons were surveyed. Otolaryngology was not involved. No positioning work was recorded. No positioning 
time was recorded. These patients are not typically Medicare-aged and will typically be admitted to the hospital. 
The Medicare database site of service distribution for this code does not reflect national distribution. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. The work associated with soft tissue resection 
procedures has increased as the magnitude of what is possible has increased dramatically. These procedures are 
more technically demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and 
therefore attain large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues 
routinely requires meticulous dissection around major nerves and blood vessels. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: No change 
• Positioning: Add 9 minutes- After induction of anesthesia in supine position, assist with patient positioning 

with shoulder roll, head rotated and stabilized. Assist with adjusting the OR table and anesthesia lines so that the 
operative site is assessable. Re-assess position of the extremities and head, adjust as needed .. 

• Scrub/Dress/Wait: No change 

Recommendation: The survey data show - and our expert consensus panel concurs - that patients with deep sarcomas 
will typically be admitted to the hospital. Jlle consensus committee recommends the survey median RVW adjusted 
down to 14.57 to maintain the survey-based relativity in relation to the subcutaneous codes which are being presented 
as work neutral (the survey median has been reduced by 2.88%). Along with the recommended time and visit 
information, this results in an IWPUT of 0.056. This RVW is greater than the reference code 38700, accounting fl 
more intra-operative time and complexity and more post-op work. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 
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CPT Code: 21557 
How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 21557 

qow often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
.f the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance lnfonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY_OF RECOMMENDATION 

CPT Code: 21558 

CPT Code:21558 Tracking Number P12 Specialty Society Recommended RVU: 21.37 

Global Period: 090 RUC Recommended RVU: 21.37 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of neck or anterior thorax; 5 em or 
greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 47-year-old male presents with an 8 em sarcoma near the sternocleidomastoid muscle in the 
neck. At operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 96% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 4% , Admitted (more than 24 hours) 96% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this pr~dure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology. Meet with patient/family to review planned procedure and post-operative 
management. Review and have patient sign informed consent. Assure appropriate selection, timing, and administration 
of anticoagulation meds. Review length and type of anesthesia with anesthesiologist. Verify that all required 
instruments and supplies are available. After induction of anesthesia in supine position, assist with patient positioning 
with shoulder roll, head rotated and stabilized. Assist with adjusting the OR table and anesthesia lines so that the 
operative site is assessable. Re-assess position of the extremities and head, adjust as needed. Indicate areas of skin to be 
prepped ~d mark surgical incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, an incision is made along the sternocleidomastoid muscle 
encompassing the overlying skin from the biopsy site. Subplatysmal flaps are raised. The tumor, attached to the 
sternocleidomastoid muscle, is isolated. Medially and superiorly, the internal jugular vein, carotid artery and vagus 
nerve are identified and retracted toward the midline. Laterally and posteriorly, the spinal accessory nerve is identifier! 
within the posterior triangle, and dissected free of the sternocleidomastoid muscle anteriorly to the internal jugular ve 
preserving the nerve. Transection of the superior aspect of the sternocleidomastoid muscle, already partially transectt ... 
by following the spinal accessory nerve, is completed with a wide margin around the tumor. Inferior to the tumor, the 
sternocleidomastoid muscle is likewise transected with a wide margin, separating the muscle from the internal jugular 
vein and omohyoid muscle. The deep aspect of the tumor and sternocleidomastoid muscle are then dissected free of the 
fascia investing the deep neck musculature and brachial plexus, taking care not to traumatize these structures, taking a 
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CPT Code: 21558 
margin of fibrofatty tissue The specimen is sent to pathology for frozen and permanent sections. The specimen is 
oriented for the pathologist, with direct communication between the surgeon and pathologist to ensure accurate 
pathologic interpretation. Frozen sections are taken from the surrounding tissue as indicated. Additional excision is 
carried out if necessary to obtain a clear margin. Often, removal of the internal jugular vein, spinal accessory nerve, or 
other neurovascular structures is required to obtain clear margins. The wound is inspected and irrigated. A deep drain 
is placed. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Steri-strips and a compression dressing are applied to the neck. Discuss 
postoperative care with recovery room staff. Assess hemodynamic, cranial nerve and drain function. Discuss surgery 
outcome with patient's family. Write brief operative note and medication orders. Monitor patient stabilization in the 
recovery room, including determination of hematocrit, oxygenation status, and airway patency. Write orders for 
transferring to ICU and discuss ongoing care with floor nurses. Dictate operative report and complete medical record 
documentation. Later on the day of surgery, review medical records and interval data charted. Communicate with other 
professionals and with patient and patient's family. Discuss surgery outcome with patient. Perform an expanded 
problem focused exam, reassessing hemodynamic and airway status, cranial nerve, and drain function. Wound care and 
close observation are important to avoid or promptly treat wound hematoma. Consider relevant data, options, and risks 
and revise treatment plan as necessary. On subsequent days, review medical records and interval data charted. 
Examine and talk with patient. Take down dressings, assess wound and patient status. When the patient is stable, make 
the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, 
including home restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, 
inpatient therapy and outpatient formulary and write orders for home medications. Inform the primary care or referring 
physician of discharge plans. All appropriate medical records are completed, including discharge summary and 
discharge instructions, and insurance forms. The patient will be examined in the office the next day and for several 
more visits through the 90-day global period. Remove dressings, assess wound healing, and redress wound. Remove 
sutures and drains when appropriate. Discuss pathology report with the patient and family, as well as, recommendations 
for further evaluation, treatment, and monitoring as appropriate. Communicate with other physicians providing adjuvant 

~'-.treatment if indicated. Order and review periodic lab and/or imaging, as necessary. Assess functional recovery and 
letermine whether there is a need for physical therapy. Revise treatment plan(s) and communicate with patient and 

family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 21558 
SURVEY DATA 
RUC Meeting Date (mm/yyyy} \01/2009 

Presenter(s }: Christopher Senkowski, MD FACS; Jane Dillon, MD FACS 

Specialty(s}: general surgery; otolaryngology 

CPT Code: 21558 

Sample Size: 75 'Resp N: 30 I Response: 40.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hiah 

Service Performance Rate 0.00 1.00 1.00 3.00 25.00 

SurveyRVW: 15.00 20.00 22.00 25.70 30.00 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 90.00 120.00 160.00 180.00 360.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 100.00 99231x 1.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s}: 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 ,.· 
(" 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(381, 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 121558 Recommended Physician Work RVU: 21.37 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 160.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 100.00 99231x 1.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s}: 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
15734 

Global 
090 

CPT Descriptor Muscle, myocutaneous, or fasciocutaneous flap; trunk 

KEY MPC COMPARISON CODES: 

WorkRVU 
19.62 

CPT Code: 21558 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

Most Recent 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 11 % of respondents: 36.6 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPI'Code: RUCTime 

21558 15734 

I Median Pre-Service Time II 72.00 II 60.00 

I Median Intra-Service Time II 160.00 II 163.00 

Median Immediate Post-service Time 30.00 I 30.00 

Median Critical Care Time 0.0 I 0.00 

Median Other Hospital Visit Time 100.0 I 115.00 

Median Discharge Day Management Time 38.0 I 38.00 

·1edian Office Visit Time 102.0 I 118.00 

o.o 1 0.00 

~ 524.00 

ro1onged Services Time 

I Median Total Time 
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CPT Code: 21558 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of ._I __ 4_. 1_0 _ _.II 
management options that must be considered .....__ ____ _, 

4.50 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L--_4_.s_o_.....~l ._I __ 4_.2_o _ __, 

~...1 U;..;.rg:::..e_nc...::.y_o_f m_edi_·cal_d_ec_is_io_n _making_· -=----------__.1 ..... 1 _4_.2_0 _ _,11._ __ 4_._10 _ ____. 

Technical Skili/Pbysical Effort (Mean) 

l ..... ~_ec_hni_·cal_s_kil_l_re_.quired_· ___________ ____.l._l _4_.7_0_.....~11 L.. __ 4_._20_---..J 

._I P ..... hy'-s_ica_l_effi_o_n_re_,quired'--· ___________ ___,1 ..... 1 _4_.00 _ ____.1._1 __ 3.90 __ __, 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 4_.1_0 _ __.1 ._I __ 3_.90 __ __, 

~...1 Ou_tco_m_e_depe....!-_nds_on_the_s_kill_· _and____:j_udgm...::::-_ent_of....!.p_,hy:....s•_·ci_an __ __.l ..... 1 _4_. 7_0_....JIIL--_4_.3_o_--.~ 

._l Es_tima_ted_ns_· k_o_f_mal--=-p_ra_cn_·ce_sw_·t_Wl_·th~poo_r_ou_tc_o_m_e ___ __.ll._ __ 4_.60 _ ___.1 ._I __ 4_.5_0 _ __, 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

!._Pr_e_-Se_rv_ic_e _int_ens___,ity'-/c_o_mp~l_eXI_.ty.._ ________ __,l._l _4_.5_0 _ _.1 ._l __ 4_.3_0 _ __, 

~...l In_tra_-S_erv_ic_e _in_te_ns_ity:...-/_co_m...,!.p_le_xi.-::ty ________ ___.l ._l __ 4_.3_0_.....~11~... __ 4_.00_---.~ 

L..:l P....:.o.:..:.st-_S.;...erv_i_ce_in.;...t;..;.ens___,ity:..../co_m.!.,.pl_eXI_.ty..::.._ ________ ___JII~... __ 4_.1_0_....Jil.___4_.1_0 _ __. 

Additional Rationale 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and fonnat. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 21558 
Current code 21557 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of neck or thorax), soft tissue 
of foot) will be deleted in 2010 and replaced by two new codes (Pll and P12). During the Harvard study, 11 general 
surgeons were surveyed. Otolaryngology was not involved. No positioning work was recorded. No positioning 
time was recorded. These patients are not typically Medic.are-aged and will typically be admitted to the hospital. 
fhe Medicare database site of service distribution for this code does not reflect national distribution. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been_made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiatiQn therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. The work associated with soft tissue resection 
procedures has increased as the magnitude of what is possible has increased dramatically. These procedures are 
more technically demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and 
therefore attain large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues 
routinely requires meticulous dissection around major nerves and blood vessels. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change. 
• Positioning: Add 9 minutes- After induction of anesthesia in supine position, assist with patient positioning 

with shoulder roll, head rotated and stabilized. Assist with adjusting the OR table and anesthesia lines so that the 
operative site is assessable. Re-assess position of the extremities and head, adjust as needed. 

• Scrub/Dress/Wait: no change 

Recommendation: The survey data show - and our expert consensus panel concurs - that patients with deep sarcomas 
will typically be admitted to the hospital. The consensus committee recommends the survey median RVW adjusted 
down to 21.37 to maintain the survey-based relativity in relation to the subcutaneous codes which are being presented 
as work neutral (the survey median has been reduced by 2.88%). Along with the recommended time and visit 
nformation, this results in an IWPUT of 0.068. This RVW is greater than the reference code 15734, accounting for 

greater intra-operative complexity and intensity and additional facility work. 

SERVICES REPORTED WITH MULTIPLE CYf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 
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CPT Code: 21558 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 21557 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 21935 

CPT Code:21935 Tracking Number P17 Specialty Society Recommended RVU: 15.54 

Global Period: 090 RUC Recommended RVU: 15.54 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of back or flank; less than 5 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 60-year-old female presents with a 4 em sarcoma in the trapezius on the back. At 
operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 5% , Kept overnight (less than 24 hours) 22% , Admitted (more than 24 hours) 73% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

·s moderate sedation inherent to this procedure in the Hospital/ASC setting? No 
rercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies with special attention to review of 
x-ray, CT, MRI, MRA. Communicate with reconstructive surgeon. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Review length and type of 
anesthesia with anesthesiologist. Assure appropriate selection, timing, and administration of antibiotic. Verify that all 
required instruments and supplies are available. After induction of anesthesia in supine position, assist with patient 
prone positioning. Assess position of the extremities and head, adjust as needed. Indicate areas of skin to be prepped 
and mark surgical incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, an incision is made over the trapezius. Medial and lateral 
subcutaneous flaps are raised. The overlying skin from the biopsy is excised with the tumor. The musculature is 
exposed around the tumor. The fascia is incised and part of it is included with the specimen in the dissection for proper 
margins. The dissection removes a large portion of the trapezius including the fascia of the deep paraspinal muscles 
below it. The tumor is removed en bloc, including necessary surrounding structures. As the tumor is lifted out of the 
wound, small lymphatics and feeding blood vessels are ligated. Frozen sections are taken from the surrounding tissue. 
be deep fascia is inspected for involvement by the tumor as are the ribs and intercostal muscles. If deep margins 

..tlVolved then resection to the periosteum of the ribs is carried out. The specimen is then removed from the field and 
marked for anatomic orientation. This is documented on the pathology request form along with appropriate history and 
needed information. The surgeon then breaks scrub and carries the specimen to the pathology department while the 
anesthesiologist and other operative personnel remain with the patient. Prior to this, the surgeon assesses the stability of 
the operative field and discusses with the anesthesiologist the stability of the patient. In the pathology department, the 
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CPT Code: 21935 
surgeon then examines the resected specimen with the attending pathologist and orients the pathologist to the specimen 
anatomy. The specimen is then inked for margins and any areas that are questionable are inspected by frozen section. 
If all margins appear satisfactory then the surgeon returns to the OR, repeats pre-operative scrub and returns to the 
surgical field. Metallic clips are placed to mark the margips for possible postoperative radiotherapy guidance. T 
wound is inspected and irrigated. Devitalized muscle is debrided. A deep drain is placed. The wound is closed 
layers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings and soft brace. Discuss postoperative care with recovery 
room staff. Discuss surgery outcome with patient's family. -Write brief operative note and medication orders. Monitor 
patient stabilization in the recovery room, including neur~vascular status. After patient is awake, discuss surgery 
outcome with patient. Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate 
operative report and complete medical record documentation. Later on the day of surgery, review medical records and 
interval data charted. Communicate with other professionals and with patient and patient's family. Exam patient, 
assessing neurovascular status and drain. Wound care and close observation are important to avoid or promptly treat 
wound hematoma. Order and review imaging as necessary. Consider relevant data, options, and risks and revise 
treatment plan as necessary. On subsequent days, review medical records and interval data charted. Examine and talk 
with patient. Take down dressings, assess wound and patient status. When the patient is stable, make the decision for 
discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy and 
outpatient formulary and write order for continued anticoagulation and pain medication as necessary. Inform the 
primary care or referring physician of discharge plans. All appropriate medical records are completed, including 
discharge summary and discharge instructions, and insurance forms. The patient will be examined in the office within a 
week and for several more visits through the 90-day global period. Remove dressings, assess wound healing, and 
redress wound. Remove sutures and drain when appropriate. Discuss pathology report when available. Order and 
review periodic lab and/or imaging, as necessary. Order physical therapy and assess functional recovery. Order 
medications as necessary. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. 
Provide necessary care coordination, telephonic or electronic communication assistance, and other 
management for reconstruction. Discuss progress with PCP _(verbal and written). Dictate progress notes for 
record. 
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CPT Code: 21935 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

I Presenter( s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

;pecialty{s ): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 21935 

Sample Size: 100 IResp N: 41 I Response: 41.0 % 

Sample Type: Random 

Low 25th octl Median* 75th DCtl Hi_g_h 

Service Performance Rate 0.00 1.00 2.00 3.00 10.00 

Survey RVW: 13.00 15.00 16.00 21.50 31.00 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 60.00 90.00 120.00 120.00 180.00 

Immediate Post Service-Time: 25.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

"*Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: J21935 Recommended Physician Work RVU: 15.54 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 120.00 

Immediate Post Service-Time: 25.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

'ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

.Jffice time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27880 

Global 
090 

CPT Descriptor Amputation, leg, through tibia and fibula; 

KEY MPC COMPARISON CODES: 

WorkRVU 
15.24 

CPT Code: 21935 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 19.5 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

21935 27880 

I Median Pre-Service Time II 80.00 II 60.00 

I Median Intra-Service Time II 120.00 II 80.00 

Median Immediate Post-service Time I 25.00 20.00 

Median Critical Care Time I 0.0 0.00 

Median Other Hospital Visit Time I 60.0 140.00 

Median Discharge Day Management Time I 38.0 38.00 

Median Office Visit Time I 85.0 62.00 

Prolonged Services Time I 0.0 I 0.00 

1~1 400.00 I Median Total Time 
Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Meaii) 

!~ental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____3_.7_5 _ __.1 ._I __ 3._oo _ ____. 

.____4._13____,1..._1 __ 3.1_3 _ __. 

Ll U:....::r=:.ge:......nc.;..:.y:......o:..:.f~m.:..:..edi:.......cal:..:......._dec__;_i_sio_n_makin __ · g:::._ _______ -..~1 ._I __ 4_.00 _ __,1 ._I __ 3_.00 __ ....~ 

Technical Skill/Physical Effort (Mean) 

I._T_ec_hni_·cal_s_kil_.l_re....:qwr_._ed ___________ _.l ._I _4_.oo _ ___.lj._ __ 3_.2_5 _ ____. 

'-1 Ph.....:Y:..;.Sl_.cal..;__;_:effi::..:o_n_reqwr....!-·-ed~----------....JI L-1 _3_.00_--..~1 L-1 __ 3._00_----' 

Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or monality I ._I __ 3_.8_8_ ..... 1 ._I __ 3_.1_3 _ __, 

L.l Ou:..:.:..tco~m.:..:..e..::depe.:.!:.:..nds=..:..:..on:......th:..:......._e _skill_· _and_::...ju_dgm:::_e:......nt_o:......f~p.;..:hy:..;.s:..:.ic:......ian:.._ __ ....JI Ll __ 4_.1_3_....JI ._I __ 3_.1_3 _ ____. 

I Estimated risk of malpractice suit with poor outcome 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

I L-1 _3.8_8___.1 .__I _2_.88 _ __. 

CPT Code Reference 
Service 1 

I._Pr_e_-Se_rv_ic_e_inte_ns_ity.:../_co_m....:p_Ie_XI_,·ty'-------------'' .... 1 __ 3_.5_0_.....~11.......__2_.6_3 _ _, 

Llm_tt_a_-S_e_rv_k_e_~_e_ns_ity~/c_om~p~l_eXI_·ty~------------'1._1 __ 3._7_5_....JI._I __ 3_._13 _ ___. 

.... 1 P_o_st_-S_erv_ic_e_int_e_ns_ity.:../_c_om_,p.._le_XI_·ty"------------'' ._1 __ 2_.8_8_.....~1 .... 1 __ 2_.6_3 _ ____. 

Additional Rationale 

CPT Code: 21935 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
T?.ecommendations for the appropriate formula and format. 

~ompelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 21935 
Current code 21935 (Radical resection of tumor ( eg, malignant neoplasm), soft tissue of back or flank) will be 
deleted in 2010 and replaced by two new codes (P17 and P18). During the Harvard study, 12 general surgeons were 
surveyed only for intra-operative time. Pre and post times were predicted. The Harvard study intra-time is less than 
the RUC survey intra-time for both P17 and P18. These patients are not typically Medicare-aged and will typicall~ 
be admitted to the hospital for resection of these deep malignant tumors. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. These 
deep tumors are typically asymptomatic, and therefore attain large size before coming to attention. Resecting these 
lesions with a wide margin in adjacent tissues routinely requires meticulous dissection around major nerves and blood 
vessels. The excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural 
tumors) has also advanced in light of superior imaging and adjuvant treatments such as embolization, low dose 
chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes to account for prone positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 15.54 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.057. This is similar to the IWPUT for the reference code 27880, which has less intra­
operative time and similar total time. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 21935 
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CPT Code: 21935 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Jpecialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty- How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate·. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

C)pecialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMMffiNDATION 

CPT Code: 21936 

CPT Code:21936 Tracking Number Pl8 Specialty Society Recommended RVU: 22.34 

Global Period: 090 RUC Recommended RVU: 22.34 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue ofback or flank; 5 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 60-year-old female presents with a 10 em sarcoma in the trapezius and paraspinal muscles. 
At operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Percent of survey respondents who stated they perform the procedure; In the hospitallOO% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 2% , Admitted (more than 24 hours) 98% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies with special attention to review of 
x-ray, CT, MRI, MRA, as well as consulting with radiology regarding margins. Communicate with reconstructive 
surgeon. Meet with patient/family to review planned procedure and post-operative management. Review and have 
patient sign informed consent. Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, 
timing, and administration of antibiotic. Verify that all required instruments and supplies are available. After induction 
of anesthesia in supine position, assist with patient prone positioning. Assess position of the extremities and head, adjust 
as needed. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform surgical "time 
out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, an incision is made over the trapezius. Medial and lateral 
subcutaneous flaps are raised. The overlying skin from the biopsy is excised with the tumor. The musculature is 
exposed around the tumor. The fascia is incised and part of it is included with the specimen in the dissection for proper 
margins. The dissection removes a large portion of the trapezius including the fascia of the deep paraspinal muscles 
below it. The tumor is removed en bloc, including necessary surrounding structures. As the tumor is lifted out of tbP 
wound, small lymphatics and feeding blood vessels are ligated. Frozen sections are taken from the surrounding tisst 
The deep fascia is inspected for involvement by the tumor as are the ribs and intercostal muscles. If deep margin.:. 
involved then resection to the periosteum of the ribs is carried out. The specimen is then removed from the field and 
I!!afked for anatomic orientation. This is documented on the pathology request form along with appropriate history and 
needed information. The surgeon then breaks scrub and carries the specimen to the pathology department while the 
anesthesiologist and other operative personnel remain with the patient. Prior to this, the surgeon assesses the stability of 
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CPT Code: 21936 
the operative field and discusses with the anesthesiologist the stability of the patient. In the ·pathology department, the 
surgeon then examines the resected specimen with the attending pathologist and orients the pathologist to the specimen 
anatomy. The specimen is then inked for margins and any areas that are questionable are inspected by frozen section. 
lf all margins appear satisfactory then the surgeon returns to the OR, repeats pre-operative scrub and returns to the 
;urgical field. Metallic clips are placed to mark the margins for possible postoperative radiotherapy guidance. The 
wound is inspected and irrigated. Devitalized muscle is debrided. A deep drain is placed. The wound is closed in 
layers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings and soft brace. Discuss postoperative care with recovery 
room staff. Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor 
patient stabilization in the recovery room, including neurovascular status. After patient is awake, discuss surgery 
outcome with patient. Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate 
operative report and complete medical record documentation. Later on the day of surgery, review medical records and 
interval data charted. Communicate with other professionals and with patient and patient's family. Exam patient, 
assessing neurovascular status and drain. Wound care and close observation are important to avoid or promptly treat 
wound hematoma. Order and review imaging as necessary. Consider relevant data, options, and risks and revise 
treatment plan as necessary. On subsequent days, review medical records and interval data charted. Examine and talk 
with patient. Take down dressings, assess wound and patient status. When the patient is stable, make the decision for 
discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy and 
outpatient formulary and write order for continued anticoagulation and pain medication as necessary. Inform the 
primary care or referring physician of discharge plans. All appropriate medical records are completed, including 
discharge summary and discharge instructions, and insurance forms. The patient will be examined in the office within a 
week and for several more visits through the 90-day global period. Remove dressings, assess wound healing, and 
redress wound. Remove sutures and drain when appropriate. Discuss pathology report when available. Order and 
review periodic lab and/or imaging, as necessary. Order physical therapy and assess functional recovery. Order 
medications as necessary. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. 
'rovide necessary care coordination, telephonic or electronic communication assistance, and other necessary 

management for reconstruction. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 21936 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 21936 

Sample Size: 100 'Resp N: 41 I Response: 41.0 % 

Sample Type: Random 

Low 25th pctl Median* 75th octl Hjg_h 

Service Performance Rate 0.00 1.00 2.00 4.00 8.00 

SurveyRVW: 19.00 21.00 23.00 27.00 40.00 

Pre-Service Evaluation Time: 65.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 80.00 120.00 160.00 180.00 300.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 100.00 99231x 1.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total mmutes per E/M vis1t: 99291 (70}; 99292 (30}; 99231 (20); 99232 (40}; 99233 (55}; 99238(38}, 
99239 (55}; 99211 (7}; 99212 (16}; 99213 (23}; 99214 (40}; 99215 (55}; 99354 (60}; 99355 (30}; 99356 (60}; 99357 (30} 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 121936 Recommended Physician Work RVU: 22.34 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 160.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 100.00 99231x 1.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

REFERENCE SERVICE: 

Key CPT Code 
49203 

Global 
090 

WorkRVU 
20.00 

CPT Code: 21936 

Time Source 
RUCTime 

CPT Descriptor Excision or destruction, open, intra-abdominal tumors, cysts or endometriomas, 1 or more peritoneal, 
mesenteric, or retroperitoneal primary or secondary tumors; largest tumor 5 em diameter or less 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 10 % of respondents: 24.3 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPI'Code: RUCTime 

21936 49203 

I Median Pre-Service Time II 80.00 II 70.00 

I Median Intra-Service Time II 160.00 II 120.00 

I Median Immediate Post-service Time 30.00 30.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 100.0 100.00 

1'edian Discharge Day Management Time 38.0 38.00 

.edian Office Visit Time 102.0 I 62.00 

o.o 1 0.00 

~ 420.00 

I Prolonged Services Time 

I Median Total Time 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of ~____;4..:..;. 7 __ 0_.....JI ._I _ __;4;.:.:.3:...:.0 __ 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic ~___4.;;;..5_0_-..~1 ._I _ __;4;.:.:.1:...:.0 __ 
tests, and/or other information that must be reviewed and analyzed 

~lu_r~~-oc~y_o_f_m_edi_·~_l_dec_~_w_n_~---~----------JI._I ___ 3 __ .w __ --..~l._l __ ~3..:..;.00~--~ 

Technical Skill/Physical Effort (Mean) 

I,_ T_ec_hni_·cal_s_kil_l_reqwr~· _ed __________ __.ll .__ _4_.w _ __.ll '-__ 4._30_----..J 

'-1 Ph..:...:y::..:.s:..:..ical~effi...:.o...:.rt.....:reqwr~· :..:..ed:...._ _________ ___jl .__I _4..:..:.-~lO_....JI ._I _ __:.:4 . .:..:00~---' 
Psvchological Stress (Mean) 

I The risk of significant compli~tions, morbidity and/or mortality I ._I _ _..4..:..:.3.;;...0_....JI ~...I _ __;4..:..;.oo:...:.__....J 

'-lam __ c_om_e_~~-nds __ o_n_fu_e_skill_._and~j~u~~-em __ of~p~ey~s_k_ian ___ --..~I._I ___ 4_.W __ --..~I._I __ 4_._~---' 

'-l&:...:.nma:...:.·~ted:...:.-n ... ·~_o __ f __ mru~p..:..:rn..:..;cb=·re.;:.....;:sw:...:.·t_m ... ·th~poo~r_ou ... tc:...:.o..;:m..:..;e ___ --..~l~...l _ _..4 .... 7..:..;0_-..~II.__ _ __..4..:..:.W:...:.__....J 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments <Mean) 

I.._ Pf_e_-Se_rv..:..;ire __ im_e_ns ... ity'"-/..:...:com=pl:.:..ext.::..ty:.::...-__________ --'11 .._ _ _..4.;..:.60------..~11 L.. _.....:4.;..:.00~__.~ 

._I In_tr_a_-S_e_rv_ic_e_im_e_ns_ity.:.../_co_m~p_Ie_XI.....::.ty'------------'' ._I __ 4_.60 __ ___.1 ~...1 __ .....:4:..:.:.1:.:.0 _ _.J 

._I P_o_st-_S_erv_i_ce_ime __ ns_i~ty_lco_m-'p'-le_xt_,·ty'-------------------'' ._I __ 3._W_.....JI ._I __ 3_.60 __ __.~ 

Additional Rationale 

CPT Code: 21936 

Describe the process by which your specialty society reached your final reconunendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and fonnat. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 21936 
Current cOde 21935 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of back or flank) will be 
deleted in 2010 and replaced by two new codes (P17 and P18). During the Harvard study, 12 general surgeons were 
surveyed only for intra-operative time. Pre and post times were predicted. The Harvard study intra-time is less than 
the RUC survey intra-time for both P17 and PIS. These patients are not typically Medicare-aged and will typically 
oe admitted to the hospital for resection of these deep malignant tumors. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology}. 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. These 
deep tumors are typically asymptomatic, and therefore attain large size before coming to attention. Resecting these 
lesions with a wide margin in adjacent tissues routinely requires meticulous dissection around major nerves and blood 
vessels. The excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and neural 
tumors) has also advanced in light of superior imaging and adjuvant treatments such as embolization, low dose 
chemotherapy, etc. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes to account for prone positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically be admitted to the hospital. The consensus committee recommends the 
survey median RVW adjusted down to 22.34 to maintain the survey-based relativity in relation to the subcutaneous 
codes which are being presented as work neutral (the survey median has been reduced by 2.88%). Along with the 
recommended time and visit information, this results in an IWPUT of 0.073. This is less than the IWPUT for the 
reference code 49203, which has less intra-operative time and less total time. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 21935 
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CPT Code: 21936 

How often do physicians in your specialty perform this service? (ie. conunonly, sometimes, rarely) 
If the reconunendation is from multiple specialties, please provide information for each specialty. 

--
Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be providel nationally in a one-year period? 
If the reconunendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a reconunendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 23077 

CPT Code:23077 Tracking Number P29 Specialty Society Recommended RVU: 17.48 

Global Period: 090 RUC Recommended RVU: 17.48 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of shoulder area; less than 5 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 40-year-old male presents with a 3 em malignant fibrous histiocytoma in the right posterior 
deltoid muscle. At operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 23% , Admitted (more than 24 hours) 77% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% · 

<; moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
.lercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Communicate with 
reconstructive surgeon. Meet with patient/family to review planned procedure and post-operative management. Review 
and have patient sign informed consent. Mark surgical site. Review length and type of anesthesia with anesthesiologist. 
Assure appropriate selection, timing, and administration of antibiotic. Verify that all required instruments and supplies 

are available. After induction of anesthesia in supine position, assist with patient prone positioning. Assess position of 
the extremities and head, adjust as needed. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and 
gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, a 7 incision is made over the posterior deltoid tumor, excising the 
old biopsy tract. Medial and lateral subcutaneous flaps are raised. The innervation of the deltoid is protected. Careful 
dissection is carried into the deltoid muscle staying in normal muscle. A radical excision of the posterior deltoid is 
made. The tumor is removed en bloc, including necessary surrounding structures preserving the axillary nerve. Frozen 
sections are taken from the surrounding tissue. The margins and tumor are sent to pathology. The pathology report is 
received and additional excision is carried out as necessary to obtain a clear margin. The wound is inspected and 

~igated. Hemostasis is obtained. A deep drain is placed. The deep tissue is closed. The wound is closed in layers 
,.rith interrupted sutures. 

Description of Post-Service Work: Apply dressings and shoulder immobilizer. Discuss surgery outcome with patient's 
family. Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. After 
patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss 
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CPT Code: 23077 
ongoing care with floor nurses. Dictate operative report and complete medical record documentation. Later on the day 
of surgery, review medical records and interval data charted. Communicate with other professionals and with patient 
and patient's family. Perform an expanded problem focused exam, assessing open wound status and drain. Assess 
neurovascular status. Wound care and close observation are important to avoid or promptly treat cornpallti7j 
syndrome. Consider relevant data, options, and risks and revise treatment plan as necessary. On subsequent 
review medical records and interval data charted. Examine and talk with patient. Take down dressings, assess wound 
and patient status. When the patient is stable, make the decision for discharge. Discuss aftercare treatment with the 
patient, family and other healthcare professionals, including home restrictions (ie, activity, bathing) and use of shoulder 
immobilizer. Reconcile medications with attention to pre-admission therapy, inpatient therapy and outpatient formulary 
and write order for antibiotic and pain medication. Inform the primary care or referring physician of discharge plans. 
All appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office the next day and for several more visits through the 90-day global 
period. Remove dressings, assess wound healing, and redress wound. Remove sutures and drain when appropriate. 
Discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order 
occupational or physical therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient 
and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 23077 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 ~ 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

;pecialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 23077 

Sample Size: 100 IResp N: 35 
I 

Response: 35.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hi.Q.h 

Service Performance Rate 0.00 2.00 3.00 6.00 25.00 

Survey RVW: ' 12.00 16.00 18.00 22.00 30.00 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

lntra.:Service Time: 60.00 90.00 140.00 150.00 270.00 

Immediate Post Service-Time: 0.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

'*Physician standard total minutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 {16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: j23077 Recommended Physician Work RVU: 17.48 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 140.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

"ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Afice time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
23395 

Global 
090 

CPT Descriptor Muscle transfer, any type, shoulder or upper arm; single 

KEY MPC COMPARISON CODES: 

WorkRVU 
18.29 

CPT Code: 23077 

Time Source 
RUC Time 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 12 % of respondents: 34.2 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPI' Code: CPI'Code: RUCTime 

23077 23395 

I Median Pre-Service Time II 80.00 II 60.00 

I Median Intra-Service Time II 140.00 II 160.00 

Median hnrnediate Post-service Time 30.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 60.0 20.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 85.0 115.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time I~ 423.00 
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CPT Code: 23077 

INI'ENSITY /COMPLEXITY MEASURES (Mean) 

t:lental Effort and Judl!lnent <Mean} 
The number of possible diagnosis and/or the number of 4.33 II 3.92 
management options that must be considered 

II The amount and/or complexity of medical records, diagnostic 4.50 3.83 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making 
,, 

4.17 II 3.42 

Technical SkilliPhysical Effort <Mean} 

I Technical skill required II 4.50 II 4.17 

I Physical effort required II 3.83 II 3.75 

~choiQgical Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality II 4.33 II 4.00 

I Outcome depends on the skill and judgment of physician II 4.50 II 4.08 

1 Bstimated risk of malpractice suit with poor outcome II 3.83 II 3.75 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Se!!ments <Mean} 

I Pre-Service intensity/complexity II 4.17 II 3.75 

!Intra-Service intensity/complexity II 4.25 II 3.83 

I Post-Service intensity/complexity II 3.92 II 3.50 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
"'ecommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter f9r the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 23077 
Current code 23077 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of shoulder area) will be 
deleted in 2010 and replaced by two new codes__!P29 and P30). During the Harvard study, 11 orthopaedic surgeons 
were surveyed. General surgery, the primary provider of this service, was not involved. The current survey, which 
includes general surgeons results in different time and visit data. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes to account for prone positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 17.48 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.062. This is similar to the IWPUT for the reference code 23395, which represents similar 
total work. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple·codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 23077 
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CPT Code: 23077 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

~pecialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty~ -~ How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a-one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

~pecialty Frequency Percentage % 

.Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 23078 

CPT Code:23078 Tracking Nwnber P30 Specialty Society Recommended RVU: 22.34 

Global Period: 090 RUC Recommended RVU: 22.34 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of shoulder area; 5 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 40-year-old male presents with a 10 em malignant fibrous histiocytoma in the right posterior 
deltoid muscle. At operation, a radical resection of the shoulder with adjacent soft tissue is perfonned. 

Percentage of Survey Respondents who found Vignette to be Typical: 91% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perfonn this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 6% , Admitted (more than 24 hours) 94% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Communicate with 
reconstructive surgeon. Meet with patient/family to review planned procedure and post-operative management. Review 
and have patient sign informed consent. Mark surgical site. Review length and type of anesthesia with anesthesiologist. 
Assure appropriate selection, timing, and administration of antibiotic. Verify that all required instrwnents and supplies 

are available. After induction of anesthesia in supine position, assist with patient prone positioning. Assess position of 
the extremities and head, adjust as needed. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and 
gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, a 14 incision is made over the posterior deltoid tumor, excising 
the old biopsy tract. Medial and lateral subcutaneous flaps are raised. The innervation of the deltoid is protected. The 
parascapular muscles are identified and protected. Careful dissection is carried into the deltoid muscle staying in normal 
muscle. A radical excision of the posterior deltoid is made. Subperiosteal dissection of the tumor off of the scapula is 
carried out. The tumor is removed en bloc, including necessary surrounding structures preserving the axillary nerve. 
Frozen sections are taken from the surrounding tissue. The margins and tumor are sent to pathology. The pathologY 
report is received and additional excision is carried out as necessary to obtain a clear margin. The wound is inspect 
and irrigated. Hemostasis is obtained. A deep drain is placed. The deep tissue is closed with interrupted sutures. Th~,.. 

wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Apply dressings and shoulder immobilizer. Discuss surgery outcome with patient's 
family. Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. After 
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!'. CPT Code: 23078 
patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss 
ongoing care with floor nurses. Dictate operative report and complete medical record documentation. Later on the day 
of surgery, review medical records and interval data charted. Communicate with other professionals and with patient 
'nd patient's family. Perform an expanded problem focu~d exam, assessing open wound status and drain. Assess 
.eurovascular status. Wound care and close observation are important to avoid or promptly treat compartment 

syndrome. Consider relevant data, options, and risks and revise treatment plan as necessary. On subsequent day(s), 
review medical records and interval data charted. Examine and talk with patient. Take down dressings, assess wound 
and patient status. When the patient is stable, make the de_£ision for discharge. Discuss aftercare treatment with the 
patient, family and other healthcare professionals, including home restrictions (ie, activity, bathing) and use of shoulder 
immobilizer. Reconcile medications with attention to pre-ad.!nission therapy, inpatient therapy and outpatient formulary 
and write order for antibiotic and pain medication. Inform the primary care or referring physician of discharge plans. 
All appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office the next day and for several more visits through the 90-day global 
period. Remove dressings, assess wound healing, and redress wound. Remove sutures and drain when appropriate. 
Discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order 
occupational or physical therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient 
and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 23078 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) [01/2009 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 23078 

Sample Size: 100 'Resp N: 35 I Response: 35.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl High 

Service Performance Rate 0.00 2.00 5.00 8.00 25.00 

Survey RVW: 17.00 21.00 23.00 25.50 45.00 

Pre-Service Evaluation Time: 65.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 90.00 120.00 180.00 180.00 350.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total m1nutes per ElM VISit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38), 
99239 (55); 99211 (7); 99212 (16); 99213 (23}; 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30} 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 123078 Recommended Physician Work RVU: 22.34 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Packaae 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 180.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): ~ 99231x 1.00 99232x 1.00 99233x 0.00 -

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedu~fJsed on its modifier -51 exempt status? No 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

REFERENCE SERVICE: 

Key CPT Code 
23472 

Global 
090 

WorkRVU 
22.47 

CPT Code: 23078 

Time Source 
RUCTime 

CPT Descriptor Arthroplasty, glenohumeral joint; total shoulder (glenoid and proximal humeral replacement (eg, total 
shoulder)) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

- Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 18 %of respondents: 51.4 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

23078 23472 

I Median Pre-Service Time II 80.00 II 60.00 

I Median Intra-Service Time II 180.00 II 165.00 

I Median Immediate Post-service Time 30.00 I 30.00 

I Median Critical Care Time 0.0 I 0.00 

I Median Other Hospital Visit Time 60.0 I 80.00 

'1edian Discharge Day Management Time 38.0 I 38.00 

ledian Office Visit Time 102.0 I 85.00 

0.0 I 0.00 

~I 
458.00 

I Prolonged Services Time 

I Median Total Time 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~--4_.7_8 __ ~'~' ____ 3_.5_6 __ ~ 

._____4_.83_.....~1 L-1 __ 3.6_7 _ __. 

l~u_r~~-n~cy~o_f_m_edi_._cal __ dec __ ~_ro_n_~ __ ·~----------------~'~' ___ 4_.5_6 __ ~'~' ____ 3_.1_7 __ ~ 

Technical Skill/Physical Effort (Mean) 

I ~T_ec_hni_._cal __ s~_·n_r_e~~·----------------------___.ll~_4_.8_9 __ ~~~~---4_.2_8 __ ~ 

~' P_h::...ys_ical __ e_ffi_on_r_eqwr-=--· _ed __________________ ____.ll._ __ 4_.2_8_~11~_-3_.8_9 _ ___, 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality I ~~ ___ 4_.44 __ ---.JI ~~---3_. 1_2_~ 

._I o_u_tc_o_m_e_depe...:;._nds ___ on_th_e _skil_· _1 an __ d"""judgm_.::;.._e_ru_o_f ...... p-'hy,_s_ic_ian _____ __.l ._I __ 4_.8_3_~1 ~~ __ 4_.3_3 _ ___, 

~IEs_tima_ted __ n_·s_k_of_mal__,p,_ra_c_ti_ce_s_w_·t_WI_·th_poo~_ro_u_tc_o_m_e ______ ___.lj~_-4_.2_2_~1 ~~---3_.8_9_~ 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI'Code Reference 
Service 1 

I._ Pr_e_-_Se_rv_i_ce_iru_ens~ity~/c_o_mp...__Ie_xi....::ty ______________ ~ll ~ ___ 4_.6_1 _ _,11 ._ ___ 3_._50_~ 

~lmu_a_-S_e_rv_k_e_iru_e_ns_i....::;ty_loo_m_p~l_e~_·ty~---------___.lj~ __ 4_.8_3_~11~ __ -3_.94 ___ ~ 

~~P~o~st~-S~erv __ ic_e_m_re_ns~ity~l_co_m~p~le_~~·ty~----------___.ll~_4_.3_9 _ __.ll._ __ 3_.5_0 __ ___, 

Additional Rationale 

CPT Code: 23078 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 23078 
Current code 23077 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of shoulder area) will be 
deleted in 2010 and replaced by two new codes (P29 and P30). During the Harvard study, 11 orthopaedic surgeons 
were surveyed. General surgery, the primary provider of this service, was not involved. The current survey, which 
includes general surgeons results in different time and visit data. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before corning to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes to account for prone positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 22.34 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.072. This is similar to the IWPUT for the reference code 23472, which represents similar 
total work. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 23077 
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CPT Code: 23078 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLO 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY__j)F RECOMMENDATION 

CPT Code: 24077 

CPT Code:24077 Tracking Number P38 Specialty Society Recommended RVU: 15.54 

Global Period: 090 RUC Recommended RVU: 15.54 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of upper arm or elbow area; less than 
5cm 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old male undergoes radical resection of a 3 em liposarcoma of the medial triceps 
muscles of the arm. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 21% , Admitted (more than 24 hours) 79% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

.. s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Communicate with 
reconstructive surgeon. Meet with patient/family to review planned procedure and post-operative management. Review 
and have patient sign informed consent. Mark surgical site. Review length and type of anesthesia with anesthesiologist. 
Assure appropriate selection, timing, and administration of antibiotic. Verify that all required instruments and supplies 

are available. Assist with patient positioning supine, with hand positioned on hand table and anesthesia staff and lines 
clear of operative site. Indicate areas of skin to be prepped and mark surgical incisions. Place tourniquet on arm, prep 
the arm, scrub and gown. Drape the arm. Exsanguinate the arm and inflate the pneumatic tourniquet. Perform surgical 
"time out" with operating surgical team. 

Description of Intra-Service Work: A volar longitudinal incision is made beginning at the elbow crease including an 
elliptical incision around the previous biopsy track to keep this en bloc with the specimen. Dissection is then carried 
through the skin and subcutaneous tissues angling away from the biopsy track to avoid entering tissues contaminated by 
the initial biopsy. The deep fascia is incised longitudinally and again includes an ellipse around the biopsy track. 

issection proceeds in medial and lateral directions to form appropriate flaps and facilitate deep dissection. Perforating 
.essels are encountered and are ligated and incised. Proximally, the radial and ulnar arteries as well as the median and 
ulnar nerves are identified and dissection is carried adjacent to these structures to establish a plane of dissection which 
preserves them but remains in normal tissues outside of tumor. Several perforating vessels leading to the tumor are 
ligated and incised. In the proximal portion of the surgical field, the involved flexor muscles are exposed above the 
proximal extent of the tumor. These structures are then incised to establish a proximal margin well beyond tumor 
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CPT Code: 24077 
extension .. At this point the neuro-vascular structures are again identified. They are carefully dissected and separated 
from the adjacent tumor and intended plane of dissection. Several motor branches are seen to run into the tumor and can 
not be preserved so these branches are individually ligated and incised. Other motor branches are noted to bypass the 
tissues involved in the tumor and these are protected and preserved. Dissection is then carried along the medial 
lateral aspects of the tumor keeping normal tissue between the tumor and the plane of dissection. Several perforat. 
vessels are again encountered and these are ligated and incised. Preoperative imaging studies are reviewed during the 
procedure to verify intended planes of dissection and proximity to neuro-vascular structures. Once the tumor has been 
dissected laterally, medial dissection is then begun and the tumor and surrounding tissues are gently lifted from the 
wound from proximal to distal. Further perforating vessels encountered and are ligated and incised. Further dissection 
is carried distally until the circumferential dissection is beyond the distal extent of the tumor. At this point, the involved 
flexor muscles are transected 2 em from the furthest extent of tumor as determined by imaging studies and clinical 
impression. The specimen is then removed from the field and marked for anatomic orientation. This is documented on 
the pathology request form along with appropriate history and needed information. The surgeon then breaks scrub and 
carries the specimen to the pathology department while the anesthesiologist and other operative personnel remain with 
the patient. Prior to this, the surgeon assesses the stability of the operative field and discusses with the anesthesiologist 
the stability of the patient. In the pathology department, the surgeon then examines the resected specimen with the 
attending pathologist and orients the pathologist to the specimen anatomy. The specimen is then inked for margins and 
any areas that are questionable are inspected by frozen section. If all margins appear satisfactory then the surgeon 
returns to the OR, repeats pre-operative scrub and returns to the surgical field. The tourniquet is let down. Hemostasis 
is obtained and drains are left deep in the wound. A multilayered closure is performed. 

Description of Post-Service Work: Apply dressings and shoulder immobilizer. Discuss surgery outcome with patient's 
family. Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. After 
patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss 
ongoing care with floor nurses. Dictate ~rative report and complete medical record documentation. Later on the day 
of surgery, review medical records and interval data charted. Communicate with other professionals and with patient 
and patient's family. Perform an expanded problem focused exam, assessing open wound status and drain. 
neurovascular status. Wound care and close observation are important to avoid or promptly treat coJnp:!l.liinl 
syndrome. Consider relevant data, options, and risks and revise treatment plan as necessary. On subsequent 
review medical records and interval data charted. Examine and talk with patient. Take down dressings, assess wound 
and patient status. When the patient is stable, make the decision for discharge. Discuss aftercare treatment with the 
patient, family and other healthcare professionals, including home restrictions (ie, activity, bathing) and use of shoulder 
immobilizer. Reconcile medications with attention to pre-admission therapy, inpatient therapy and outpatient formulary 
and write order for antibiotic and pain medication. Inform the primary care or referring physician of discharge plans. 
All appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office the next day and for several more visits through the 90-day global 
period. Remove dressings, assess wound healing, and redress wound. Remove sutures and drain when appropriate. 
Discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order 
occupational or physical therapy and assess functional recovery. Revise treatment plan(s) and communicate with patient 
and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for 
medical record 
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CPT Code: 24077 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

IPresenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

3pecialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 24077 

Sample Size: 100 'Resp N: 42 I Response: 42.0 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hi.Q.h 
Service Performance Rate 0.00 3.00 4.00 5.00 25.00 

Survey RVW: 13.00 16.00 17.00 20.75 28.00 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 60.00 90.00 120.00 150.00 180.00 

Immediate Post Service-Time: 0.00 
-- -

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

•rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

**Physician standard total mmutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 124077 Recommended Physician Work RVU: 15.54 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 120.00 

Immediate Post Service-Time: 30.00 

Post Op~rative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

'ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

.Jffice time/visit(s): 85.00 99211x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure b§~ef on its modifier -51 exempt status? No 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
23395 

Global 
090 

CPT Descriptor Muscle transfer, any type, shoulder or upper arm; single 

KEY MPC COMPARISON CODES: 

WorkRVU 
18.29 

CPT Code: 24077 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 9 %of respondents: 21.4 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

24077 23395 

I Median Pre-Service Time II 72.00 II 60.00 

I Median Intra-Service Time II 120.00 II 160.00 

I Median Immediate Post-service Time I 30.00 30.00 

I Median Critical Care Time I 0.0 0.00 

Median Other Hospital Visit Time 60.0 20.00 

Median Discharge Day Management Time 38.0 38.00 

I Median Office Visit Time I 85.0 115.00 

I 0.0 0.00 

1~1 423.00 

I Prolonged Services Time 

I Median Total Time 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

~ental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and! or other information that must be reviewed and analyzed 

L-__4.5_6____.11.___3.5_6_.....~ 

L-.__4.5_6____.1 ._I __ 3.6_7_-..~ 

L-1 U;....r.::.ge_nc....:y:..._o;....f.-:m...:.edi..;.; . ..:...cal_dec_is_io_n_making_·_:::_ ________ ...JI LI __ 4_.5_6_....JI L-1 __ 3_.44 __ ....~ 

Technical Skill/Physical Effort (Mean) 

LIT_ec_hni __ ·cal __ s~_·_lr_e~~-·-ed ______________________ --....~ILI ___ 4_.44 __ -....~1~1 ____ 4_.1_1 __ -....~ 

~~P~h~ys~ical~e~ffi~ort..:...r;....e~~~-~----------------------~~L~ ___ 3_.7_8 __ ....JIL-I ____ 3_.3_3 __ -....~ 
Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I L-1 ___ 4_.44 __ ---111~----3-.6_7 __ __. 

L-1 Ou_tco_m_e _de ..... pe_n_ds_o_n_th_e_s_kill_· _an_d.....;J::.....u.....:dgm:::..._e_nt_o_f ..... ph....:y:..._st_.ctan_· ___ ....~1 ~~ ___ 4._6_7 __ _.I ~~---4_.1_1 __ __, 

1 ~timated risk of malpractice suit with poor outcome 

INTENSITY/COMPLJEXITY MEASURES 

Time Segments (Mean) 

1.._1 _4.2_2__.11.____3_.78_~ 

CPT Code Reference 
Service 1 

Ll P_re_-_se_rv_ic_e_int_ens_i....:ty_lc_o_m.!,..pl_eXI_.ty..::...._ _________ ....JI LI ___ 4_.5_6 __ ....JI ~~--3_.5_6_---' 

~IIntra __ -Se_rv_ic_e_in_te_ns_ity-=--/c_om--'p'-I_eXI_.ty.o...._ ________ -....~1 ~~ ___ 4_.00 __ -....~1 ~~--3_.5_6 _ ___, 

L-IP_o_s~_S_erv_ke_in_re_ns_ity::..../_co_m~p_k_XI.....:·ty~-----------~~~~ ___ 4_.2_2 __ _.1~1 __ 3_.5_6_---' 

Additional Rationale 

CPT Code: 24077 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
.,ecommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 24077 
Current code 24077 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of upper arm or elbow area) 
will be deleted in 2010 and replaced by two new codes (P38 and P39). During the Harvard study, 12 orthopaedic 
surgeons were surveyed. General surgery, the primary provider of this service, was not involved. Pre and post 
times were predicted. 

2. Evidence that technology has changed physician work (i.e .. diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey zsm percentile RVW adjusted down to 15.54 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey statistic has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.058. This is similar to the IWPUT for the reference code 23395, which has a higher R 
to account for additional intra-op time. 

SERVICES REPORTED WITII MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

-
FREQUENCY INFORMATION 
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CPT Code: 24077 
How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 24077 

__ klow often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) ··'f the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

~pecialty Frequency Percentage % 
' -~( 

'·efpecialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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CPT Code: 24079 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judmient (Mean} ~' 
The number of possible diagnosis and/or the number of 4.89 II 3.72 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 4.83 II 3.67 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 4.78 II 3.56 

Technical SkiWPbisical Effort (Mean} 

I Technical skill required II 4.94 II 4.28 

I Physical effort required II 4.56 II 4.11 

~cholQg!cai Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality II 4.89 II 4.17 

I Outcome depends on the skill and judgment of physician II 4.89 II 4.17 

I Estimated risk of malpractice suit with poor outcome II 4.83 II 4.06 '~ 
INTENSITY/COMPLEXITY MEASURES CPfCode Reference 

Service 1 

Time Segments (Mean) 

I Pre-Service intensity/complexity II 4.72 II 3.94 

!Intra-Service intensity/complexity II 4.83 II 4.33 

I Post-Service intensity/complexity II 4.67 II 3.83 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fomwla and formot. 1;~ 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidenc~"a-~ 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 24079 
Current code 24077 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of upper arm or elbow area) 
will be deleted in 2010 and replaced by two ne~codes (P38 and P39). During the Harvard study, 12 orthopaedic 
surgeons were surveyed. General surgery, the primary provider of this service, was not involved. Pre and post 
•imes were predicted. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 20.40 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
fthe survey statistic has been reduced by 2.88%). Along with the recommended time and visit information, this 
esults in an IWPUT of 0.070. This is less than the IWPUT for the reference code 24363, which has the same intra­

time and similar total time. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 
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CPT Code: 24079 
How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 24077 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 25077 

CPT Code:25077 Tracking Number P46 Specialty Society Recommended RVU: 12.75 

Global Period: 090 RUC Recommended RVU: 12.75 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of forearm and/or wrist area; less than 
3cm 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 30-year-old male presents with a 3 em malignant fibrous histiocytoma of the flexor carpi 
radialis. At operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital98% , In the ASC 0%, In the 
office2% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 28% , Kept overnight (less than 24 hours) 37% , Admitted (more than 24 hours) 35% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 76% 

1s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review imaging, pathology and laboratory studies; with special attention to review of 
x-ray, CT, MRI, bone scan, PET scan and arteriograms, as well as consulting with radiology regarding margins. 
Communicate with plastic surgeon regarding operative plan and future reconstruction. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and administration of 
antibiotic. Verify that all required instruments and supplies are available. Assist with patient positioning supine, with 
hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate areas of skin to be prepped 
and mark surgical incisions. Place tourniquet on the upper arm. Prep and drape the arm. Scrub and gown. Perform 
surgical "time out" with operating surgical team. Elevate the arm and inflate the pneumatic tourniquet. 

Description of Intra-Service Work: A volar longitudinal incision is made from the elbow crease to about 5 em above the 
wrist including an elliptical incision around the previous biopsy track to keep this en bloc with the specimen. Dissection 
is then carried through the skin and subcutaneous tissues angling away from the biopsy track to avoid entering tissues 

mtaminated by the initial biopsy. The deep fascia is then incised longitudinally and again includes an ellipse around the 
uiopsy track. Dissection is then carried in medial and lateral directions to form appropriate flaps and facilitate deep 
dissection. Perforating vessels are encountered and. are ligated and incised. Proximally, the radial and ulnar arteries as 
well as the median and ulnar nerves are identified and dissection is carried adjacent to these structures to establish a 
plane of dissection which preserves them but remains in normal tissues outside of tumor. Several perforating vessels 
leading to the tumor are ligated and incised. In the proximal portion of the surgical field, the involved flexor muscles 
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CPT Code: 25077 
are exposed above the proximal extent of the tumor. These structures are then incised to establish a proximal margin 
well beyond tumor extension. At this point Jhe neuro-vascular structures are again identified. They are carefully 
dissected and separated from the adjacent tumor and intended plane of dissection. Several motor branches are seen to 
run into the tumor and can not be preserved so these branches are individually ligated and incised. Other mr 
branches are noted to bypass the tissues involved in the tumor and these are protected and preserved. Dissection is t... 
carried along the medial and lateral aspects of the tumor keeping normal tissue between the tumor and the plane of 
dissection. Several perforating vessels are again encountered and these are ligated and incised. Preoperative imaging 
studies are reviewed during the procedure to verify intended planes of dissection and proximity to neuro-vascular 
structures. Once the tumor has been dissected laterally, medial dissection is then begun and the tumor and surrounding 
tissues are gently lifted from the wound from proximal to distal. Further perforating vessels encountered and are ligated 
and incised. Further dissection is carried distally until the circumferential dissection is beyond the distal extent of the 
tumor. At this point, the involved flexor muscles are transected 2 em from the furthest extent of tumor as determined by 
imaging studies and clinical impression. Cultures are taken. The specimen is then removed from the field and marked 
for anatomic orientation. This is documented on the pathology request form along with appropriate history and needed 
information. The surgeon then breaks scrub and carries the specimen to the pathology department while the 
anesthesiologist and other operative personnel remain with the patient. Prior to this, the surgeon assesses the stability of 
the operative field and discusses with the anesthesiologist the stability of the patient. In the pathology department, the 
surgeon then examines the resected specimen with the attending pathologist and orients the pathologist to the specimen 
anatomy. The specimen is then inked for margins and any areas that are questionable are inspected by frozen section. 
If all margins appear satisfactory then the surgeon returns to the OR, repeats pre-operative scrub and returns to the 
surgical field. The tourniquet is let down and hemostasis is obtained and drains are left deep in the wound. A 
multilayered closure is then performed. 

Description of Post-Service Work: Apply soft dressing and splint to hold the wrist in neutral alignment. Discuss surgery 
outcome with patient's family. Write brief operative note and medication orders. Monitor patient stabilization in the 
recovery room. After patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical 
floor and discuss ongoing care with floor nurses. Dictate operative report and complete medical record d~;urner1tat1~ 
Later on the day of surgery, review medical records and interval data charted. Communicate with other pr<>tel)Sic,r~ 
and with patient and patient's family. Perform an exam, assessing open wound status and drain. Assess 
status. Wound care and close observation are important to avoid or promptly treat compartment syndrome. Consider 
relevant data, options, and risks and revise treatment plan as necessary. The next day, review medical records and 
interval data charted. Examine and talk with patient. Take down dressings, asses wound and patient status, and make 
the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, 
including home restrictions (ie, activity, bathing) and use of sling. Reconcile medications with attention to pre-admission 
therapy, inpatient therapy and outpatient formulary and write order for antibiotic and pain medication. Inform the 
primary care or referring physician of discharge plans. All appropriate medical records are completed, including 
discharge summary and discharge instructions, and insurance forms. The patient will be examined in the office the next 
day and for several more visits through the 90-day global period. Remove dressings, assess wound healing, and redress 
wound. Remove sutures and drain when appropriate. Discuss pathology report when available. Order and review 
periodic lab and/or imaging, as necessary. Assess functional recovery and determine whether there is a need for 
physical therapy. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss 
progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 25077 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

1
t)resenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Daniel Nagle, 

MD, FACS; Martha Matthews, MD, FACS 

Specialty(s): general surgery; orthopaedic surgery; general & orthopaedic surgical oncology; hand 
surgery; plastic surgery 

CPT Code: 25077 

Sample Size: •150 - IResp N: 58 
I 

Response: 38.6 % 

Sample Type: Random 

Low 25th Dctl Median* 75th octl Hig_h 

Service Performance Rate 0.00 1.00 2.00 3.00 8.00 

Survey RVW: 6.00 12.00 14.25 18.00 30.00 

Pre-Service Evaluation Time: 50.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 50.00 83.00 100.00 120.00 200.00 

Immediate Post Service-Time: 30.00 .. 

Post O_a_erative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

)ffice time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

1
Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

. . .. 
**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 {16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 {30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: j2so77 Recommended Physician Work RVU: 12.75 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 100.00 

Immediate Post Service-Time: 30.00 

Post O~~rative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

'lther Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 25077 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
25515 

Global 
090 

WorkRVU 
9.89 

Time Source 
RUC Time 

CPT Descriptor Radical excision of bursa, synovia of wrist, or forearm tendon sheaths (eg, tenosynovitis, fungus, The, 
or other granulomas, rhewnatoid arthritis); flexors 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 15 % of respondents: 25.8 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

25077 25515 

I Median Pre-Service Time II 72.00 II 45.00 

I Median Intra-Service Time II 100.00 II 90.00 

Median Immediate Post-service Time I 30.00 I 30.00 

Median Critical Care Time I 0.0 I 0.00 

Median Other Hospital Visit Time I 20.0 I 0.00 

Median Discharge Day Management Time I 38.0 I 0.00 

Median Office Visit Time I 85.0 I 92.00 

Prolonged Services Time I 0.0 I 0.00 

Median Total Time 

~I 
257.00 

Other time if appropriate 
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INI'ENSITY/COMPLEXITY MEASURES (Mean) 

.dental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of 4.15 II 
management options that must be considered ~------....1 L-------.J 

3.77 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-4_.oo __ ~l~l ___ 3_.7_7 __ -....~ 

I._ U_r .... ge_n_,cy:....o_f_m_edi_._cal_dec_is_io_n_making_·-=----------'1 ~~ __ 3_.8_5_....~11 L-__ 3_.3_1_--.J 

Technical Skill/Physical Effort (Mean) 

~-lT_ec_hni_.cal_s~_·_lr_~~rr_ed ___________ ~ll~_4_.o_8_~ll._ __ 3_.9_2_~ 

~-lP_hy~s_ical_e_ffi_on_~~-·-ed ___________ ~l._l __ 3_.4_6_ ..... 1~-1 __ 3_.4_6_~ 
Psychological Stress (Mean) 

l The risk of significant complications, morbidity and/or mortality 11~---_4_.1_5 -~~ ~-~ __ 3_.8_5_--.J 

L-l Ou:..:;.:.:tc;.;.om..;;_;_e ..;..de;.!;pe...:.;nds.:.:..:.....:..:on:....th;;.:e:....s.;.;:.kill::;.. :...:and...;....;..J~·u...:;dgm=e_n_t o:....f..!.p_,hy:....;.s....;..ic.;_ian,;.;:._ __ ....~l ._l __ 4_.2_3 _ _.IIL-__ 3_.9_2_~ 

"Ss_t_ima_te_d_ns_· k_o_f_mal___:.p_ra_c_tic_e_sw_._t Wl_._th_,poo.__r_o_u_tc_om_e ____ _.ll 4.08 I '-1 __ 3_.7_7_~ 

INI'ENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

._l~_e_-_se_nn_·_ce_~_ens__,ity:....lc_o_m~p_re_xi~ty---------~l._l __ 3_.9_2_.....~11~---_3_.6_2_-....~ 

~-' Intra __ -Se_nn_·c_e _~_e_ns_ity::.../_co_m..!.p_le_xi..:.ty ________ ~l .._I __ 4_.00 _ __.1 '-1 ___ 3_.77 __ __. 

._I P_o_st_-S_enn_·c_e_in_te_ns_ity-"-/_c_omp_:_le_XI-'.ty'-----------~~ ._1 __ 3_.6_9 _ _.1 L-1 __ 3_._42_--.J 

Additional Rationale 

CPT Code: 25077 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
..,ecommerulations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 25077 
Current code 25077 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of forearm and/or wrist area) 
will be deleted in 2010 and replaced by two new codes (P46 and P47). During the Harvard study, 10 orthopaedic 
surgeons were surveyed. General surgery, the primary provider of this service, was not involved. Pre and post 
times were predicted. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring for 
compartment syndrome. The surgeon will examine the patient later on the day of the procedure. The consensus 
committee recommends an RVW that is midway between the survey 25m percentile and median to place this code· 
correct rank order with the rest of the family of subfacial codes. Additionally, this value has been adjusted 
(decreased) to 12.75 to maintain the survey-based relativity in relation to the subcutaneous codes which are being 
presented as work neutral (the survey statistic has been reduced by 2.88%). Along with the recommended time and 
visit infonnation, this results in an IWPUT of 0. 055. This is greater than the IWPUT for the reference code 25515, 
and reflects the more demanding deep resection. 

SERVICES REPORTED WITH MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include tht.. 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 
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CPT Code: 25077 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 25077 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

,,Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
) If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 

( ) 
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-. .. . 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

· CPT Code: 25078 

CPT Code:25078 Tracking Number P47 Specialty Society Recommended RVU: 17.48 
\ 

Global Period: 090 RUC Recommended RVU: 17.48 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of forearm and/or wrist area; 3 em or 
greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 30-year-old male presents with a 7 em malignant fibrous histiocytoma of the flexor muscles 
of the mid-forearm. At operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 96% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 10% , Kept overnight (less than 24 hours) 29% , Admitted (more than 24 hours) 60% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 71 % 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review imaging, pathology and laboratory studies; with special attention to review of 
x-ray, CT, MRI, bone scan, PET scan and arteriograms, as well as consulting with radiology regarding margins. 
Communicate with plastic surgeon regarding operative plan and future reconstruction. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and administration of 
antibiotic. Verify that all required instruments and supplies are available. Assist with patient positioning supine, with 
hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate areas of skin to be prepped 
and mark surgical incisions. Place tourniquet on the upper arm. Prep and drape the arm. Scrub and gown. Perform 
surgical "time out" with operating surgical team. Elevate the arm and inflate the pneumatic tourniquet. 

Description of Intra-Service Work: A volar longitudinal incision is made from the elbow crease to about 10 em above 
the wrist including an elliptical incision around the previous biopsy track to keep· this en bloc with the specimen. 
Dissection is then carried through the skin and subcutaneous tissues angling away from the biopsy track to avoid entering 
tissues contaminated by the initial biopsy. The deep fascia is then incised longitudinally and again includes an ellipse 
around the biopsy track. Dissection is then carried in medial and lateral directions to form appropriate flaps and 
facilitate deep dissection. Perforating vessels are encountered and are ligated and incised. Proximally, the radial and 
ulnar arteries as well as the median and ulnar nerves are identified and dissection is carried adjacent to these structures to 
establish a plane of dissection which preserves them but remains in normal tissues outside of tumor. Several perforating 
vessels leading to the tumor are ligated and incised. In the proximal portion of the surgical field, the involved flexor 



' . ~ ' ~ :.. ' '• ' ' CPT Code: '25078 
.muscles are exposed above the proximal extent of the tumor. These structures are then incised to establish a proximal 
margin well beyond tumor extension. At this point the neuro-vascular structures are again identified. They are carefully 
dissected and separated from the adjacent tumor and intended plane of dissection. Several motor branches are seen to 
run into the tumor and can not be preserved so these branches are individually ligated and incised. Other motor 
branches are noted to bypass the tissues involved in the tumor and these are protected and preserved. Dissection is then 
carried along the medial and lateral aspects of the tumor keeping normal tissue between the tumor and the plane of 
dissection. Several perforating vessels are again encountered and these are ligated and incised. Preoperative imaging 
studies are reviewed during the procedure to verify intended planes of dissection and proximity to neuro-vascular 
structures. Once the tumor has been dissected laterally, medial dissection is then begun and the tumor and surrounding 
tissues are gently lifted from the wound from proximal to distal. Further perforating vessels encountered and are ligated 
and incised. Further dissection is carried distally until the circumferential dissection is beyond the distal extent of the · 
tumor. At this point, the involved flexor muscles are transected 2 em from the furthest extent of tumor as determined by 
imaging studies and clinical impression. The specimen is then removed from the ·field and marked for anatomic 
orientation. This is documented on the pathology request form along with appropriate history and needed information. 
The surgeon then breaks scrub and carries the specimen to the pathology department while the anesthesiologist and other 
operative personnel remain with the patient. Prior to this, the surgeon assesses the stability of the operative field and 
discusses with the anesthesiologist the stability of the patient. In the pathology department, the surgeon then examines 
the resected specimen with the attending pathologist and orients the pathologist to the specimen anatomy. The specimen 
is then inked for margins and any areas that are questionable are inspected by frozen section. If all margins appear 
satisfactory then the surgeon returns to the OR, repeats pre-operative scrub and returns to the surgical field. The 
tourniquet is let down and hemostasis is obtained and drains are left deep in the wound. A multilayered closure is then 
performed. 

Description of Post-Service Work: Apply soft dressing and splint to hold the wrist in neutral alignment. Discuss surgery 
outcome with patient's family. Write brief operative note and medication orders. Monitor patient stabilization in the 
recovery room. After patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical 
floor and discuss ongoing care with floor nurses. Dictate operative report and complete medical record documentation. 
Later on the day of surgery, review medical records and interval data charted. Communicate with other professionals 
and with patient and patient's family. Perform an exam, assessing open wound status and drain. Assess neurovascular 
status. Wound care and close observation are important to avoid or promptly treat compartment syndrome. Consider 
relevant data, options, and risks and revise treatment plan as necessary. On subsequent day(s}, review medical records 
and interval data charted. Examine and talk with patient. Take down dressings, assess wound and patient status. When 
the patient is stable, make the decision for discharge. Discuss aftercare treatment with the patient, family and other 
healthcare professionals, including home restrictions (ie, activity, bathing) and use of sling. Reconcile medications with 
attention to pre-admission therapy, inpatient therapy and outpatient formulary and write order for antibiotic and pain 
medication. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 
completed, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
in the office the next day and for several more visits through the 90-day global period. Remove dressings, assess wound 
healing, and redress wound. Remove sutures and drain when appropriate. Discuss pathology report when available. 
Order and review periodic lab and/or imaging, as necessary. Assess functional recovery and determine whether there is 
a need for physical therapy. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. 
Provide necessary care coordination, telephonic or electronic communication assistance, and other necessary 

management reconstruction. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 



.. .) -· · ... ' .. ~· : . ~ . -' . \ ~ .. -­. ' . CPT Code: ,25078 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) !o112oo9 

Presenter( s): 
Christopher Senkowski, MD FAGS; John Heiner, MD; William Creevy, MD; Daniel Nagle, 
MD, FAGS; Martha Matthews, MD, FAGS 

Specialty(s): 
general surgery; orthopaedic surgery; general & orthopaedic surgical oncology; hand 
surqery; plastic surqery 

CPT Code: 25078 

Sample Size: 150 'Resp N: 58 I Response: 38.6 % 

Sample Type: Random 

Low 251
h octl Median* 75th octl Hiah 

Service Performance Rate 0.00 0.00 1.00 3.00 7.00 

Survey RVW: 8.50 14.22 18.00 22.00 30.00 

Pre-Service Evaluation Time: 55.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 60.00 90.00 120.00 180.00 300.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 125078 Recommended Physician Work RVU: 17.48 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Packaae 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 120.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): .60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 



·. . • i ~ .•. CPT Code: 25078 ---: 
Is the.recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
24363 

Global 
090 

WorkRVU 
22.47 

Time Source 
RUC Time 

CPT Descriptor Arthroplasty, elbow; with distal humerus and proximal ulnar prosthetic replacement (eg, total elbow) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source· 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 24 % of respondents: 41.3 % 

TIME ESTIMATES {Median} Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

25078 24363 

I Median Pre-Service Time II 72.00 II 83.00 

I Median Intra-Service Time II 120.00 II 150.00 

Median Immediate Post-service Time I 30.00 II 30.00 

Median Critical Care Time I 0.0 II 0.00 

Median Other Hospital Visit Time I 60.0 II 80.00 

Median Discharge Day Management Time I 38.0. I 38.00 

Median Office Visit Time I 102.0 I 85.00 

Prolonged Services Time I 0.0 I 0.00 

Median Total Time I~ 466.00 

Other time if appropriate 



INTENSITY /COMPLEXITY MEASURES <Mean) 

Mental Effort and Judgment <Mean) 
The nwnber of possible diagnosis and/or the nwnber of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

:' .· :· ~-= ·~ . •'") 

~--4_.7_7 __ ~11~ ___ 3_.7_3 ____ ~ 

L..._. __ 4_.8_2 __ __JI .... 1 __ 3_.8_2 _ ___, 

._I U_r.:::ge_n_cy"--of_m_e_di_·c_al_d_e_ci_si_on_m __ aki_· n-"g'---------------------'1 .... 1 ___ 4_.6_8 __ ~1 '-1 ____ 3_.5_5 ____ _, 

Technical Skill/Physical Effort <Mean) 

I._T_e_chni __ ·c_al_s_ki_·n_r_equ.:..._ir_ed ________________________ ___.l ._1 ___ 4_.9_1 __ _,1 '-1 ____ 4_.5_5 ____ _, 

I~_P_h.::..ys_ic_al_e_ffi_o_rt_r_equ.:..._ir_ed ________________________ ___JI ~_I ___ 4_.s_s __ _JI .... 1 ____ 4_._14 ____ ~ 
Psychological Stress <Mean) 

The risk of significant complications, morbidity and/or mortality .____4_.8_6 ____.I L---1 __ 4.1_8 _ __. 

'-IOu __ ~_o_m_e_d~e~~nds __ o_n_th_e_s_ki_·n_an_d~J~·u~dgrn~e_n_to_f~p_ey~s_ic_m_n ____ ~l .... l ___ 4_.8_2 __ _,1._1 ____ 4_.3_6 ____ ~ 

'-E_s_tima __ t_ed_r_is_k_o_f_m_al..e..p_ra_ct_ic_e_su_i_t w_I_·th-'po!....-o_r _ou_tc_o_m_e ______ ___. L..._. __ 4_.7_3 __ ...JIIL--___ 4_.1_8 ____ ...J 

INTENSITY /COMPLEXITY MEASURES 

Time Segments <Mean) 

CPT Code Reference 
Service 1 

~_I P_re_-_Se_rv_i_ce_i_n_te_ns_ity.::../_co_m-'p~le_XI_.ty.::.._ __________________ __.l ~_I ___ 4_.8_2 __ __JIIL...-. __ 4_.0_9 __ ___.~ 

'-1 In_tr_a_-S_e_rv_i_ce_i_nt_ens __ ity:.../_co_m-'p'-le_XI_·ty"------------------~~ ._I ___ 4_.8_6 __ _,11 '-___ 4_.4_1 __ ___. 

'-1 P_o_st_-S_e_rv_ic_e_in_te_ns_I...:.ty'-/c_o_m...!.p_le_XI...:.ty:__ ________________ ___.l ._I ___ 4_.64 __ __,1 ~_1 ___ 4_._14 __ ___. 

Additional Rationale 

CPT Code: 25078;:· · ,, . ' 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

J Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 



,., . CPT Code: '25078 
Current code 25077 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of forearm and/or wrist area) 
will be deleted in 2010 and replaced by two new codes (P46 and P47). During the Harvard study, 10 orthopaedic 
surgeons were surveyed. General surgery, the primary provider of this service, was not involved. Pre and post 
times were predicted. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: no change · 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 17.48 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.070. This is less than the IWPUT for the reference code 24363. The RVW reflects less 
intra-op time and total work compared with the reference code. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D · Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 



CPT Code: 25078 · 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 25077 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? . 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 25025 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 26117 

CPT Code:26117 Tracking Number P53 Specialty Society Recommended RVU: 9.95 

Global Period: 090 RUC Recommended RVU: 9.95 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of hand or fmger; less than 3 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 20-year-old male presents with a 2 em epithelioid sarcoma in the abductor pollicis brevis. 
At operation, the tumor and adjacent soft tissue are excised. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 52% , Kept overnight (less than 24 hours) 33% , Admitted (more than 24 hours) 14% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 71 % 

-; moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
..!ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and 
administration of antibiotic. Verify that all required instruments and supplies are available. Assist with patient 
positioning supine, with hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate 
areas of skin to be prepped and mark surgical incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape 
the arm. Elevate the arm and inflate the pneumatic tourniquet. Perform surgical "time out" with operating surgical 
team. 

Description of Intra-Service Work: An incision is made excising the old biopsy tract. Medial and lateral skin flaps are 
raised. The tumor is removed en bloc, including necessary surrounding structures. Frozen sections are taken from the 
surrounding tissue. The margins and tumor are sent to pathology. Additional excision is carried out as necessary to 
obtain a clear margin. The tourniquet is released and meticulous hemostasis is achieved using a bipolar electrocautery. 
The wound is inspected and irrigated. The wound is closed . 

.Jescription of Post-Service Work: Apply soft dressing and splint to hold the wrist in neutral alignment. Discuss 
postoperative care with recovery room staff. Take specimen to pathology, along with the appropriate history and 
information. The MRI is also shown to the pathologist to coordinate orientation of the specimen and location. Discuss 
surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient stabilization 
in the recovery room and neurovascular status of the operated extremity. After patient is awake, discuss surgery 
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CPT Code: 26117 
outcome with patient. Dictate operative report and complete medical record documentation. Communicate with other 
professionals and with patient and patient's family. Consider relevant data, options, and risks and make the decision for 
discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing). Reconcile medications and write order for pain medication. Inform the primary c· 
or referring physician of discharge plans. All appropriate medical records are completed, including discharge SUIIliilCL 

and discharge instructions, and insurance forms. The patient will be examined in the office within one or two days and 
for several more visits through the 90-day global period to remove dressings, assess wound healing, assess 
neurovascular status and redress wound; remove sutures and drain; and discuss pathology report when available. Order 
and review periodic lab and/or imaging, as necessary. Order occupational therapy and assess functional recovery are 
carefully monitored. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. 
Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 26117 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

! Presenter(s ): John Heiner, MD; William Creevy, MD; Daniel Nagle, MD, FACS; Martha Matthews, MD, 
FACS 

Specialty(s): orthopaedic surgery; orthopaedic surgical oncology; hand surgery; plastic surgery 

CPT Code: 26117 

Sample Size: 120 IResp N: 64 
I 

Response: 53.3 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hj_g_h 

Service Performance Rate 0.00 0.00 1.00 4.00 10.00 

Survey RVW: 2.40 8.30 10.25 14.03 25.00 

Pre-Service Evaluation Time: 50.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 40.00 60.00 75.00 90.00 150.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

**Physrcran standard total mrnutes per ElM visrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238{38); 
99239 (55); 99211 (7); 99212 {16}; 99213 {23}; 99214 {40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 126117 Recommended Physician Work RVU: 9.95 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 75.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visjts 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

'ischarge Day Mgmt: ~ 99238x 0.5 99239x 0.0 

I Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 26117 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
25447 

Global 
090 

WorkRVU 
10.95 

CPT Descriptor Arthroplasty, interposition, intercarpal or carpometacarpal joints 

KEY MPC COMPARISON CODES: 

Time Source· 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 12.5 % 

TIME ESTIMATES !Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

26117 25447 

I Median Pre-Service Time II 72.00 II 45.00 

I Median Intra-Service Time II 75.00 II 100.00 

Median hnmediate Post-service Time I 20.00 I 20.00 

Median Critical Care Time I 0.0 0.00 

Median Other Hospital Visit Time I 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

Median Office Visit Time 85.0 94.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time ~I 
278.00 

Other time if appropriate 
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Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
~ecommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 26117 
Current code.26117 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of hand or fmger) will be 
deleted in 2010 and ·replaced by two new codes (P53 and P54). During the Harvard study, 12 orthopaedic surgeons 
were surveyed. Hand surgery and plastic surgery were not included in the review. Pre and post times were 
predicted. No positioning time was recorded. 

2. Evidence that technology has changed physician work (i.e .. diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 9.95 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88% ). Along with the recommended time and visit information, this 
results in an IWPUT of0.058. This is similar to the IWPUT for the reference code 25447. The RVW reflects 
intra-op time and but more total work compared with the reference code. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 
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CPT Code: 26117 
How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 26117 

~ow often do physicians in your specialty perform this service? (ie. conunonly, sometimes, rarely) 
Jf the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the reconunendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

-·-- )pecialty 

./Specialty 

Specialty 

Frequency 

Frequency 

Frequency 

Percentage 

Percentage 

Percentage 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

% 

% 

% 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 

(·· 
l 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 26118 

CPT Code:26118 Tracking Number P54 Specialty Society Recommended RVU: 14.57 

Global Period: 090 RUC Recommended RVU: 14.57 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of hand or finger; 3 em or greater 

CLINICAL DESCRIPfiON OF SERVICE: 

Vignette Used in Survey: A 20-year-old male presents with a 4 em epithelioid sarcoma in the abductor pollicis brevis 
and flexor pollicis brevis. At operation, the tumor and adjacent soft tissue are excised. 

Percentage of Survey Respondents who found Vignette to be Typical: 91% 

Percent of survey respondents who stated they perform the procedure; In the hospitallOO% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 30% , Kept overnight (less than 24 hours) 38% , Admitted (more than 24 hours) 33% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 88% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed conse~t. Mark 
surgical site. Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and 
administration of antibiotic. Verify that all required instruments and supplies are available. Assist with patient 
positioning supine, with hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate 
areas of skin to be prepped and mark surgical incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape 
the arm. Elevate the arm and inflate the pneumatic tourniquet. Perform surgical "time out" with operating surgical 
team. 

Description of Intra-Service Work: An incision is made excising the old biopsy tract. Medial and lateral skin flaps are 
raised. The tumor is removed en bloc, including necessary surrounding structures. Frozen sections are taken from the 
surrounding tissue. The margins and tumor are sent to pathology. Additional excision is carried out as necessary to 
obtain a clear margin. The tourniquet is released and meticulous hemostasis is achieved using a bipolar electrocautery. 
The wound is inspected and irrigated. The wound is closed. 

Description of Post-Service Work: Apply soft dressing and splint to hold the wrist in neutral alignment. Discuss surgery 
outcome with patient's family. Write brief operative note and medication orders. Monitor patient stabilization in the 
recovery room. After patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical 
floor and discuss ongoing care with floor nurses, especially monitoring for inflammation and neurovascular status. 
Dictate operative report and complete medical record documentation. Later on the day of surgery, review medical 



CPT Code: 26118 · 
records and interval data charted. Communicate with other professionals and with patient and patient's family. Perform 
an expanded problem focused exam, assessing open wound status and drain. Assess neurovascular status. Wound care 
and close observation are important to avoid or promptly treat compartment syndrome. Consider relevant data, options, 
and risks and revise treatment plan as necessary. The next day, review medical records and interval data charted. 
Examine and talk with patient. Take down dressings, asses wound and patient status, and make the decision for 
discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing) and use of sling. Reconcile medications with attention to pre-admission therapy, 
inpatient therapy and outpatient formulary and write order for antibiotic and pain medication. Inform the primary care 
or referring physician of discharge plans. All appropriate medical records are completed, including discharge summary 
and discharge instructions, and insurance forms. The patient will be examined in the office the next day and for several 
more visits through the 90-day global period. Remove dressings, assess wound healing, and redress wound. Remove 
sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab and/or 
imaging, as necessary. Assess functional recovery and determine whether there is a need for physical therapy. Revise 
treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal 
and written). Dictate progress notes for medical record. 



' /. CPT Code: 26118 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) lo112oo9 

Presenter(s): 
John Heiner, MD; William Creevy, MD; Daniel Nagle, MD, FAGS; Martha Matthews, MD, 
FAGS 

Specialty(s): orthopaedic surgery; orthopaedic surgical oncology; hand surgery; plastic surgery 

CPT Code: 26118 

Sample Size: 120 IResp N: 64 
I 

Response: 53.3 % 

Sample Type: Random 

Low 25th octl Median* 75th octl HJ.g_h 

Service Performance Rate 0.00 0.00 1.00 2.00 5.00 

Survey RVW: 5.10 10.38 15.00 21.00 30.00 

Pre-Service Evaluation Time: 50.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 60.00 90.00 100.00 120.00 180.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 118.00 99211 x 0.00 12x 2.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult PatienUDifficult Procedure 

CPT Code: 126118 Recommended Physician Work RVU: 14.57 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 100.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 118.00 99211 x 0.00 12x 2.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 



CPT Code: 26118 
' . -

Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
24363 

Global 
090 

WorkRVU 
22.47 

Time Source 
RUC Time 

CPT Descriptor Arthroplasty, elbow; with distal humerus and proximal ulnar prosthetic replacement (eg, total elbow) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 16 %of respondents: 25.0 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

26118 24363 

I Median Pre-Service Time II 72.00 II 83.00 

I Median Intra-Service Time II 100.00 II 150.00 

Median Immediate Post-service Time 20.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 20.0 80.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 118.0 85.00 

Prolonged Services Time 0.0 0.00 

Median Total Time 368.00 466.00 

Other time if appropriate 



INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of ,_ __ 4_.8_1 _ __.1 ._1 __ 3_.9_4 __ _, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____4_.8_1 _ __.1 L-1 __ 4_.00 __ _, 

l._u_r~ge_n-'cy'---of_m_ed_ic_al_d_ec_i_si_on_ma_ki_·n-"g'--------------~~ ._1 __ 4_.7_5 _ __.1 ._1 __ 3_.6_3 __ _, 

Technical Skill/Physical Effort (Mean) 

._IT_ec_hni __ ·~_l_s_W_l_re~~~i_re_d _______________________ ~l._l __ 4_.8_8 _ __.1._1 __ 4_.6_9 _ __, 

]~P_h~ys_i~_l_effi_o_rt_r_e~~ir_ed ____________ ~l._l __ 4_.4_4 _ __.1._1 __ 4_.3_8 __ _, 

Psychological Stress <Mean) 

The risk of significant complications, morbidity and/or mortality L-___4_.8_1 __,JII.__ __ 4.3_8 _ __J 

._lau_oc_o_m_e_d~e~~nds_o_n_th_e_s_ki_ll_an_d-'J~·u-'dg~m-e_n_to_f~p-'hy~s-ic_ia_n __ ~l._l __ 4_.8_1 _ _,11.__ __ 4_.5_0 __ _, 

,_E_s_tima_t_ed_r_is_k_o_f_mal--=-p_ra_ct_ic_e_su_i_t w_I_.th__,poo,___r o_u_tc_o_m_e ___ ~ ,____4_.8_1 _ _.11.__ __ 4_.3_2 __ _, 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPfCode Reference 
Service 1 

I._P_re_-_Se_rv_i_ce_in_te_ns_ity.::.../_co_m-'p,._le_x_ity=-------------'1 ._I __ 4_.8_8 _ _,1 ._I ___ 4_._00 __ __, 

I._In_t_ra_-S_e_rv_ic_e_in_t_ens---'ity'-/_co_m...op_le_x--'ity'---------------'11._ __ 4_.9_4 _ _,1 ._1 ___ 4_._50 __ __, 

._I P_o_st_-S_e_rv_ic_e_in_te_ns_I-'.ty'-/c_o_m..::.p_le_XI-=.ty'----------~~ ._1 __ 4_.6_9 _ _.1 ._1 ___ 4_.0_6 __ __, 

Additional Rationale 

CPT Code:·26118 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 



CPT Code: 26118 
Current code 26117 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of hand or finger) will be 
deleted in 2010 and replaced by two new codes (P53 and P54). During the Harvard study, 12 orthopaedic surgeons 
were surveyed. Hand surgery and plastic surgery were not included in the review. Pre and post times were 
predicted. No positioning time was recorded. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. · 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring for 
compartment syndrome- the hand typically swells extensively after this procedure. The surgeon will examine the 
patient later on the day of the procedure. The consensus committee recommends the survey median RVW adjusted 
down to 14.57 to maintain the survey-based relativity in relation to the subcutaneous codes which are being presented 
as work neutral (the survey median has been reduced by 2.88%). Along with the recommended time and visit 
information, this results in an IWPUT of 0.066. This is less than the IWPUT for the reference code 24363. The 
RVW reflects less intra-op time and total work compared with the reference code. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 



:. :.' :; . CPT Code: 26118 
FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 26117 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 29807 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27049 

CPT Code:27049 Tracking Number P62 Specialty Society Recommended RVU: 21.37 

Global Period: 090 RUC Recommended RVU: 21.37 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of pelvis and hip area; less than 5 em 

CLINICAL DESCRIYfiON OF SERVICE: 

Vignette Used in Survey: A 65-year-old female presents with a deep 4 em malignant fibrous histiocytoma of the 
adductor muscles of the proximal thigh. At operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 88% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 3% , Admitted (more than 24 hours) 97% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

rs moderate sedation inherent to this procedure in the Hospital/ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Communicate with 
reconstructive surgeon. Meet with patient/family to review planned procedure and post-operative management. Review 
and have patient sign informed consent. Review length and type of anesthesia with anesthesiologist. Assure appropriate 
selection, timing, and administration of antibiotic and anticoagulation meds. Verify that all required instruments and 
supplies are available. Patient is placed in supine position. Indicate areas of skin to be prepped and mark surgical 
incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: An incision is made over the trapezius. Medial and lateral subcutaneous flaps are 
raised. The overlying skin from the biopsy is excised with the tumor. The musculature is exposed around the tumor. 
The fascia is incised and part of it is included with the specimen in the dissection for proper margins. A radical excision 
of the adductor longus and superficial adductor brevis is performed. The tumor is removed en bloc, including necessary 
surrounding structures. As the tumor is lifted out of the wound, small lymphatics and feeding blood vessels are ligated. 
The deep fascia is inspected for involvement by the tumor as are the ribs and intercostal muscles. If deep margins 
involved then resection to the periosteum of the ribs and/ or peritoneum is carried out. The surgeon then breaks scrub 
nd carries the specimen to the pathology department while the anesthesiologist and other operative personnel remain 

tVith the patient. Prior to this, the surgeon assesses the stability of the operative field and discusses with the 
anesthesiologist the stability of the patient. In the pathology department, the surgeon then examines the resected 
specimen with the attending pathologist and orients the pathologist to the specimen anatomy. The specimen is then inked 
for margins and any areas that are questionable are inspected by frozen section. If all margins appear satisfactory then 
the surgeon returns to the OR, repeats pre-operative scrub and returns to the surgical field. Additional excision is 
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CPT Code: 27049 
carried out as necessary to obtain a clear margin. Metallic clips are placed to mark the margins for possible 
postoperative radiotherapy guidance. The wound is inspected and irrigated. Devitalized muscle is debrided. A deep 
drain is placed. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room stc.. 
Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient 
stabilization in the recovery room, including neurovascular status. After patient is awake, discuss surgery outcome with 
patient. Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative 
report and complete medical record documentation. Later on the day of surgery, review medical records and interval 
data charted. Communicate with other professionals and with patient and patient's family. Exam patient, assessing 
neurovascular status and drain. Wound care and close observation are important to avoid or promptly treat wound 
hematoma. Order and review imaging as necessary. Consider relevant data, options, and risks and revise treatment 
plan as necessary. On subsequent days, review medical records and interval data charted. Examine and talk with 
patient. Take down dressings, assess wound and patient status. When the patient is stable, make the decision for 
discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing) and use of crutches. Reconcile medications with attention to pre-admission therapy, 
inpatient therapy and outpatient formulary and write order for continued anticoagulation and pain medication as 
necessary. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 
completed, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
in the office within a few days and for several more visits through the 90-day global period. Remove dressings, assess 
wound -healing, and redress wound. Remove sutures and drain when appropriate. Discuss pathology report when 
available. Order and review periodic lab and/or imaging, as necessary. Order physical therapy and assess functional 
recovery. Reconcile medication(s). Revise treatment plan(s) and communicate with patient and family/caregiver, as 
necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 27049 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

I Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 
--

Jpecialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 27049 

Sample Size: 100 'Resp N: 35 I _ Response: 3500 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hi9.h 
Service Performance Rate 0000 2000 3.00 10000 35000 

Survey RVW: 16000 20000 22.00 25000 35000 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 60000 133000 180.00 180000 300000 

Immediate Post Service-Time: 0.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 100.00 99231x 1.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 85.00 99211x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
0 0 

k*Physrcran standard total mmutes per ElM visrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 127049 Recommended Physician Work RVU: 21.37 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 180.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 100.00 99231x 1.00 99232x 2.00 99233x 0.00 

'ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

.Jffice time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
47380 

Global 
090 

WorkRVU 
24.43 

CPT Descriptor Ablation, open, of one or more liver tumor(s); radiofrequency 

KEY MPC COMPARISON CODES: 

CPT Code: 27049 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 22.8 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPfCode: CPfCode: RUCTime 

27049 47380 

I Median Pre-Service Time II 63.00 II 85.00 

I Median Intra-Service Time II 180.00 II 200.00 

Median Immediate Post-service Time ~ 30.00 45.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 100.0 120.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 85.0 62.00 

Prolonged Services Time 0.0 0.00 

~ 550.00 Median Total Time 

Other time if appropriate 
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CPT Code: 27049 

INTENSITY /COMPLEXITY MEASURES (Mean} 

the number 4.13 II 3.75 

The amount and/or complexity of medical records, diagnostic 4.13 I' 4.00 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making 'I 3.63 II 3.38 

Technical Skill/Physical Effort (Mean} 

I Technical skill required II 4.38 II 4.25 

I Physical effort required II 4.00 II 4.00 

~cboiQgical Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality II 4.00 II 3.88 

I Outcome depends on the skill and judgment of physician II 4.63 II 4.38 

I Estimated risk of malpractice suit with poor outcome II 4.25 II 4.13 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean} 

I Pre-Service intensity/complexity II 3.63 II 3.63 

!Intra-Service intensity/complexity II 4.00 II 3.75 

I Post-Service intensity/complexity II 3.13 II 3.00 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate foT711ll,la and format. 

(:ompelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 27049 
Current code 27049 (Radical resection of tumor, soft tissue of pelvis and hip area (eg, malignant neoplasm)) will be 
deleted in 2010 and replaced by two new codes (P62 and P63). During the Harvard study, 8 orthopaedic surgeons 
were surveyed. Pre and post times were predicted. General surgeons and surgical oncologists, the primary 
providers were not surveyed. No positioning time was rec9_rded. In 1995, an orthopaedic survey was rejected by f 
RUC for lack of compelling evidence. However, the failed survey times and visits were maintained in the RUC 
database. The IWPUT for the current RVW and RUC database times is 0.025, exceptionally low for a deep 
malignant tumor in the pelvis or hip. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been I!_lade in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. 

• Pre-Time: With respect to the pre-service time, we recommend package 4 with no changes. 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 21.37 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.064. This is similar to the IWPUT for the reference code 47380, which involves similar 
intra-operative work/intensity. The RVW is less than the reference code, reflecting the slightly less intra-op time anr' 
differences in post hospital and office work. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

I. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 
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CPT Code: 27049 
How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27049 

Bow often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
.1.f the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDA1E PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27059 

CPT Code:27059 Tracking Number P63 Specialty Society Recommended RVU: 29.14 

Global Period: 090 RUC Recommended RVU: 29.14 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of pelvis and hip area; 5 ern or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 65-year-old female presents with a deep 9 ern malignant fibrous histiocytoma of the 
adductor muscles of the proximal thigh. At operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 62% 

Percent of survey respondents who stated they perform the procedure; In the hospitallOO% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 100% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Communicate with 
reconstructive surgeon. Meet with patient/family to review planned procedure and post-operative management. Review 
and have patient sign informed consent. Review length and type of anesthesia with anesthesiologist. Assure appropriate 
selection, timing, and administration of antibiotic and anticoagulation rneds. Verify that all required instruments and 
supplies are available. Patient is placed in supine position. Indicate areas of skin to be prepped and mark surgical 
incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, an incision is made over the trapezius. Medial and lateral 
subcutaneous flaps are raised. The overlying skin from the biopsy is excised with the tumor. The musculature is 
exposed around the tumor. The fascia is incised and part of it is included with the specimen in the dissection for proper 
margins. A radical excision of the adductor longus adductor brevis and a portion of the adductor magnus are performed . 
. The tumor is removed en bloc, including necessary surrounding structures. As the tumor is lifted out of the wound, 

small lymphatics and feeding blood vessels are ligated. Frozen sections are taken from the surrounding tissue. The 
deep fascia is inspected for involvement by the tumor as are the ribs and intercostal muscles. If deep margins involvecl 
then resection to the periosteum of the ribs and/or peritoneum is carried out. The surgeon then breaks scrub and carr· 
the specimen to the pathology department while the anesthesiologist and other operative personnel remain with th~ 
patient. Prior to this, the surgeon assesses the stability of the operative field and discusses with the anesthesiologist the 
stability of the patient. In the pathology department, the surgeon then examines the resected specimen with the attending 
pathologist and orients the pathologist to the specimen anatomy. The specimen is then inked for margins and any areas 
that are questionable are inspected by frozen section. If all margins appear satisfactory then the surgeon returns to the 
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CPT Code: 27059 
OR, repeats pre-operative scrub and returns to the surgical field. Additional excision is carried out as necessary to 
obtain a clear margin. Metallic clips are placell to mark the margins for possible postoperative radiotherapy guidance. 
The wound is inspected and irrigated. Devitalized muscle is debrided. A deep drain is placed. The wound is closed in 
'ayers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. 
Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient 
stabilization in the recovery room, including neurovascular status. After patient is awake, discuss surgery outcome with 
patient. Write orders for transferring to surgical floor and discu,ss ongoing care with floor nurses. Dictate operative 
report and complete medical record documentation. Later on the day of surgery, review medical records and interval 
data charted. Communicate with other professionals and with patient and patient's family. Exam patient, assessing 
neurovascular status and drain. Wound care and close observation are important to avoid or promptly treat wound 
hematoma. Order and review imaging as necessary. Consider relevant data, options, and risks and revise treatment 
plan as necessary. On subsequent days, review medical records and interval data charted. Examine and talk with 
patient. Take down dressings, assess wound and patient status. When the patient is stable, make the decision for 
discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including home 
restrictions (ie, activity, bathing) and use of crutches. Reconcile medications with attention to pre-admission therapy, 
inpatient therapy and outpatient formulary and write order for continued anticoagulation and pain medication as 
necessary. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 
completed, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
in the office within a few days and for several more visits through the 90-day global period. Remove dressings, assess 
wound healing, and redress wound. Remove sutures and drain when appropriate. Discuss pathology report when 
available. Order and review periodic lab and/or imaging, as necessary. Order physical therapy and assess functional 
recovery. Reconcile medication(s). Revise treatment plan(s) and communicate with patient and family/caregiver, as 
necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 27059 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 27059 

Sample Size: 100 'Resp N: 35 l Response: 3500 % 

Sample Type: Random ' 

Low 25th pctl Median* 75th Pctl Hig_h 

Service Performance Rate 0000 2000 5.00 10o00 65000 

Survey RVW: 21000 26022 30.00 31000 40o00 

Pre-Service Evaluation Time: 75.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 90000 180000 220.00 240000 400000 

Immediate Post Service-Time: 45.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 100.00 99231x 3.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00. 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
0 0 0 0 

**Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(381, 
99239 (55); 99211 (7); 99212 (16}; 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 127059 Recommended Physician Work RVU: 29.14 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Pack~ge 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 220.00 

Immediate Post Service-Time: 45.00 

Post OPerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 140.00 99231x 3.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27134 

Global 
090 

WorkRVU 
30.13 

CPT Code: 27059 

Time Source 
RUCTime 

CPT Descriptor Revision of total hip arthroplasty; both components, with or without autograft or allograft 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 17 % of respondents: 48.5 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27059 27134 

I Median Pre-Service Time II 63.00 II 90.00 

I Median Intra-Service Time II 220.00 II 240.00 

I Median Immediate Post-service Time I 45.00 40.00 

I Median Critical Care Time I 0.0 0.00 

1edian Office Visit Time 

I 140.0 140.00 

I 38.0 38.00 

I 102.0 69.00 

I Median Other Hospital Visit Time 

I Median Discharge Day Management Time 

. Tolonged Services Time I 0.0 0.00 

~ 617.00 I Median Total Time 

ptber time if appropriate 
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CPT Code: 27059 

INTENSITY/COMPLEXITY MEASURES (Mean1 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of 4.82 II 
management options that must be considered .....__ ___ _, '-------' 

3.88 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___4_.8_8 _ _,ll._ __ 4_.oo __ __. 

._I U_r.=::.ge_nc...:y:....o_f_m_edi_.cal_d_ec_is_io_n_makin_.--'g"'-------------'1 ._1 __ 4_.5_9 _ _,1 .... 1 __ 3_.7_6 _ __, 

Technical Skill/Physical Effort (Mean) 

I._T_ec_hni_'cal_s_kil_l_required_.__· ___________ _.! ._I _4_.9_7 _ _,1 ._I __ 4_.6_5 _ ___. 

._IP_h~~_ical_e_ffi_ort_re~~-·-ed _____________ ___.l._l ___ 4_.5_3 __ _,1~1 ____ 4._5_9 __ ~ 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality ll ..... ___ 4_.8_8 __ _,l .... l ____ 4_.2_9 __ __, 

~~Ou~~~om_e_de~~~n~ds~o~n_th_e_skill_. __ ruro~ju_dgm~e_nt_o~f~p--'ey~si_·c~an_· ___ ~l._l ___ 4_.~~~~ .... 1 ____ 4_.5_9 __ __, 

._I Es_t_ima_ted_n_· s_k_of_mal___..:p:....ra_c_ti_ce_s_u_it _w_ith_poo.___r _ou_tc_o_m_e ___ __.l .... I ___ 4_. 7_1 __ _.1 .... 1 ____ 4_.2_9 __ __. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

1 .... ~-~-~_fVl_._ce_~_ens___,:ity:..../c_o_mp~le_xi~ty------------------'l._l ___ 4_.5_9 __ __.11 .... __ 4_.2_4 _ __, 

.... I~ __ -S_e_~_k~e~~-e~ns~i~ty_lc_omp~l_e~_·ty~-------------''~1 ___ 4_.8_2 _ __.1 .... 1 __ 4_.5_9 _ __, 

._I P_o_st_-~_rv_ic_e_in_te_ns_ity-"'--/c_omp...::....le_~_·ty=-----------------'1 .... I ___ 4_.6_5 __ _.1 .... 1 ___ 4_._12 __ __, 

Additional Rationale 

Describe 'lhe process by which your specialty society reached your final recommendation. If your society has used an 
JWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

I. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 27059 
Current code 27049 (Radical resection of tumor, soft tissue of pelvis and hip area ( eg, malignant neoplasm)) will be 
deleted in 2010 and replaced by two new codes (P62 and P63). During the Harvard study, 8 orthopaedic surgeons 
were surveyed. Pre and post times were predicted. General surgeons and surgical oncologists, the primary 
,r .... ,,,,.,r .. were not surveyed. No positioning time was recorded. In 1995, an orthopaedic survey was rejected by the 

for lack of compelling evidence. However, the failed survey times and visits were maintained in the RUC 
database. The IWPUT for the current RVW and RUC database times is 0.025, exceptionally low for a deep 
malignant tumor in the pelvis or hip. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. 

• · Pre-Time: With respect to the pre-service time, we recommend package 4 with no changes 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 29.14 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.077. This is slightly greater than the IWPUT for the reference code 27134, which involves 
<>imilar intra-operative time and similar total work/intensity. This procedure is the most difficult and most intense of 

11 the soft tissue tumor resection codes. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 
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CPT Code: 27059 
How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27049 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Cocie: 27329 

CPT Code:27329 Tracking Number P72 Specialty Society Recommended RVU: 15.54 

Global Period: 090 RUC Recommended RVU: 15.54 

CPT Descriptor: ·Radical resection of tumor (eg, malignant neoplasm), soft tissue of thigh or knee area; less than 5 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old male presents with a 3 em deep malignant fibrous histiocytoma of the hamstring 
muscles of the mid-posterior thigh. At operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the proce~ure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 12% , Admitted (more than 24 hours) 88% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 80% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Communicate with 
reconstructive surgeon. Meet with patient/family to review planned procedure and post-operative management. Review 
and have patient sign informed consent. Review length and type of anesthesia with anesthesiologist. Verify that all 
required instruments and supplies are available. After induction of anesthesia in supine position, assist with patient 
prone positioning. Assess position of the extremities and head, adjust as needed. Place tourniquet on the upper thigh. 
Prep and drape leg. Elevate and exsanguinate leg. Inflate pneumatic tourniquet. Scrub and gown. Perform surgical 
"time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, a 7 em incision is made over the medial hamstrings. Medial and 
lateral subcutaneous flaps are made. Dissection is carried through the fascia into the semimembranosus muscle. The 
gracilis and semitendinosus are mobilized and retracted. The sciatic nerve is identified and protected. The 
semimembranosus muscle is dissected and the tumor is removed en bloc, including necessary surrounding normal tissue. 
Frozen sections are taken from the surrounding tissue. The margins and tumor are sent to pathology. The pathology 

report is received and additional excision is carried out as necessary to obtain a clear margin. Careful hemostasis is 
obtained. The wound is inspected and irrigated. The sciatic nerve is inspected. A deep drain is placed. The deep 
fascia is closed with interrupted sutures. The superficial wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: A compressive dressing is applied in the operating room, the tourniquet is let down 
and compression is held for 10 minutes on the leg to prevent hematoma formation. A knee immobilizer is applied. 
Discuss postoperative care with recovery room staff. Take specimen to pathology, along with the appropriate history 



.. ·-;· CPT Code: '27329 
and information. The MRI is also shown- to the pathologist so they can coordinate orientation of the specimen and 
location. Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor 
patient stabilization in the recovery room. After patient is awake, discuss surgery outcome with patient. Write order~ 
for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative report and compll 
medical record documentation. Later on the day of surgery, review medical records and interval data charted. 
Communicate with other professionals and with patient and patient's family. Perform an expanded problem focused 
exam, assessing wound status and drain. Assess neurovascular status. Wound care and close observation are important 
to avoid or promptly treat compartment syndrome. Consider relevant data, options, and risks and revise treatment plan 
as necessary. On subsequent days, review medical records and interval data charted. Examine and talk with patient. 
Take down dressings, assess wound and patient status. When the patient is stable, make the decision for discharge. 
Discuss aftercare treatment with the patient, family and other healthcare professionals, including home restrictions (ie, 
activity, bathing) and use of crutches or walker. Reconcile medications with attention to pre-admission therapy, 
inpatient therapy and outpatient formulary and write order for pain medication. Inform the primary care or referring 
physician of discharge plans. All appropriate medical records are completed, including discharge summary and 
discharge instructions, and insurance forms. The patient will be examined in the office within two to 3 days and for 
several more visits through the 90-day global period. Remove dressings, assess wound healing, and redress wound. 
Remove sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab 
and/or imaging, as necessary. Order physical therapy and assess functional recovery. Revise treatment plan(s) and 
communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate 
progress notes for medical record. 
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CPT Code: 27329 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) lo112oo9 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Tye 
Ouzounian, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology; foot 
and ankle orthopaedic surgery 

CPT Code: 27329 

Sample Size: 120 lResp N: 42 I Response: 35.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hig_h 

Service Performance Rate 0.00 5.00 10.00 15.00 40.00 

Survey RVW: 14.00 18.00 22.25 25.00 40.00 

Pre-Service Evaluation Time: 65.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Walt Time: 15.00 

Intra-Service Time: 60.00 90.00 120.00 150.00 240.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 
Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1cran standard total m1nutes per ElM v1s1t: 99291 (70}; 99292 (30}; 99231 (20}; 99232 (40}; 99233 (55}; 99238(38}; 
99239 (55}; 99211 (7}; 99212 (16}; 99213 (23}; 99214 (40}; 99215 (55}; 99354 (60}; 99355 (30}; 99356 (60}; 99357 (30} 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 127329 Recommended Physician Work RVU: 15.54 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 120.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 



CPT Code: ·27329. <· .. 
Is the recommended value for the new/revised procedure based on its modifie'r -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27447 

Global 
090 

WorkRVU 
23.04 

Time Source 
RUCTime 

CPT Descriptor Arthroplasty, knee, condyle and plateau; medial AND lateral compartments with or without patella 
resurfacing (total knee arthroplasty) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 11 % of respondents: 26.1 % 

TIME ESTIMATES {Median} Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

27329 27447 

I Median Pre-Service Time II 80.00 II 75.00 

I Median Intra-Service Time ll 120.00 II 124.00 

Median Immediate Post-service Time 30.00 I 30.00 

Median Critical Care Time 0.0 I 0.00 

Median Other Hospital Visit Time 60.0 I 100.00 

Median Discharge Day Management Time 38.0 I 38.00 

Median Office Visit Time 85.0 I 102.00 

Prolonged Services Time 0.0 I 0.00 

I Median Total Time ~I 
469.00 

Other time if appropriate 



CPT Code: 27·329 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment lMean} 
The number of possible diagnosis and/or the number of 4.89 II 2.89 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 4.89 II 2.78 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 5.00 II 2.33 

Technical SkiWPhysical Effort lMean} 

I Technical skill required II 4.89 II 3.67 

I Physical effort required II 4.11 II 3.56 

Psychologjcal Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality II 4.89 II 4.00 

I Outcome depends on the skill and judgment of physician II 4.89 II 3.89 

I Estimated risk of malpractice suit with poor outcome II 4.78 II 3.67 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Se!!ments (Mean} 

I Pre-Service intensity/complexity II 4.89 II 3.33 

I Intra-Service intensity/complexity II 4.67 II 3.56 

I Post-Service intensity/complexity II 4.67 II 3.56 

Additional Rationale 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 



CPT Code: 27329. - .. 
Current code 27329 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of thigh or knee area) will be 
deleted in 2010 and replaced by two new codes (P72 and P73). During the Harvard study, 9 orthopaedic surgeons 
were surveyed. Pre and post times were predicted. No positioning time was recorded. Subsequent to the Harvard 
study, 27329 were submitted by AAOS for review during the first 5-year-review. The RUC agreed that the patient 
population had become more complex and that the Harvard study did not correctly estimate the intra-operative work. 
Total work, intra-operative intensity, and levels of hospital and office visits were not considered.. New work values 

were calculated by adding an additional RVU increment to account for the different in intra-operative time between 
the Harvard study and the RUC survey. The IWPUT for the current RVW and RUC database times is 0.038, 
exceptionally low for a deep malignant tumor in the thigh or knee. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. The work associated with soft tissue resection 
procedures has increased as the magnitude of what is possible has increased dramatically. These procedures are 
more technically demanding, prolonged, and involve more risk. Resecting these lesions with a wide margin in 
adjacent tissues routinely requires meticulous dissection around major nerves and blood vessels. While 20 years ago 
amputation was used most commonly, limb preservation resections have now become the rule with amputation being 
used in less than 5% of patients with pelvic and extremity sarcomas 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes to account for prone positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: The survey median and 25th percentile result in an IWPUT that is inconsistent with the 
recommendations for the other small radical soft tissue tumor codes. The consensus committee recommends an 
RVW that is below the survey 25th percentile to place this code in correct rank order with the rest of the family of 
subfacial codes. Additionally, this value has been adjusted (decreased) to 15.54 to maintain the survey-based 
relativity in relation to the subcutaneous codes which are being presented as work neutral (the survey statistic has 
been reduced by 2.88%). This RVW ranks this code correctly relative to other smaii radical resection codes that 
have the same intra-op time and similar total time and work. Along with the recommended time and visit 
information, this results in an IWPUT of 0.056. This is less than the IWPUT for the reference code 27447, which 
involves similar intra-operative time but is more demanding intra-operatively compared with the radical resection of 
smaller deep tumors. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure r~ported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 



CPT Code: 27329 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27329 

How often do physicians in your ~ecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty ' Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 27329 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27364 

CPT Code:27364 Tracking Number P73 Specialty Society Recommended RVU: 24.28 

Global Period: 090 RUC Recommended RVU: 24.28 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of thigh or knee area; 5 em or greater 

CLINICAL DESCRIPITON OF SERVICE: 

Vignette Used in Survey: A 50-year-old male presents with an 8 em deep malignant fibrous histiocytoma of the 
hamstring muscles of the mid-posterior thigh. At operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 83% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 100% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% · 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Communicate with 
reconstructive surgeon. Meet with patient/family to review planned procedure and post-operative management. Review 
and have patient sign informed consent. Review length and type of anesthesia with anesthesiologist. Verify that all 
required instruments and supplies are available. After induction of anesthesia in supine position, assist with patient 
prone positioning. Assess position of the extremities and head, adjust as needed. Place tourniquet on the upper thigh. 
Prep and drape leg. Elevate and exsanguinate leg. Inflate pneumatic tourniquet. Scrub and gown. Perform surgical 
"time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, a 12 em incision is made over the medial hamstrings. Medial and 
lateral subcutaneous flaps are made. Dissection is carried through the fascia into the semimembranosus muscle. The 
gracilis and semitendinosus are mobilized and retracted. The sciatic nerve is identified and protected. The 
semimembranosus muscle is dissected and the large tumor is removed en bloc, including necessary surrounding normal 
tissm Frozen sections are taken from the surrounding tissue. The margins and tumor are sent to pathology. The 
patlKh\lgy report is received and additional excision is carried out as necessary to obtain a clear margin. Carefi:ll · 
hemostasis is obtained. The wound is inspected and irrigated. The sciatic nerve is inspected. A deep drain is place: 
The deep fascia is closed with interrupted sutures. The superficial wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: A compressive dressing is applied in the operating room, the tourniquet is let down 
and compression is held for 10 minutes on the leg to prevent hematoma formation. Discuss postoperative care with 
recovery room staff. Take specimen to pathology, along with the appropriate history and information. The MRI is also 
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CPT Code: 27364 
shown to the pathologist so they can coordinate.orientation of the specimen and location. Discuss surgery outcome with 
patient's family. Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. 
After patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss 
')ngoing care with floor nurses. Dictate operative report and complete medical record documentation. Later on the day 
of surgery, review medical records and interval data charted. Communicate with other professionals and with patient 
and patient's family. Perform an expanded problem focused exam, assessing wound status and drain. Assess 
neurovascular status. Wound care and close observation are important to avoid or promptly treat compartment 
syndrome. Consider relevant data, options, and risks and revise treatment plan as necessary. On subsequent days, 
review medical records and interval data charted. Examine and talk with patient. Take down dressings, assess wound 
and patient status. When the patient is stable, make the decision for discharge. Discuss aftercare treatment with the 
patient, family and other healthcare professionals, including home restrictions (ie, activity, bathing) and use of crutches 
or walker. Reconcile medications with attention to pre-admission therapy, inpatient therapy and outpatient formulary 
and write order for pain medication. Inform the primary care or referring physician of discharge plans. All appropriate 
medical records are completed, including discharge summary and discharge instructions, and insurance forms. The 
patient will be examined in the office within two to 3 days and for several more visits through the 90-day global period. 
Remove dressings, assess wound healing, and redress wound. Remove sutures and drain when appropriate. Discuss 
pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order physical therapy 
and assess functional recovery. Revise treatment plan(s) and communicate with patient and family/caregiver, as 
necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 27364 
SURVEY DATA 
RUC Meeting Date (mm/yyyy} !o112oo9 ~ 

Presenter(s}: 
Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Tye 
Ouzounian, MD 

Specialty(s}: general surgery; orthopaedic surgery; general and orthopaedic surgical oncology; foot 
and ankle orthopaedic surQerv 

CPT Code: 27364 

Sample Size: 120 'Resp N: 42 I Response: 35.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hiah 

Service Performance Rate 0.00 8.00 16.00 25.00 50.00 

SurveyRVW: 18.00 23.00 25.00 30.00 50.00 

Pre-Service Evaluation Time: 70.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 18.00 

Intra-Service Time: 90.00 126.00 180.00 195.00 360.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 120.00 99231x 2.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s}: 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 {20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 127364 Recommended Physician Work RVU: 24.28 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Packaae 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 180.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 120.00 99231x 2.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s}: 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
994 



CPT Code: 27364 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
1S this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27447 

Global 
090 

WorkRVU 
23.04 

Time Source 
RUC Time 

CPT Descriptor Arthroplasty, knee, condyle and plateau; medial AND lateral compartments with or without patella 
resurfacing (total knee arthroplasty) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

)ther Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 32 % of respondents: 76.1 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27364 27447 

I Median Pre-Service Time II 80.00 II 75.00 

I Median Intra-Service Time II 180.00 II 124.00 

I Median Immediate Post-service Time I 30.00 30.00 

I Median Critical Care Time I 0.0 0.00 
1 
\1edian Other Hospital Visit Time I 120.0 100.00 

Aedian Discharge Day Management Time I 38.0 38.00 

I Median Office Visit Time I 102.0 102.00 

I Prolonged Services Time I 0.0 0.00 

I Median Total Time I~ 469.00 

: Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of 4.93 II 
management options that must be considered L-----....1 '---------1 

3.15 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

....__4_.9_3 ____.I .._I __ 3.2_2_......~ 

'-lu_r~ge_oc~y~o_f_m_edi_._cal __ dec __ is_w_n_~--·~----------------~''-1 ___ 4_.8_9 __ ~1'-1 ____ 2_.7_4 __ __. 

Technical Skill/Physical Effort <Mean) 

I._T_ec_hni_·ca~_skill_._re_.quired'-·--------------~1 ._I _4_.9_6_ .... 1 ._I __ 4._oo _ ___. 

._I P_hy"-s_ical_e_ffo_rt_r_eqwr..__· ed ___________ ____.lj 4.68 I ._I __ 3_.7_4 _ ___. 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I '-, ___ 4_.9_3 __ ~1 ._1 __ 3_.7_4 _ ___. 

._IOu __ ~_om_e_depe~_n_ds_o_n_m_e_s~_-_l_and~ju_d~gm_e_nt_o_f~p~ey~s_kmn_· ____ ____.l._l ___ 4_.9_3 __ _,j._l ____ 3_.9_3 __ __, 

'-1 Es_nma_· __ ted __ n_· s_k_of_mal__.!p~ra_cti_._ce_sw __ ·t _WI_·th_poo~_r _ou_tc_o_m_e ______ ---11 '-1 ___ 4_.7_1 __ ~1 '-1 ____ 3_. 7_0 _ __. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I'-Pr_e_-_se_rn_·_ce_int __ ens___,ity~/c_o_mp..!-le_xi....::ty __________________ __,l '-1 __ 4_.8_9_....~1 '-1 __ 3_.7_0 __ ___. 

._I In_tr_a_-S_e_rv_ic_e_int_e_ns_i..:..ty_lc_omp_._l_ext_.ty..:.....-________________ ___,1 '-1 __ 4_.8_9 __ ~11 '-___ 3_.9_6 __ __, 

'-IP_o_st_-S_erv __ k_e_m_re_ns_ity~/c_omp~l_ext_·ty~------------------'1._1 ___ 4_.7_4 _ _,1'-1 ___ 3_.8_1 __ -....~ 

Additional Rationale 

CPT Code: 27364 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 27364 
Current code 27329 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of thigh or knee area) will be 
deleted in 2010 and replaced by two new codes (P72 and P73). During the Harvard study, 9 orthopaedic surgeons 
were surveyed. Pre and post times were predicted. No positioning time was recorded. Subsequent to the Harvard 
study, 27329 were submitted by AAOS for review during the first 5-year-review. The RUC agreed that the patient 
population had become more complex and that the Harvard study did not correctly estimate the intra-operative work. 
Total work, intra-operative intensity, and levels of hospital and office visits were not considered.. New work values 

were calculated by adding an additional RVU increment to account for the different in intra-operative time between 
the Harvard study and the RUC survey. The IWPUT for the current RVW and RUC database times is 0.038, 
exceptionally low for a deep malignant tumor in the thigh or knee. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes to account for prone positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 24.28 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey statistic has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0. 071. This R VW is greater than the reference code and accounts for significantly more 
intra-operative time and more complex pre and post work. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
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CPT Code: 27364 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) _'P329 _ 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27615 

CPT Code:27615 Tracking Number P75 Specialty Society Reconunended RVU: 15.54 

Global Period: 090 RUC Recommended RVU: 15.54 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of leg or ankle area; less than 5 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used iri Survey: A 45-year-old male presents with a 3.5 em deep fibrosarcoma of the soleus muscle of the 
superficial posterior compartment of the calf. At operation, the tumor and adjacent soft tissue are excised. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 6% , Kept overnight (less than 24 hours) 12% , Admitted (more than 24 hours) 82% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

1 moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
~Jercent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Conununicate with 
reconstructive surgeon. Meet with patient/family to review planned procedure and post-operative management. Review 
and have patient sign informed consent. Assure appropriate selection, timing, and administration of antibiotic. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After 
induction of anesthesia in supine position, assist with patient prone positioning. Assess position of the extremities and 
head, adjust as needed. Place tourniquet on the proximal thigh. Prep and drape leg. Elevate and exsanguinate leg. 
Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, an 8 em posterior longitudinal incision is made around the 
previous biopsy track to keep this en bloc with the specimen. Dissection is then carried through the skin and 
subcutaneous tissues angling away from the biopsy track to avoid entering tissues contaminated by the initial biopsy. 
The deep fascia is then incised longitudinally and again includes an ellipse around the biopsy track. Dissection is then 
carried in medial and lateral directions to form appropriate flaps and facilitate deep dissection. Perforating vessels are 
encountered and are ligated and incised. Proximally, the femoral vessels are identified and dissection is carried adjacent 

these structures to establish a plane of dissection. Several perforating branches leading to the tumor are ligated and 
~•cised. In the proximal portion of the surgical field, the involved calf muscles are exposed above the proximal extent of 
the tumor. Incision is carried across these structures to establish a proximal margin well beyond tumor extension. At 
this point the posterior tibial nerve and vascular bundle are identified. Several motor branches are seen to run into the 
tumor and can not be preserved so these branches are individually ligated and incised. Other motor branches are noted 
to bypass the tissues involved in the tumor and these are protected and preserved. Dissection is then carried along the 
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CPT Code: 27615 
medial and lateral aspects of the tumor keeping normal tissue between the tumor and the plane of dissection. 
Preoperative imaging studies are reviewed during the procedure to verify intended planes of dissection and proximity to 
neuro-vascular structures. Once the tumor has been dissected laterally, medial dissection is then begun and the tumnr 

and surrounding tissues are gently lifted from the wound from proximal to distal. Further dissection is carried disf 
until the circumferential dissection is beyond the distal extent of the tumor. At this point, the involved calf muscles .._ 
transected 2 em from the furthest extent of tumor as determined by imaging studies and clinical impression. The 
specimen is then removed from the field and marked for anatomic orientation. This is documented on the pathology 
request form along with appropriate history and needed information. The surgeon then breaks scrub and carries the 
specimen to pathology while the anesthesiologist and other operative personnel remain with the patient. Prior to this, the 
surgeon assesses the stability of the operative field and discusses with the anesthesiologist the stability of the patient. In 
the pathology department, the surgeon then examines the resected specimen with the attending pathologist and orients the 
pathologist to the specimen anatomy. The specimen is then inked for margins and any areas that are questionable are 
inspected by frozen section. If all margins appear satisfactory then the surgeon returns to the OR, repeats pre-operative 
scrub and returns to the surgical field. The wound is inspected and irrigated. A deep drain is placed. The wound is 
closed in layers with interrupted sutures. Careful monitoring of blood loss during the procedure is necessary with 
appropriate blood and fluid replacement. 

Description of Post-Service Work: A compressive foot dressing is applied in the operating room, the tourniquet is let 
down and compression is held for 10 minutes on the leg to prevent hematoma formation. Apply splint. Discuss 
postoperative care with recovery room staff. Take specimen to pathology, along with the appropriate history and 
information. The MRI is also shown to the pathologist so they can coordinate orientation of the specimen and location. 
Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient 
stabilization in the recovery room. After patient is awake, discuss surgery outcome with patient. Write orders for 
transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative report and complete medical 
record documentation. Later on the day of surgery, review medical records and interval data charted. Communicate 
with other professionals and with patient and patient's family. Perform an expanded problem focused exam, assessing 
open wound status and drain. Assess neurovascular status. Wound care and close observation are important to 
promptly treat compartment syndrome. Consider relevant data, options, and risks and revise treatment plan 
necessary. On subsequent days, review medical records and interval data charted. Examine and talk with patient. 
down dressings, assess wound and patient status. When the patient is stable, make the decision for discharge. Discuss 
aftercare treatment with the patient, family and other healthcare professionals, including home restrictions (ie, activity, 
bathing) and use of crutches or walker. Reconcile medications with attention to pre-admission therapy, inpatient therapy 
and outpatient formulary and write order for pain medication. Inform the primary care or referring physician of 
discharge plans. All appropriate medical records are completed, including discharge summary and discharge 
instructions, and insurance forms. The patient will be examined in the office within two to 3 days and for several more 
visits through the 90-day global period. Remove dressings, assess wound healing, and redress wound. Remove sutures 
and drain when appropriate. Discuss pathology report when available. Order and review periodic lab and/or imaging, 
as necessary. Assess functional recovery and determine whether there is a need for physical therapy. Reconcile 
medication(s). Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss 
progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 27615 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) lo112oo9 

1 ~resenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Tye 
Ouzounian, MD; Frank Spinosa, DPM 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology; foot 
and ankle orthopaedic surgery; podiatry 

CPT Code: 27615 

Sample Size: 150 IResp N: 49 I Response: 32.6 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hjg_h 

Service Performance Rate 1.00 1.00 3.00 5.00 40.00 

SurveyRVW: 6.80 14.00 16.00 22.00 30.00 

Pre-Service Evaluation Time: 55.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 45.00 90.00 120.00 150.00 180.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

")ffice time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

1 ~rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

**Physicran standard total mrnutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 127615 Recommended Physician Work RVU: 15.54 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 23.00 3.00 20.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 120.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

()ther Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 27615 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27880 

Global 
090 

CPT Descriptor Amputation, leg, through tibia and fibula; 

KEY MPC COMPARISON CODES: 

WorkRVU 
15.24 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 6 % of respondents: 12.2 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27615 27880 

I Median Pre-Service Time II 83.00 II 60.00 

I Median Intra-Service Time II 120.00 II 80.00 

Median Immediate Post-service Time 30.00 20.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 60.0 140.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 85.0 62.00 

Prolonged Services Time 0.0 0.00 

I~ 400.00 Median Total Time 

Other time if appropriate 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

.\.fental Effort and Judgment <Mean) 

The nwnber of possible diagnosis and/or the nwnber of ._ __ 4_.3_3 _ _.1 ._I __ 3_.3_3 _ ___. 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-4_.6_7 __ _,,._1 ____ 3._50 __ __. 

._I U_r;:..ge_nc_::y_o_f_m_edi_·cal_dec_i_sio_n_making_·-=----------~~ ._I __ 4_.5_0 _ _.I ._I __ 3_.1_7 _ ___, 

Technical Skill/Physical Effort (Mean) 

I._T_ec_hni_._cai_skil_· _I r_eqwr-"--· _ed ___________ __.l ~....1 __ 4_.3_3 _ _~1 ~....1 __ 3_.3_3 _ __. 

~....1 P_h=-.ys_ical_e_ffi_o_rt_re--'qwr~·-ed ____________ ___JI ._1 __ 3_.1_7 _ _~1 ._1 __ 2_.8_3_----l 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 4_.3_3 _ _.1 ._I __ 3_.3_3 _ ___. 

I Outcome depends on the skill and judgment of physician I ~....1 __ 4_.6_7 _ _.11 L... __ 3_.6_7 _ __. 

1 E~s-=tima=ted.:.....:...:n.:.:· s.:.:k..:..of=-mal=p~ra_c_ti_ce_s_w_·t _WI_·th_poo~_r ..:..ou..:..tc:..::o.:::m;.:_e ___ ___JI ~....1 __ 4_.1_7 _ _.1 ~....1 __ 3_.6_7 _ __. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

... 1 Pr_e-_Se_rv_ice_int_ens_I_,·ty'-/c_o_m..:..p_Ie_xi....:.ty _________ ___JI ... 1 __ 4_.1_7 _ _.1 ... 1 __ 3_._17 _ ___. 

~....IIntr_a_-Se_rv_ic_e_in_te_ns_i..:..ty_lc_omp_,_l_eXI_·ty=-------------~~ ... 1 __ 4_.3_3 _ _.1 ... 1 __ 3_._17 _ ___, 

... 1 P_o_st_-S_erv_ic_e _int_e_ns_ity=-/-co_mp~Ie_XI--'.ty'-------------'1 ..... 1 __ 3_.8_3 _ _.1 ... 1 __ 3_.00 __ _. 

Additional Rationale 

CPT Code: 27615 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
~ecommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 27615 
Current code 27615 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of leg or ankle area) will be 
deleted in 2010 and replaced by two new codes (P75 and P76). During the Harvard study, 9 orthopaedic surgeons 
were surveyed. General surgery, the primary provider of this service, was not involved. Pre and post times were 
predicted. No positioning time was recorded. These patients are not typically Medicare-aged and will typically br 
admitted to the hospital. The Medicare database site of service distribution for this code does not reflect national 
distribution. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 20 minutes for prone positioning and application of a tourniquet 
• Scrub/Dress/Wait: no change 

Recommendation: Patients with deep fibrosarcomas will typically be admitted to the hospital. The consensus 
committee recommends the survey median RVW adjusted down to 15.54 to maintain the survey-based relativity in 
relation to the subcutaneous codes which are being presented as work neutral (the survey median has been reduced by 
2.88%). Along with the recommended time and visit information, this results in an IWPUT of0.055. This RVW is 
slightly greater than the reference code and accounts for significantly more intra-operative time balanced by less post 
work. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

I. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 
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CPT Code: 27615 

FREQUENCY INFORMATION 

'-low was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
,ode is reviewed) 27615 

How often do physicians in your specialty perfonn this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

lease explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perfonn this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY_DF RECOMMENDATION 

CPT Code: 27616 

CPT Code:27616 Tracking Number P76 Specialty Society Recommended RVU: 19.42 

Global Period: 090 RUC Recommended RVU: 19.42 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of leg or ankle area; 5 em or greater 

CLINICAL DESCRIPriON OF SERVICE: 

Vignette Used in Survey: A 45-year-old male presents with a 7.5 em fibrosarcoma of the muscles of the posterior 
compartment of the calf. At operation, the tumor and adjacent soft tissue are excised. 

Percentage of Survey Respondents who found Vignette to be Typical: 91% 

Percent of survey respondents who stated they perform the procedure; In the hospita1100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 3% , Admitted (more than 24 hours) 97% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Communicate with 
reconstructive surgeon. Meet with patient/family to review planned procedure and post-operative management. Review 
and have patient sign informed consent. Assure appropriate selection, timing, and administration of antibiotic. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After 
induction of anesthesia in supine position, assist with patient prone positioning. Assess position of the extremities and 
head, adjust as needed. Place tourniquet on the proximal thigh. Prep and drape leg. Elevate and exsanguinate leg. 
Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Under anesthesia, a posterior longitudinal incision is made from the popliteal crease 
to about 10 em above the ankle including an elliptical incision around the previous biopsy track to keep this en bloc with 
the specimen. Dissection is then carried through the skin and subcutaneous tissues angling away from the biopsy track 
to avoid entering tissues contaminated by the initial biopsy. The deep fascia is then incised longitudinally and again 
includes an ellipse around the biopsy track. Dissection is then carried in medial and lateral directions to form 
appropriate flaps and facilitate deep dissection. Perforating vessels are encountered and are ligated and incised 
Proximally, the femoral vessels are identified and dissection is carried adjacent to these structures to establish a plane 
dissection. Several perforating branches leading to the tumor are ligated and incised. In the proximal portion of tht­
surgical field, the involved calf muscles are exposed above the proximal extent of the tumor. Incision is carried across 
these structures to establish a proximal margin well beyond tumor extension. At this point the posterior tibial nerve and 
vascular bundle are identified. Several motor branches are seen to run into the tumor and can not be preserved so these 
branches are individually ligated and incised. Other motor branches are noted to bypass the tissues involved in the 
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CPT Code: 27616 
tumor and these are protected and preserved. Dissection is then carried along the medial and lateral aspects of the tumor 
keeping normal tissue between the tumor and the plane of dissection. Preoperative imaging studies are reviewed during 
the procedure to verify intended planes of dissection and proximity to neuro-vascular structures. Once the tumor has 
1een dissected laterally, medial dissection is then begun and the tumor and surrounding tissues are gently lifted from the 
.vound from proximal to distal. Dissection is carried distally until the circumferential dissection is beyond the distal 
extent of the tumor. At this point, the involved calf muscles are transected 2 em from the furthest extent of tumor as 
determined by imaging studies and clinical impression. The specimen is then removed from the field and marked for 
anatomic orientation. This is documented on the pathology request form along with appropriate history· and needed 
information. The surgeon then breaks scrub and carries the specimen to pathology while the anesthesiologist and other 
operative personnel remain with the patient. Prior to this, the surgeon assesses the stability of the operative field and 
discusses with the anesthesiologist the stability of the patient. In the pathology department, the surgeon then examines 
the resected specimen with the attending pathologist and orients the pathologist to the specimen anatomy. The specimen 
is then inked for margins and any areas that are questionable are inspected by frozen section. If all margins appear 
satisfactory then the surgeon returns to the OR, repeats pre-operative scrub and returns to the surgical field. The wound 
is inspected and irrigated. A deep drain is placed. The wound is closed in layers with interrupted sutures. Careful 
monitoring of blood loss during the procedure is necessary with appropriate blood and fluid replacement. 

Description of Post-Service Work: A compressive foot dressing is applied in the operating room, the tourniquet is let 
down and compression is held for 10 minutes on the leg to prevent hematoma formation. Apply splint. Transfer patient 
to the recovery room. Discuss postoperative care with recovery room staff. Take specimen to pathology, along with the 
appropriate history and information. The MRI is also shown to the pathologist so they can coordinate orientation of the 
specimen and location. Discuss surgery outcome with patient's family. Write brief operative note and medication 
orders. Monitor patient stabilization in the recovery room. After patient is awake, discuss surgery outcome with 
patient. Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative 
report and complete medical record documentation. Later on the day of surgery, review medical records and interval 
data charted. Communicate with other professionals and with patient and patient's family. Perform an expanded 
'l)roblem focused exam, assessing open wound status and drain. Assess neurovascular status. Wound care and close 
bservation are important to avoid or promptly treat compartment syndrome. Consider relevant data, options, and risks 

and revise treatment plan as necessary. On subsequent days, review medical records and interval data charted. 
Examine and talk with patient. Take down dressings, assess wound and patient status. When the patient is stable, make 
the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, 
including home restrictions (ie, activity, bathing) and use of crutches or walker. Reconcile medications with attention to 
pre-admission therapy, inpatient therapy and outpatient formulary and write order for pain medication. Inform the 
primary care or referring physician of discharge plans. All appropriate medical records are completed, including 
discharge summary and discharge instructions, and insurance forms. The patient will be examined in the office within 
two to 3 days and for several more visits through the 90-day global period. Remove dressings, assess wound healing, 
and redress wound. Remove sutures and drain when appropriate. Discuss pathology report when available. Order and 
review periodic lab and/or imaging, as necessary. Assess functional recovery and determine whether there is a need for 
physical therapy. Reconcile medication(s). Revise treatment plan(s) and communicate with patient and 
family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical 
record. 
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CPT Code: 27616 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) lo112oo9 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD; Tye 
Ouzounian, MD; Frank Spinosa, DPM 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology; foot 
and ankle orthopaedic surgery; podiatry 

CPT Code: 27616 

Sample Size: 150 'Resp N: 49 I Response: 32.6 % 

Sample Type: Random 

Low 25th octl Median* 75th pctl H~h 

Service Performance Rate 0.00 2.00 3.00 6.00 35.00 

Survey RVW: 14.00 20.00 22.40 25.00 31.00 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 20.00 

Pre-service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 60.00 120.00 150.00 180.00 300.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit{s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM VISit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 127616 Recommended Physician Work RVU: 19.42 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 23.00 3.00 20.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 150.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 · 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit{s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 27616 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
's this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27447 

Global 
090 

WorkRVU 
23.04 

Time Source 
RUCTime 

CPT Descriptor Arthroplasty, knee, condyle and plateau; medial AND lateral compartments with or without patella 
resurfacing (total knee arthroplasty) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

)ther Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 20 % of respondents: 40.8 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27616 27447 

I Median Pre-Service Time II 83.00 II 75.00 

I Median Intra-Service Time II 150.00 II 124.00 

I Median hrunediate Post-service Time 30.00 30.00 

I Median Critical Care Time 0.0 0.00 
1 
\1edian Other Hospital Visit Time 60.0 100.00 

!edian Discharge Day Management Time 38.0 38.00 

I Median Office Visit Time 102.0 102.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time ~ 469.00 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 
The number of possible diagnosis and/or the number of ._ __ 4_.94 _ ___.11 
management options that must be considered L-------l 

3.17 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

._____4.94 _ __.II~.... __ 3.2_8 _ _...J 

Ll U:....::r.:::.ge:.=n::..:cy:.....o:....::f-=m....,.edi-=·:.=cal;;:__dec_is_io_n_makin_·.:.;!g::.._ _______ __.l L-1 __ 4_.8_9_...~1 LI __ 2_.94 __ ....J 

Technical Skiii!Physical Effort <Mean) 

I L T_ec;...hni_._cal_s_kil_·l_re~qwr"-·-ed ___________ _...JI L...l _5_.00_---'1 ~...I __ 3_.8_9_---' 

~...IP~ey~s_ical_effi_o_n_r_eqw~·red ____________________ ___.IL...I _4_.5_o _ _JI~...I __ 3_.7_8_----~ 

Psvcbological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality lj'-__ 4_.8_9_-JI L-, ___ 3_.6_1_---' 

Ll Ou_tc_o_m_e_de~pe_n_ds_on_th_e _ski!_· _I an_d~ju_dgm:::._e_nt_o_f...!.p....:hy:.....s_ic_ian ___ .....~l L-1 ___ 4_.94 __ ---11 Ll ___ 4_.00 ___ .....~ 

L..:l Es=tima=ted~ns-=· .:.:.k..:..of:....:mal=p:.....ra_c_ti_ce_s_w_·t_WI_.th..:..poo~_r o ...... u_tc..:.o.:.:.m;.:..e ___ ---'1 ..... 1 ___ 4_.6_1 __ _,1 L-1 __ 3_.6_7_---' 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI' Code Reference 
Service 1 

IL..:P..:..re:....:-~~~ ...... k.:.:.e-=~=ens.:.:.i~ty:.....~..:.o....,.mp~l-e~_·~ty------------11._1 __ 4_.94 _ ___,, ..... 1 __ 3_.5_0 _ ___, 

LIIntta ___ -~_~_ic_e _~_e_ns_ity::.../_co_m~p_Ie_xi...:.ty __________ ___,l ~...I __ 5_.oo _ __.lj.___3_.8_9 __ _. 

Ll P..:.o ...... st.....:-s....,.e~;.....:.ic....,.e_~_e_ns.:....ity.:..../_co_m....:p:.....le_~-'·ty::....._ ________ ---'l ._1 ___ 4_.7_2 __ ...~1 .._1 __ 3_.44 __ _, 

Additional Rationale 

CPT Code: 27616 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the lnstrnctions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and fonnat. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

I. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 27616 
Current code 27615 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of leg or ankle area) will be 
deleted in 2010 and replaced by two new codes (P75 and P76). During the Harvard study, 9 orthopaedic surgeons 
were surveyed. General surgery, the primary provider of this service, was not involved. Pre and post times were 
xedicted. No positioning time was recorded. These patients are not typically Medicare-aged and will typically be 
.tdmitted to the hospital. The Medicare database site of service distribution for this code does not reflect national 
distribution. 

2. Evidence that technology has changed physician work (Le., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 20 minutes for prone positioning and application of a tourniquet 
• Scrub/Dress/Wait: no change 

~ecommendation: Patients with deep fibrosarcomas will typically be admitted to the hospital. The consensus 
ommittee recommends the survey 25th percentile RVW adjusted down to 19.42 to maintain the survey-based 

relativity in relation to the subcutaneous codes which are being presented as work neutral (the survey statistic has 
been reduced by 2.88%). Along with the recommended time and visit information, this results in an IWPUT of 
0.067. This RVW is correctly less than the reference code 27447 and results in an IWPUT that is more consistent 
with the other large deep soft tissue tumor radical resection code recommendations. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 
0 

0 
0 
0 
0 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 
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CPT Code: 27616 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unli~ 
code is reviewed) 27615 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialt 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 28046 

CPT Code:28046 Tracking Number P84 Specialty Society Recommended RVU: 12.20 

Global Period: 090 RUC Recommended RVU: 12.20 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of foot or toe; less than 3 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 25-year-old male presents with a 2 em fibrosarcoma growing in the deep plantar space. At 
operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Percent of survey respondents who stated they perform the procedure; In the hospitallOO% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 8% , Kept overnight (less than 24 hours) 36% , Admitted (more than 24 hours) 61% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 64% 

· moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
~ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Communicate with reconstructive surgeon. Meet 
with patient/family to review planned procedure and post-operative management. Review and have patient sign 
informed consent. Assure appropriate selection, timing, and administration of antibiotic. Verify that all required 
instruments and supplies are available. Assist with patient supine positioning and padding to stabilize foot. Perform 
regional block. Indicate areas of skin to be prepped and mark surgical incisions. Place tourniquet. Prep and drape 
foot. Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: An elliptical incision is made on the sole of the foot around the previous biopsy track 
to keep this en bloc with the specimen. Dissection is then carried through the skin and subcutaneous tissues angling 
away from the biopsy track to avoid entering tissues contaminated by the initial biopsy. The deep fascia is then incised 
longitudinally and again includes an ellipse around the biopsy track. Dissection is then carried in medial and lateral 
directions to form appropriate flaps and facilitate deep dissection. The lateral plantar nerve and artery are identified in 
the wound, as they come through the medial side of the foot. They are carefully dissected and separated from the 
~djacent tumor and intended plane of dissection. In the proximal portion of the surgical field, the involved muscles are 

posed above the proximal extent of the tumor. Dissection is then carried along the medial and lateral aspects of the 
• .nnor, keeping normal tissue between the tumor and the plane of dissection. Pre-operative imaging studies are reviewed 
during the procedure to verify intended planes of dissection and proximity to neurovascular structures. Once the tumor 
has been dissected laterally, medial dissection is then begun and the tumor and surrounding tissues are gently lifted from 
the wound from proximal to distal. Further dissection is carried distally until the circumferential dissection is beyond the 
distal extent of the tumor. At this point, the involved intrinsic foot muscles are transected 2 em from the furthest extent 
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CPT Code: 28046 
of tumor as determined by imaging studies and clinical impression. The specimen is then removed from the field and 
marked for anatomic orientation. This is documented on the pathology request form along with appropriate history and 
needed information. The surgeon then breaks scrub and carries the specimen to pathology while the anesthesiologist aiJti 

other operative personnel remain with the patient. Prior to_ this, the surgeon assesses the stability of the operative f 
and discusses with the anesthesiologist the stability of the patient. In the pathology department, the surgeon th, 
examines the resected specimen with the attending pathologist and orients the pathologist to the specimen anatomy. The 
specimen is then inked for margins and any areas that are questionable are inspected by frozen section. If all margins 
appear satisfactory then the surgeon returns to the OR, repe~ts pre-operative scrub and returns to the surgical field. The 
wound is inspected and irrigated. A deep drain is placed. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: A compressive foot dressing is applied in the operating room, the tourniquet is let 
down and compression is held for 10 minutes on the foot to prevent hematoma formation. Apply splint. Transfer 
patient to the recovery room. Discuss postoperative care with recovery room staff. Discuss surgery outcome with 
patient's family. Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. 
After patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss 
ongoing care with floor nurses. Dictate operative report and complete medical record documentation. Later on the day 
of surgery, review medical records and interval data charted. Communicate with other professionals and with patient 
and patient's family. Perform a problem focused exam, assessing open wound status and drain. Assess neurovascular 
status. Consider relevant data, options, and risks and revise treatment plan as necessary. On subsequent days, review 
medical records and interval data charted. Examine and talk with patient. Take down dressings, assess wound and 
patient neurovascular status. When the patient is stable, make the decision for discharge. Discuss aftercare treatment 
with the patient, family and other healthcare professionals, including home restrictions (ie, activity, bathing) and use of 
crutches or walker. Reconcile medications with attention to pre-admission therapy, inpatient therapy and outpatient 
formulary and write order for pain medication. Inform the primary care or referring physician of discharge plans. All 
appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office within 2 to 3 days for several more visits through the 90-day global 
period. Remove dressings, assess wound healing, and redress wound. Remove sutures and drain when appropriat 
Discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order physi~ 
therapy and assess functional recovery. Reconcile medication(s). Revise treatment plan(s) and communicate with 
patient and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for 
medical record. 
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CPT Code: 28046 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

IPresenter(s): John Heiner, MD; William Creevy, MD; Tye Ouzounian, MD; Frank Spinosa, DPM 

Jpecialty(s): 
orthopaedic surgery; orthopaedic surgical oncology; foot and ankle orthopaedic surgery; 
I podiatry 

CPT Code: 28046 

Sample Size: 120 'Resp N: 48 I Response: 40.0% 

Sample Type: Random 

Low 25th octl Median* 75th octl Hiah 

Service Performance Rate 0.00 1.00 2.00 4.00 10.00 

Survey RVW: 7.53 12.56 15.00 48.25 30.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 45.00 60.00 90.00 120.00 180.00 

Immediate Post Service-Time: 25.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 40.00 99231x 2.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00' 99238x 1.00 99239x 0.00 

Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total m1nutes oer ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16}; 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 128046 Recommended Physician Work RVU: 12.20 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Packaae 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 8.00 3.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 90.00 

Immediate Post Service-Time: 25.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 40.00 99231x 2.00 99232x 0.00 99233x 0.00 

scharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

I Office time/visit(s): §.§.:QQ 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 28046 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
28299 

Global 
090 

WorkRVU 
11.39 

Time Source 
RUC Time 

CPT Descriptor Correction, hallux valgus (bunion), with or without sesamoidectomy; by double osteotomy 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 5 % of respondents: 10.4 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

28046 28299 

I Median Pre-Service Time II 56.00 II 75.00 

I Median Intra-Service Time II 90.00 II 90.00 

I Median Immediate Post-service Time 25.00 30.00 I 
I Median Critical Care Time 0.0 0.00 I 
I Median Other Hospital Visit Time 40.0 0.00 I 
I Median Discharge Day Management Time 38.0 19.00 I 
I Median Office Visit Time 85 0 II 85 00 I 
I Prolonged Services Time 0.~ j ~0.~ 

rM.;.ed;..;;,;;,;,ia,;;,;,n..;;T..;.otal;.._.T_im_e.....-___________ .....,, ~ 299.00 

9ther time if appropriate . c==J 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

~ental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 3.80 II 
management options that must be considered '-------' '--------' 

3.60 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___4_.00 _ __.1._1 __ 3_.80 _ __, 

I,_ U_r:::.ge_nc....:.y_o_f m_edi_·cal_dec_is_io_n _makin_· -=-g _______ ___.ll.__4_.oo _ ___.l ._I __ 4._00 _ ___. 

Technical Skill/Physical Effort (Mean) 

I._T_ec_hni_.cal_s_kil_l_required_.__· __________ ____.! ._I _4_.2_0 _ _.11._ __ 4_.2_0 _ ___. 

,_I P-'by:...s_ical_effi_o_rt_re__,qwr'-·-ed ___________ _.l ._I _3_.5_0 _ _.1 ._I __ 3._60 _ __. 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality l ,_1 __ 3_.60_--..~1 ,_1 __ 3_.80 __ -.~ 

,_1 Ou_tc_om_e_depe___.__nds_o_n_th_e_skil_._l_and__._jt_Jd.::..gm_e_nt_o_f~ph...::y_si_cian ___ __.ll.___4_.2_0 _ _.I ,_1 __ 4_.2_0 _ ___. 

I Es:.:..nma:.::· ~ted_ris_k_o:..._f:.::mal~pra_cn_·ce_SUI.;,__:,;.·t_WI:.::.th..;..poo!--_r o_u:.::tc..;..om:.::e,;__ __ ___.ll.___4....;..00..;_____.~1 ,_I __ 3_.80 __ _, 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

._I Pr_e_-Se_rv_ice_inte_ns_i....:.ty_lco_mp--"-le_xi...:.ty ________ __,l ._I _3_.80 _ __,1 ._I __ 3_.60 _ __, 

._I Intra __ -Se_rv_i_ce_inte_ns_i...:.ty_lco_m__,p,_le_xr__,·ty..;__ _______ ___.l._l _3_.80 _ __,1 ,_1 __ 3_.80 _ ___. 

I,_ P_os_t-_Se_rvi_._ce_in_t_ens_l...::.tyc.../co_m.._pl_exr_.ty.:...._ ________ __.ll ..... __ 3_.80 _ __.1 ,_I __ 3_.40 _ ___. 

Additional Rationale 

CPT Code: 28046 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
"l?.ecommendations for the appropriate fonnula and format. 

~ompelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 28046 
Current code 28046 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of foot) will be deleted in 2010 
and replaced by two new codes (P84 and P85). During the Harvard study, 8 orthopaedic surgeons were surveyed. 
Podiatry, the primary provider of this service, was not involved. Pre and post times were predicted. No positionin_!!: 
time was recorded. These patients are not typically Medicare-aged and will typically be admitted to the hospital. 
The Medicare database site of service distribution for this code does not reflect national distribution. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 5 minutes. Patient's leg is elevated and foot is stabilized. Opposite extremity is padded. 

Tourniquet is applied. 
• Scrub/Dress/Wait: no change 

Recommendation: Patients with deep fibrosarcomas will typically be admitted to the hospital. The consensus 
committee recommends the survey 25th percentile RVW adjusted down to 12.20 to maintain the survey-based 
relativity in relation to the subcutaneous codes which are being presented as work neutral (the survey statistic has 
been reduced by 2.88%). Along with the recommended time and visit information, this results in an IWPUT of 
0.051. This RVW is slightly greater than the reference code 28299, accounting for the additional facility work. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with ~imilar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 
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CPT Code: 28046 
FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
ode is reviewed) 28046 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

l>lease explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 28047 

CPT Code:28047 Tracking Number P85 Specialty Society Recommended RVU: 17.24 

Global Period: 090 RUC Recommended RVU: 17.24 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of foot or toe; 3 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 25-year-old male presents with a 6 em synovial sarcoma in the deep plantar space of the 
foot. At operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 86% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 14% , Kept overnight (less than 24 hours) 19% , Admitted (more than 24 hours) 67% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 43% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Communicate with reconstructive surgeon. Meet 
with patient/family to review planned procedure and post-operative management. Review and have patient sign 
informed consent. Assure appropriate selection, timing, and administration of antibiotic. Verify that all required 
instruments and supplies are available. Assist with patient supine positioning and padding to stabilize foot. Perform 
regional block. Indicate areas of skin to be prepped and mark surgical incisions. Place tourniquet. Prep and drape 
foot. Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: An elliptical incision is made on the sole of the foot around the previous biopsy track 
to keep this en bloc with the specimen. Dissection is then carried through the skin and subcutaneous tissues angling 
away from the biopsy track to avoid entering tissues contaminated by the initial biopsy. The deep fascia is then incised 
longitudinally and again includes an ellipse around the biopsy track. Dissection is then carried in medial and lateral 
directions to form appropriate flaps and facilitate deep dissection. The lateral plantar nerve and artery are identified in 
the wound, as they come through the medial side of the foot. They are carefully dissected and separated from the 
adjacent tumor and intended plane of dissection. In the proximal portion of the surgical field, the involved muscles ar" 
exposed above the proximal extent of the tumor. Dissection is then carried along the medial and lateral aspects of t 
tumor, keeping normal tissue between the tumor and the plane of dissection. Pre-operative imaging studies are reviewe~.o 
during the procedure to verify intended planes of dissection and proximity to neurovascular structures. Once the tumor 
h_as been dissected laterally, medial dissection is then begun and the tumor and surrounding tissues are gently lifted from 
the wound from proximal to distal. Further perforating vessels are ligated and incised. Further dissection is carried 
distally until the circumferential dissection is beyond the distal extent of the tumor. At this point, the involved intrinsic 
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CPT Code: 28047 
foot muscles are transected 6 em from the furthest extent of tumor as determined by imaging studies and clinical 
impression. The specimen is then removed from the field and marked for anatomic orientation. This is documented on 
the pathology request form along with appropriate history and needed information. The surgeon then breaks scrub and 
carries the specimen to pathology while the anesthesiologist and other operative personnel remain with the patient. Prior 
to this, the surgeon assesses the stability of the operative field and discusses with the anesthesiologist the stability of the 
patient. In the pathology department, the surgeon then examines the resected specimen with the attending pathologist 
and orients the pathologist to the specimen anatomy. The specimen is then inked for margins and any areas that are 
questionable are inspected by frozen section. If all margins appear satisfactory then the surgeon returns to the OR, 
repeats pre-operative scrub and returns to the surgical field. The wound is inspected and irrigated. A deep drain is 
placed. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: A compressive foot dressing is applied in the operating room, the tourniquet is let 
down and compression is held for 10 minutes on the foot to prevent hematoma formation. Apply splint. Transfer 
patient to the recovery room. Discuss postoperative care with recovery room staff. Discuss surgery outcome with 
patient's family. Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. 
After patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss 
ongoing care with floor nurses. Dictate operative report and complete medical record documentation. Later on the day 
of surgery, review medical records and interval data charted. Communicate with other professionals and with patient 
and patient's family. Perform an expanded problem focused exam, assessing open wound status and drain. Assess 
neurovascular status. Consider relevant data, options, and risks and revise treatment plan as necessary. On subsequent 
days, review medical records and interval data charted. Examine and talk with patient. Take down dressings; assess 
wound and patient neurovascular status. When the patient is stable, make the decision for discharge. Discuss aftercare 
treatment with the patient, family and other healthcare professionals, including home restrictions (ie, activity, bathing) 
and use of crutches or walker. Reconcile medications with attention to pre-admission therapy, inpatient therapy and 
outpatient formulary and write order for pain medication. Inform the primary care or referring physician of discharge 
plans. All appropriate medical records are completed, including discharge summary and discharge instructions, and 
insurance forms. The patient will be examined in the office within 2 to 3 days for several more visits through the 90-day 
~lobal period. Remove dressings, assess wound healing, and redress wound. Remove sutures and drain when 
appropriate. Discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. 
Order physical therapy and assess functional recovery. Reconcile medication(s). Discuss progress with PCP (verbal 
and written). Dictate progress notes for medical record. 
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CPT Code: 2804 7 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): John Heiner, MD; William Creevy, MD; Tye Ouzounian, MD; Frank Spinosa, DPM 

Specialty(s ): 
orthopaedic surgery; orthopaedic surgical oncology; foot and ankle orthopaedic surgery; 
!podiatry 

CPT Code: 28047 

Sample Size: _ 120 'Resp N: 48 I Response: 40.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl High 

Service Performance Rate 0.00 1.00 2.00 4.00 10.00 

SurveyRVW: 9.25 15.23 17.75 22.00 30.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 45.00 75.00 120.00 128.00 240.00 

Immediate Post Service-Time: 25.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: j28047 Recommended Physician Work RVU: 17.24 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 8.00 3.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 120.00 

Immediate Post Service-Time: 25.00 

Post Q_perative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 2804 7 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
's this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27447 

Global 
090 

WorkRVU 
23.04 

Time Source 
RUCTime 

CPT Descriptor Arthroplasty, knee, condyle and plateau; medial AND lateral compartments with or without patella 
resurfacing (total knee arthroplasty) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

lther Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 11 % of respondents: 22.9 % 

TIME ESfiMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

28047 27447 

I Median Pre-Service Time II 68.00 II 75.00 

I Median Intra-Service Time II 120.00 II 124.00 

I Median Inunediate Post-service Time 25.00 30.00 

I Median Critical Care Time 0.0 0.00 
1 
'1edian Other Hospital Visit Time 60.0 100.00 

edian Discharge Day Management Time 38.0 38.00 

I Median Office Visit Time 102.0 102.00 

0.0 0.00 

1~1 469.00 
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INfENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 
The number of possible diagnosis and/or the number of ._ __ 4_.7_8 _ _.1 ._1 __ 3_.22 __ _. 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

....__4_.5_6 _ _,1 ._I __ 3.oo __ _,J 

~lu_r~ge_oc~y~o_f_m_edi_._cai_dec __ is_ro_n_~--·~-----------------'1._1 ___ 4_.6_7 __ _,1~1 ____ 3_.oo ____ _,J 

Technical SkiiiiPhvsical Effort (Mean) 

I._T_ec_hni_._cai __ skill_· _f_e..:.quired_· ________________________ __.I ~1 __ 4_.a_9_...JII.__ ___ 4_.1_1 __ ---' 

.... l~_y~s_ical __ e_ffo_rt_r_~~·-----------~'~'--4-.3_3_...JI~I--3-.6-7_-...J 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I .... 1 __ 4_.5_6 _ _.I ~' __ 3_.5_6 _ __. 

I Outcome depends on the skill and judgment of physician I ~~ ___ 4_.7_8 __ __.1 ._I ____ 4_.00 ____ __. 

L...l Es_nma_· __ ted __ ns_· _k_of_mal___,p,_ra_c_ti_ce_sw_._t _WI_.th __ poo......__r o_u_tc_o_m_e ______ ____.lj._ ___ 4_.8_9 __ _,1 L...l ____ 4_.00 ____ --l 

INfENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I~... Pr_e_-_se_TVI_._ce_int __ ens___,ity~/c_o_m..:..p_Ie_xi...:.ty __________________ ___.l .... 1 __ 4_.6_3_ ..... 11 ~... __ 3_.6_3 __ __. 

~~ Intr_a_-Se_rv __ ic_e _int_e_ns_ity:-/_co_m..:..p_le_xi...:.ty ________________ ___.l ._I __ 5_.00 _ __.1 ._I __ 4_.1_3_--l 

L-IP~o~st_-s_erv __ ic_e_int_e_ns~ity~l_oo_mp~le_~ __ ·ty:-_ ________________ ____.l~j ___ 4_.3_8 _ _,1~...1 ___ 4_._00 __ ----' 

Additional Rationale 

CPT Code: 28047 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 2804 7 
Current code 28046 (Radical resection of tumor (eg, malignant neoplasm), soft tissue of foot) will be deleted in 2010 
and replaced by two new codes (P84 and P85). During the Harvard study, 8 orthopaedic surgeons were surveyed. 
Podiatry, the primary provider of this service, was not involved. Pre and post times were predicted. No positioning 
'ime was recorded. These patients are not typically Medicare-aged and will typically be admitted to the hospital. 
11le Medicare database site of service distribution for this code does not reflect national distribution. 

2. Evidence that technology has changed physician work (i.e .. diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 5 minutes. Patient's leg is elevated and foot is stabilized. Opposite extremity is padded. 

Tourniquet is applied. 
• Scrub/Dress/Wait: no change 

~ecommendation: Patients with deep synovial or fibrosarcomas will typically be admitted to the hospital. The 
onsensus committee recommends the survey median RVW adjusted down to 17.24 to maintain the survey-based 

relativity in relation to the subcutaneous codes which are being presented as work neutral (the survey statistic has 
been reduced by 2.88%). Along with the recommended time and visit information, this results in an IWPUT of 
0.069. This RVW is less than the reference code 27447, accounting for less intra-operative complexity and less 
facility work. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

I. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 
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CPT Code: 28047 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code_,_ please ensure that the Medicare frequency for this unli' 
code is reviewed) 28046 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please pr~vide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be prQvided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialr­

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 21011 

CPT Code:21011 Tracking Number Pl Specialty Society Recommended RVU: 2.91 

Global Period: 090 RUC Recommended RVU: 2.91 

CPT Descriptor: Excision, tumor, soft tissue of face or scalp, subcutaneous; less than 2 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 35-year-old female undergoes excision of a 1.5 em tumor on her scalp. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Percent of survey respondents who stated they perform the procedure; In the hospital 44% , In the ASC 0%, In the 
office 56% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 100% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% · 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: After a separately reportable office visit E&M is performed, the decision to remove 
the lipoma from the scalp is made. Restate planned procedure and obtain informed consent. Verify that all required 
instruments and supplies are available in the treatment room. Position patient prone with head stabilized. Clip or part 
and secure scalp hair. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. Inject local 
anesthesia. 

Description of Intra-Service Work: An incision is made through the skin and subcutaneous tissue of the scalp. The 
tumor is identified and dissected free of surrounding structures and fascial attachments. The wound is inspected and 
irrigated. After assuring complete hemostasis, the wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Steri-strips and a gauze dressing are applied, held in place with a head wrap bandage. 
The specimen is packaged to send to pathology, along with the appropriate history and information. Discuss surgery 

outcome with patient. Discuss aftercare treatment with the patient, family and other healthcare professionals, including 
home restrictions (ie, activity, bathing). Write order for pain medication. Dictate operative report and complete medical 
record documentation. The patient will be examined in the office within one week and for . at least one more visit 
through the 90-day global period to remove dressings, assess wound healing, and redress wound; remove sutures; and 

'" discuss pathology report when available. Discuss progress with PCP (verbal and written). Dictate progress notes for 
medical record. 
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CPT Code: 21011 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter( s): Christopher Senkowski, MD FAGS; Jane Dillon, MD FAGS; Martha Matthews, MD, FAGS 

Specialty(s): general surgery; otolaryngology; plastic surgery 

CPT Code: 21011 

Sample Size: 120 IResp N: 43 
I 

Response: 35.8 % 

Sample Type: Random 

Low 251
h octl Median* 75th octl HLqh 

Service Performance Rate 2.00 7.00 10.00 20.00 150.00 

Survey RVW: 1.70 2.50 3.00 4.13 7.50 

Pre-Service Evaluation Time: 20.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 10.00 20.00 30.00 33.00 45.00 

Immediate Post Service-Time: 10.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 39.00 99211x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 6 - NF Procedure with sedation/anesthesia care 

CPT Code: 121011 Recommended Physician Work RVU: 2.91 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 22.00 17.00 5.00 

Pre-Service Positioning Time: 6.00 1.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 5.00 -5.00 

Intra-Service Time: 30.00 

Immediate Post Service-Time: 10.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 39.00 99211x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
11642 

Global 
010 

WorkRVU 
2.57 

CPT Code: 21011 

Time Source 
RUC Time 

CPT Descriptor Excision, malignant lesion including margins, face, ears, eyelids, nose, lips; excised diameter 1.1 to 2.0 
em 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

, Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 14 % of respondents: 32.5 % 

TIME ESTIMATES (Median) 

I Median Pre-Service Time II 
I Median Intra-Service Time II 

CPT Code: 
21011 

28.00 

30.00 

II 
II 

Key Reference 
CPT Code:. 

11642 

15.00 

25.00 

Median Immediate Post-service Time I 10.00 5.00 
t=M=edi=.an=Cr=it=ical=C=a=re=T=im=e==============ll 0.0 0.00 

Median Other Hospital Visit Time I 0.0 0.00 
t=M=edi=·an=D=isc=har=ge=D=a=y=M=a=na=g=e=m=ent=T=im=e=========ll 0.0 0.00 

Median Office Visit Time I 39.0 23.00 
FP.;ro=lo,;,ng=ed=Se=rv=ic=es=T=im=e============ll 0.0 11===0=.00===9 

rM.;;;.ed...;..,..ia_n_T.,;,.otai_T_im_e ____________ --tl ~ 11---68-·_00_---l 

Other time if appropriate . c==J . 

Source of Time 
RUC Time 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 
The number of possible diagnosis and/or the number of 2.14 II 
management options that must be considered '-------......1 L-------' 

2.21 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

._____2_.oo _ ___.l ._I __ 2_.o_7 _ ____, 

Ll U:....r.:::.ge_n_,cy:....o_f_m_ed_I_·ca_l_dec_is_io_n_m_aki_ . ....:ng"------------''._1 __ 2_.1_4 _ _,1 Ll __ 2_.0_7 _ __, 

Technical Skill/Physical Effort <Mean) 

I LT~ec~hni==·~~l~s~hl=ll~re~~~rred _______________ __.ILj __ 2_.3_6_.....JILI __ 2_.3_6 _ ___, 

L..:l P=h~ys:....i~:....l_e_ffi...;..ort___;_:r~...:L.;:· ____________ __.I Ll __ 2_.o_7 _ _,1 Ll __ 2_.o_7_----' 

Psychological Stress <Mean) 

The risk of significant complications, morbidity and/or mortality .___2_.2_9 _ __.1 .... 1 ___ 2_.2_9 _ ____, 

LIOu~too __ m_e_depe~n_ds__;_o_n_fu_e_s~_-_Iand __ ~ju_~.:::.-e_m_o_f~p~hy:....s_oc_m_n ____ __,ILI __ 2_.4_3_......~1LI ___ 2_.5_0_----' 

L.l Es_tirna __ t_ed_r_is_k_o_f rna_lp:....r_ac_ti_ce_s_u_it_WI_.th......o..poo __ r _ou_tc_o_m_e ______ ___.l .... 1 __ 2_.4_3_....~1 .... 1 ___ 2_.5_7 _ ____, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments <Mean) 

CPI'Code Reference 
Service 1 

ILP_re_-S_e_rv_oc_e_in_te_ns_I_,·ty'-/oo __ mp..:...._le_xi....::.ty ________________ __.l.._l __ 2_.0_7 _ _,1 Ll __ 2_._00 __ ___. 

L..:lm:..::tr:....a_-S_e_rv_ic_e_in_te_ns_i....::.ty_k_o_m:....~-ex_ity..:...._ ____________ ___.ll .... ___ 2_.o_7_.....JILI __ 2_._14 __ ___. 

L..:IP:..::o=st:..::-~~rv~ic:....e:..::in=te~ns=ity~/-c_om....:p~le_x_ity~--------------__,11.___1_.9_3_......~11L ___ 1_.8_6 __ __, 

Additional Rationale 

Ci=)T Code: 21011 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Currently, there is no CPT code for excision of a subcutaneous soft tissue tumor on the face or scalp. According to 
August 2000 CPT Assistant, when lipomas are excised from skin or subcutaneous tissue, it would be appropriate to 
utilize the integumentary system excision of benign lesion codes ( 11400-11446). However, the new code descriptors 
refer to "tumors" without reference to benign or malignant, so the malignant lesion codes may also apply (11600-
11646). Additionally, unlisted code 17999 may have been used. 



CFT Code: 21011 

Pre-Time: With respect to the pre-service time, we recommend package 6 with the following modifications: 
• Evaluation: Add 5 minutes - moved from scrub/dress wait category because surgeon will administer local 

anesthesia. 
• Positioning: Add 5 minutes to position patient prone with head stabilized and to clip, part and secure scalp 

hair. 
• Scrub/Dress/Wait: Subtract 5 minutes - moved to evaluation category because surgeon will administer local 

anesthesia 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 2.91 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes, Along with the recommended time 
and visit information, this results in an IWPUT of 0.023. The recommended RVW for this 90-day global code is 
greater than the reference code which is an office-based procedure with a 10-day global period and one post-op office 
visit. 

SERVICES REPORTED Wim MULTIPLE CYf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) According to August 2000 CPT Assistant, when lipomas are excised from skin or subcutaneous tissue, 
it would be appropriate to utilize the integumentary system excision of benign lesion codes (11400-11446). However, 
the new code descriptors refer to "tumors" without reference to benign or malignant, so the· malignant lesion codes may 
also apply ( 11600-11646). Additionally, unlisted code 17999 may have been used. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 



· .-. .. CPT Code: 21011 
Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance lnfonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 21012 

CPT Code:21012 Tracking Number P2 Specialty Society Recommended R VU: 4.37 

Global Period: 090 RUC Recommended RVU: 4.37 

CPT Descriptor: Excision, tumor, soft tissue of face or scalp, subcutaneous; 2 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 35-year-old female undergoes excision of a 3.0 em tumor on her forehead. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Percent of survey respondents who stated they perform the procedure; In the hospital84% , In the ASC 0%, In the 
office 16% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 94% , Kept overnight (less than 24 hours) 6% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
'ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Review length and type of 
anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After induction of 
anesthesia in supine position, assist with adjusting the OR table and MAC lines so that the operative site is assessable. 
Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform surgical "time out" with 
operating surgical team. Infiltrate a local anesthetic to reduce postoperative pain. 

Description of Intra-Service Work: An incision is made through the skin and subcutaneous tissue of the forehead 
overlying the mass, taking care to follow relaxed skin tension lines. The tumor is identified and dissected free of 
surrounding structures and fascial attachments. Dissection is carried out at the level of the tumor capsule, with 
meticulous technique to avoid injury to neurovascular structures, including branches of the facial nerve. Any such 
structures within the operative field are identified and preserved. The wound is inspected and irrigated. After assuring 
complete hemostasis, the wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Steri-strips and a compression dressing are applied, held in place with a head wrap 
ndage. The specimen is sent to pathology, along with the appropriate history and information. Discuss postoperative 

*are with recovery room staff. Discuss surgery outcome with patient's family. Write brief operative note and 
medication orders. Monitor patient stabilization in the recovery room. After patient is awake, discuss surgery outcome 
with patient and assess facial nerve function. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
and make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
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CPT Code: 21 012 
professionals, including home restrictions (ie, activity, bathing) .. Reconcile medications and write orders for home 
medications. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 
completed, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
in the office within one week and for at least one more visit through the 90-day global period to remove dressings, as~r 
wound healing, and redress wound; remove sutures; and discuss pathology report when available. Order and revk 
periodic lab and/or imaging, as necessary. Revise treatment plan(s) and communicate with patient and family/caregiver, 
as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 21012 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

1Presenter(s): Christopher Senkowski, MD FACS; Jane Dillon, MD FACS; Martha Matthews, MD, FACS 

.;pecialty(s): general surgery; otolaryngology; plastic surgery 

CPT Code: 21012 

Sample Size: 120 'Resp N: 43 I Response: 35.8 % 

Sample Type: Random 

Low 25th octl Median* 75th octl High 

Service Performance Rate 1.00 4.00 9.00 12.00 75.00 

SurveyRVW: 2.20 3.65 4.50 6.20 9.00 

Pre-Service Evaluation Time: 20.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15.00 30.00 45.00 45.00 80.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPTCode and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

'"'Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 121012 Recommended Physician Work RVU: 4.37 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 19.00 19.00 0.00 

Pre-Service Positioning Time: 6.00 1.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 5.00 0.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

ischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

1
.Jffice time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
11643 

Global 
010 

WorkRVU 
3.37 

CPT Code: 21012 

Time Source 
RUCTime . 

CPT Descriptor Excision, malignant lesion including margins, face, ears, eyelids, nose, lips; excised diameter 2.1 to 3.0 
em 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 12 % of respondents: 27.9 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

21012 11643 

I Median Pre-Service Time II 30.00 II 30.00 

I Median Intra-Service Time II 45.00 II 30.00 

Median Immediate Post-service Time 15.00 10.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 0.00 

Median Office Visit Time 39.0 23.00 

Prolonged Services Time 0.0 0.00 

1~1 93.00 Median Total Time 

Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

A:ental Effort and Judgment (Mean) 

The nwnber of possible diagnosis and/or the nwnber of c___2_.2_7 _ _.ll 
management options that must be considered - '-------l 

2.45 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

,___2_.o_9 _ _.1 ..... 1 __ 2_.s_s _ ____. 

.... I u_r=-ge_n-=cy'--o_f_m_edi_._cal_dec_isl_·o_n_making_·-=-----------'1 ..... l __ 2_.o_9_ ..... 1 ..... 1 __ 2_.64 __ _, 

Technical SkilliPhysical Effort (Mean) 

,_1 T_ec_hni_._cal_skil_· l_r_eqwr!.,..._· ed ___________ ____.l ._I _2_.9_1_ ...... 11.___2_.9_1_--..~ 

,_I P_h::...ys_ical_e_fii_ort_r_eqwr...__· _ed ___________ ____.q 2.36 11 ..... __ 2_.1_8 _ __, 

Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and! or mortality 11.____2._64 _ _......1 ..... 1 __ 2_.64 __ _. 

._I Ou:....;..;.;tc_;_om:;:;..;_e ..:....depe~nds:..:..:....o.:..:n.:..:th.:..:e_s..:....kil_· l_.:.and.:.......:J~·u.;::dgm=e.:..:nt..:....o:.:.f.!:.ph:::Y_;_si:.:.cia:.:.n:;._ __ ....~l ._1 __ 2_.8_2_ ..... 1 ._1 __ 2_.7_3_--..~ 

~_nma_· _ted_ris_k_o_f_mal~pra_cn_·c_e _SUI_·t_WI_.th__..:..poo_r_o_ut_co_m_e ___ ____.l ..... 1 __ 2_.8_2_ ..... 1 .... 1 __ 2_.64 __ _, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI' Code Reference 
Service 1 

~~~_;_e..:....-S.:..:e:.:.nn_;.·c.:..:e_;.int~ens:.:.i:::ty..:..../c..:....o_m~~-e~_·ty~-----------------~~._l __ 2_.3_6_....~11._ __ 2_.64 ___ ..... 

._llntr __ a_-s_e_rv_ice __ inte __ ns_ity..::.-/c_om_,p,_le_~_·ty=-------------------'11 2.64 I .... I ___ 2_.s_s __ ___. 

I ._P_;_o.:..:s~_;.~..:....rv~~..:....e.:..:m..:....re..:....ns..:....ity~/_;_co_m~p_le_~-=·ty~--------------_.....1,_1 __ 2_.0_9_....~11.__ __ 2_.3_6 __ _..... 

Additional Rationale 

CPT Code: 21012 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
... '!commendations for the appropriate fonnula and format. 

Currently, there is no CPT code for excision of a subcutaneous soft tissue tumor on the face or scalp. According to 
August 2000 CPT Assistant, when lipomas are excised from skin or subcutaneous tissue, it would be appropriate to 
utilize the integumentary system excision of benign lesion codes ( 11400-11446). However, the new code descriptors 
refer to "tumors" without reference to benign or malignant, so the malignant lesion codes may also apply (11600-
11646). Additionally, unlisted code 17999 may have been used. 

1046 



CPT Code: 21 012 

Pre-Time: With respect to the pre-service time, we recommend package 1B with the following modifications: 
• Evaluation: no change 
• Positioning: Add 5 minutes- After induction of anesthesia in supine position, assist with adjusting the OR ta 

and MAC lines so that the operative site is assessable and the head is stabilized. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 4.37 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended time 
and visit information, this results in an IWPUT of 0.032. This RVW is slightly greater than the reference code 
11643, accounting for greater intra-time and the additional office visit within the 90-day global period for P2. 

SERVICES REPORTED WITII MULTIPLE CPr CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) According to August 2000 CPT Assistant, when lipomas are excised from skin or subcutaneous tissue, 
it would be appropriate to utilize the integumentary system excision of benign lesion codes (11400-11446). However, 
the new code descriptors refer to "tumors" without reference to benign or malignant, so the malignant lesion codes may 
also apply (11600-11646). Additionally, unlisted code 17999 may have been used. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 
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CPT Code: 21012 

Specialty Frequency Percentage % 

Frequency Percentage % 

Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLO 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

tn011:ate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 21013 

CPT Code:21013 Tracking Number P3 Specialty Society Recommended RVU: 5.34 

Global Period: 090 RUC Recommended RVU: 5.34 

CPT Descriptor: Excision, tumor, soft tissue of face or scalp, subfascial (eg, intramuscular); less than 2 em 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: A 35-year-old female undergoes excision of a 1.5 em submuscular tumor on her forehead. 

Percentage of Survey Respondents who found Vignette to be Typical: 91% 

Percent of survey respondents who stated they perform the procedure; In the hospital 79% , In the ASC 0%, In the 
office 21% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 97% , Kept overnight (less than 24 hours) 3% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Review length and type of 
anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. After induction of 
anesthesia in supine position, assist with adjusting the OR table and anesthesia lines so that the operative site is 
assessable. Re-assess position of the extremities and stabilize the head. Indicate areas of skin to be prepped and mark 
surgical incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. Infiltrate a local 
anesthetic to reduce postoperative pain. 

Description of Intra-Service Work: An incision is made through the skin and subcutaneous tissue of the forehead 
overlying the mass, taking care to follow relaxed skin tension lines. The frontalis muscle is identified and incised. The 
tumor is identified and dissected free of surrounding structures and fascial attachments. Dissection is carried out at the 
level of the tumor capsule, with meticulous technique to avoid injury to neurovascular structures, including branches of 
the facial nerve. Any such structures within the operative field are identified and preserved. The wound is inspected 
and irrigated. After assuring complete hemostasis, the wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Steri-strips and a compression dressing are applied, held in place with a head wra 
bandage. The specimen is sent to pathology, along with the appropriate history and information. Discuss postoperativ, 
care with recovery room staff. Discuss surgery outcome with patient's family. Write brief operative note and 
medication orders. Monitor patient stabilization in the recovery room. After patient is awake, discuss surgery outcome 
with patient and assess facial nerve function. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
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CPT Code: 21 013 
and make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including home restrictions (ie, activity, bathing). Reconcile medications and write orders for home 
medications. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 
~ompleted, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
n the office within one week and for at least one more visit through the 90-day global period to remove dressings, assess 
wound healing, and redress wound; remove sutures; and discuss pathology report when available. Order and review 
periodic lab and/or imaging, as necessary. Revise treatment plan(s) and communicate with patient and family/caregiver, 
as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 21013 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter(s): Christopher Senkowski, MD FACS; Jane Dillon, MD FACS; Martha Matthews, MD, FACS 

Specialty{s): general surgery; otolaryngology; plastic surgery 

CPT Code: 21013 

Sample Size: 120 'Resp N: 43 I Response: 35.8 % 

Sample Type: Random 

Low 25th _D_Ctl Median* 75th pctl Hi.g_h 

Service Performance Rate 1.00 2.00 5.00 11.00 30.00 

SurveyRVW: 2.00 4.38 5.50 6.66 11.00 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15.00 30.00 45.00 60.00 90.00 

Immediate Post Service-Time: 15.00 

Post Op_erative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**PhysiCian standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238( 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 121013 Recommended Physician Work RVU: 5.34 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 8.00 3.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit{s): 39.00 99211x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedurf8~~ed on its modifier -51 exempt status? No 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

REFERENCE SERVICE: 

Key CPT Code 
38510 

Global 
010 

WorkRVU 
6.69 

CPT Descriptor Biopsy or excision of lymph node(s); open, deep cervical node(s) 

KEY MPC COMPARISON CODES: 

CPT Code: 21013 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

~PT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 12 % of respondents: 27.9 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

21013 38510 

I Median Pre-Service Time II 56.00 II 45.00 

I Median Intra-Service Time II 45.00 II 45.00 

Median Immediate Post-service Time 15.00 20.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

{edian Office Visit Time 39.0 23.00 

.olonged Services Time 0.0 I 0.00 I Median Total Time ~I 
152.00 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of ..__2_.9_1 _ _.11._ __ 3_.00 __ _. 
~.:.mana=::!:g::....em_e_nt~op'---ti:..:.ons:;.:_tha_t _m_us:...t :..:.be_c;..;;o.::ns::...ide_red ______ __J -

The amount and/or complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

.____2_.82_ ..... 1 ._I __ 2.8_2 _ __. 

._I U_r.:;:.ge_n_,cy:....o_f_m_edi_._cal_dec_is_io_n_makin_·_,g"-----------''._l __ 2_.64 _ __,11 '-__ 2_.9_1 _ __, 

Technical SkiU/Physical Effort <Mean) 

l._T_ec_hni_._cal_skil_._l r_e..::..qu_ired ____________ __,l .... I __ 3_.2_7_....JI .... 1 __ 3_.1_8 _ __, 

~.:.l P...::h'"-ys_ical_e_ffi:..:.ort---reqtllf~·-ed ___________ ---Jl ._1 __ 2_.8_2_...~1 ._I __ 2_.9_1 _ __J 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality I ..... 1 __ 2_.9_1_...~1 ..... 1 __ 2_.9_1 _ __, 

I Outcome depends on the skill and judgment of physician I .... I __ 3_.2_7_....JI L..l __ 3_.0_9_--l 

._I E_s_tima_ted_r_is_k_o_f ma--'lp,_r_ac_ti_ce_s_w_·t_WI_·th~poo_r _ou_tc_o_m_e ___ __.l._l __ 3_.00 _ __.1 ._I __ 3_.0_9 _ __, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

L..l Pr_e_-_se_rn_·_ce_int_ens__,ity:..../c_o_m~p_Ie_xi...::.ty _________ __.l ._1 __ 2_.8_2_...~11.___2_.8_2 _ __. 

~.:.llntra=;..;;-Se:...:.::...rv...::ic:..:.e...::int:::.e:..:.ns::..:i.:::.ty_/c:..:.omp~l-eXI_·ty-'"------------''._l __ 2_.8_2_...~1 ._1 __ 2_._91 _ __. 

L..:l P...::o.:..:st...::-Se:..:.rv:.....:..:ic:..:.e.::int:::.e:.::ns=ity.:::.;..;;/c:..:.om:..:.p~le.::XI:::..ty:!...------------'l L..l __ 2_.4_5_...~1 L-1 __ 2_._55_---' 

Additional Rationale 

CPT Code: 21013 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Currently, there is no CPT code for excision of a subfascial soft tissue tumor on the face or scalp. According to 
August 2000 CPT Assistant, when the lesions are located in deep subfascial or submuscular tissues, the appropriate code 
from the musculoskeletal system should be reported to describe the work entailed. However, there are no specific codes 
for excision of face/scalp or back/flank subfascial/intramuscular tumors. Unlisted codes 21499, 21899, 22899 or 20999 
may have been reported. 
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CPT Code: 21013 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 5 minutes - After induction of anesthesia in supine position, assist with adjusting the OR table 

and anesthesia lines so that the operative site is assessable and stabilizing the head. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 5.34 to 
maintain the survey-ba-sed relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.043. This RVW is less than the reference code 38510 (even though P3 will have an 
additional office visit in the 90-day global period). 

SERVICES REPORTED WITH MULTIPLE CPr CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) According to August 2000 CPT Assistant, when the lesions are located in deep subfascial or 
submuscular tissues, the appropriate code from the musculoskeletal system should be reported to describe the work 
entailed. However, there are no specific codes for excision of face/scalp or back/flank subfascial/intramuscular tumors. 
Unlisted codes 21499, 21899, 22899 or 20999 may have been reported. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

'Jecialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
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CPT Code: 21013 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 21014 

CPT Code:21014 Tracking Number P4 Specialty Society Recommended RVU: 7.53 

Global Period: 090 RUC Recommended RVU: 7.00 

CPT Descriptor: Excision, tumor, soft tissue of face or scalp, subfascial (eg, intramuscular); 2 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old male undergoes excision of a 6.5 em tumor in the jaw musculature. 

Percentage of Survey Respondents who found Vignette to be Typical: 91% 

Percent of survey respondents who stated they perform the procedure; In the hospital 95% , In the ASC 0%, In the 
office 5% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 59% , Kept overnight (less than 24 hours) 39% , Admitted (more than 24 hours) 2% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 75% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
"ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Assure appropriate 
selection, timing, and administration of antibiotic bolus and anticoagulation meds. Review length and type of anesthesia 
with anesthesiologist. Verify that all required instruments and supplies are available. After induction of anesthesia in 
supine position, assist with adjusting the OR table and anesthesia lines so that the operative site is assessable. Re-assess 
position of the extremities and stabilize the head with access to the jaw. Indicate areas of skin to be prepped and mark 
surgical incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. Infiltrate a local 
anesthetic to reduce postoperative pain. A facial nerve monitor is positioned. 

Description of Intra-Service Work: A curvilinear incision is made in relaxed skin tension creases anterior to the auricle, 
extending inferiorly and then anteriorly into the upper neck, three centimeters below and parallel to the lower edge of the 
mandible. A subplatysmal flap is elevated over the submandibular triangle, more superiorly at the level of the parotid 
fascia, to expose the submandibular and parotid glands. Peripheral branches of the facial nerve, including the buccal 
and marginal mandibular branches, are identified and preserved. The flap is further extended anteriorly over the 
masseter muscle. The muscle is split and the tumor is excised from within the masseter muscle. The wound is inspected 

1d irrigated. After assuring complete hemostasis, a deep drain is placed, taking care to avoid contact with facial nerve 
.~ranches. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Steri-strips and a compression dressing are applied, held in place with a head wrap 
bandage. Discuss postoperative care with recovery room staff. Take specimen to pathology, along with the appropriate 
history and information. The MRI is also shown to the pathologist so they can coordinate orientation of the specimen 
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CPT Code: 21014· 
and location. Discuss surgery outcome with patient's family. Write brief operative note and medication orders. 
Monitor patient stabilization in the recovery room. After patient is awake, discuss surgery outcome with patient and 
assess facial nerve and jaw function. Monitor for hematoma formation and intraoral edema. Dictate operative report 
and complete medical record documentation. Communicate with other professionals and with patient and patie· 
family. Consider relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatrr. 
with the patient, family and other healthcare professionals, including home restrictions (ie, activity, bathing), and special 
attention to chewing I using jaw muscle. Reconcile medications and write orders for home medications. Inform the 
primary care or referring physician of discharge plans. All appropriate medical records are completed, including 
discharge summary and discharge instructions, and insurance forms. The patient will be examined in the office within 
1-2 days and for several more visits through the 90-day global period to remove dressings, assess wound healing, and 
redress wound; remove drain and sutures; and discuss pathology report when available. Order and review periodic lab 
and/or imaging, as necessary. Assess functional recovery and determine whether there is a need for speech/swallowing 
therapy. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress 
with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 21014 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): Christopher Senkowski, MD FACS; Jane Dillon, MD FACS; Martha Matthews, MD, FACS 

·'· r(s): ILJI • ~~··~· cu surgery; otolaryngology; plastic surgery 

CPT Code: 21014 

!Sample Size: 120 IResp N: 43 
I 

Response: 35.8 % 
-

Sample Type: Random 

~ 2Sth octl Mediarr 75th Pc::tl l::f.igh 

Service Performance Rate 1.00 2.00 4.00 8.00 25.00 

SurveyRVW: 3.20 6.00 7.75 10.00 15.00 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15.00 45.00 60.00 75.00 120.00 

Immediate Post Service-Time: 20.00 

IPos101 IYC Visits 1 Total_Min** CPT Code and .Number of Yisits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 62.00 199211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

'lrolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

*Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: J21014 Recommended Physician Work RVU: 7.53 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 8.00 3.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

'1ischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

ffice time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
38510 

Global 
010 

WorkRVU 
6.69 

CPT Descriptor Biopsy or excision of lymph node(s); open, deep cervical node(s) 

KEY MPC COMPARISON CODES: 

CPT Code: 21014 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 17 % of respondents: 39.5 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

21014 38510 

I Median Pre-Service Time II 56.00 II 45.00 

I Median Intra-Service Time II 60.00 II 45.00 

I Median Immediate Post-service Time 20.00 20.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 19.0 19.00 

I Median Office Visit Time 62.0 23.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time ~ 152.00 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

W:ental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

~-3_.4_0 __ ~1~1 ____ 3._~--~ 

._ __ 3.~ __ ____.1 '-I __ 3_.~ _ ___. 

Llu~r~~-~~y_o_f_m_edi_·cal __ dec __ ~_io_n_makm ___ ·~g--------------~~LI ___ 2~-~~~ILj ____ 2_.8_7 __ ____, 

Technical SkiliiPhysical Effort (Mean) 

._I T_ec_hni_·cal __ s_kill __ re_._qwr_· _ed ____________________ ___.l '-I __ 3_.5_3 __ ~11...._ __ 3_.~ ____ _. 

~~P~h~~~ical~e~ffi~ort~re~qwr~·~ed~----------------------~1._1 ___ 3_.2_7 __ ~1LI ____ 3_.1_3 __ ~ 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I Ll ___ 3_.2_7 __ ...JI ._I ____ 3_.2_7 --~ 

I Outcome depends on the skill and judgment of physician I ~~ ___ 3_.6_7 __ ...JI ~~ ____ 3._5_3 __ ___, 

I Es_nma_· __ ted __ ns_· _k _of_mal___,p'-ra_c_ti_ce_sw_._t _WI_·th-'poo~_r o_u_tc_o_m_e ______ ___.I '-1 ___ 3_.4_7 __ _.1 Ll ____ 3_.4_7 __ ____, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I._Pr_e-_Se __ IVI_· ce __ int __ ens_i~ty_lc_o_mp.._l_eXI_.ty..:...... __________________ ...... l ~~ ___ 3_.1_3 __ ~, '-1 ___ 3_._13 __ ____, 

._lhmffi ___ -S~e-~_ice~m~re~ns~ity~/c_om-'p~l_eXI_·ty~-----------------....... 1._1 ___ 3_.5_3 __ ~11.___ __ 3_.3_3 __ _...... 

Ll P_o_st-_Se_IVI_._ce_int __ ens_,ity~lc_o_m.._pl_eXI_.ty...__ ________________ __.l Ll ___ 2_.60 __ ~1 ~' ___ 2_.6_7 __ __. 

Additional Rationale 

CPT Code: 21014 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
~ecommendations for the appropriate fol11Ulla and formal. 

~urrently, there is no CPT code for excision of a subfascial soft tissue tumor on the face or scalp. According to 
August 2000 CPT Assistant, when the lesions are located in deep subfascial or submuscular tissues, the appropriate code 
from the musculoskeletal system should be reported to describe the work entailed. However, there are no specific codes 
for excision of face/scalp or back/flank subfascial/intramuscular tumors. Unlisted codes 21499, 21899, 22899 or 20999 
may have been reported. 
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CPT Code: 21 014 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 5 minutes After induction of anesthesia in supine position, assist with adjusting the OR tablr 

and anesthesia lines so that the operative site is assessable and stabilizing the head. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends !Jte survey median RVW adjusted down to 7.53 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.052. This RVW is greater than the reference code 38510, taking into account more intra­
op time and more post-op visits. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 
0 

0 
0 
0 
0 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) According to August 2000 CPT Assistant, when the lesions are located in deep subfascial or 
submuscular tissues, the appropriate code from the musculoskeletal system should be reported to describe the work 
entailed. However, there are no specific codes for excision of face/scalp or back/flank subfascial/intramuscular tumors. 
Unlisted codes 21499, 21899, 22899 or 20999 may have been reported. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 

1061 



CPT Code: 21014 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

.f no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 21932 

CPT Code:21932 Tracking Number P15 Specialty Society Recommended RVU: 9. 71 

Global Period: 090 RUC Recommended RVU: 9.71 

CPT Descriptor: ExCision, tumor, soft tissue of back or flank, subfascial (eg, intramuscular); less than 5 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 60-year-old male undergoes excision of a 4 em tumor in the paraspinal musculature of the 
back. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 44% , Kept overnight (less than 24 hours) 44% , Admitted (more than 24 hours) 12% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 94% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies with special attention to review of 
spinal x-ray, CT, MRI, MRA. Meet with patient/family to review planned procedure and post-operative management. 
Review and have patient sign informed consent. Review length and type of anesthesia with anesthesiologist. Assure 
appropriate selection, timing, and administration of antibiotic. Verify that all required instruments and supplies are 
available. After induction of anesthesia in supine position, assist with patient prone positioning. Assess position of the 
extremities and head, adjust as needed. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and 
gown. Perform surgical "time out" with operating surgical team. Local anesthesia is infiltrated into the marked incision 
site as preemptive analgesia. 

Description of Intra-Service Work: An incision is made through the skin and subcutaneous tissue over the lesion. 
Subcutaneous flaps are raised with electrocautery. The paraspinal muscle is exposed around the tumor. The tumor is 
excised along with surrounding muscle using electrocautery and dissection. As the tumor is lifted out of the wound, 
small lymphatics and feeding blood vessels are ligated. Hemostasis is secured with electrocautery and sutures where 
needed. The wound is inspected and irrigated. Devitalized muscle is debrided. Where possible, the muscle fascial 
defect is approximated. A Penrose drain is placed in the cavitary defect. The wound is closed in layers with interrupt 
sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist so 
they can coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write 
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CPT Code: 21932 
brief operative. note and medication orders. Monitor patient stabilization in the recovery room, including neurovascular 
status. After patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical floor and 
discuss ongoing care with floor nurses. Dictate operative report and complete medical record documentation. Later on 
the day of surgery, review medical records and interval data charted. Communicate with other professionals and with 
1atient and patient's family. Exam patient, assessing neurovascular status and drain. Wound care and close observation 

are important to avoid or promptly treat wound hematoma. Order and review imaging as necessary. Consider relevant 
data, options, and risks and revise treatment plan as necessary. The next day, review medical records and interval data 
charted. Examine and talk with patient. Take down dressings, asses wound and patient status, and make the decision 
for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including horne 
restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy and 
outpatient formulary and write order for pain medication. Inform the primary care or referring physician of discharge 
plans. All appropriate medical records are completed, including discharge summary and discharge instructions, and 
insurance forms. The patient will be examined in the office within a week and for several more visits through the 90-
day global period. Remove dressings, assess wound healing, and redress wound. Remove sutures when appropriate. 
Discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order physical 
therapy and assess functional recovery. Order medications as necessary. Revise treatment plan(s) and communicate 
with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes 
for medical record. 
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CPT Code: 21932 
SURVEY DATA 
RUC Meeting Date {mm/yyyy) jo112009 ____./ 

Presenter{s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty{s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 21932 

Sample Size: 100 'Resp N: 41 I Response: 4100 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hiah 

Service Performance Rate OoOO 2000 3.00 5o00 12000 

Survey RVW: 5o00 9000 10.00 12000 17000 

Pre-Service Evaluation Time: 40.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 30000 60000 75.00 80000 120000 

Immediate Post Service-Time: 20.00 

Post 0Derative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 55.00 99211 x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
0 0 0 0 

**Physrcran standard total mrnutes per ElM vrsrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38" 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 121932 Recommended Physician Work RVU: 9.71 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Packaae 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 75.00 

Immediate Post Service-Time: 20.00 

Post 0Derative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit{s): 55.00 99211 x 0.00 12x 2.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

AEY REFERENCE SERVICE: 

Key CPT Code 
15100 

Global 
090 

WorkRVU 
9.74 

CPT Code: 21932 

Time Source 
RUCTime · 

CPT Descriptor Split-thickness autograft, trunk, arms, legs; first 100 sq em or less, or 1% of body area of infants and 
children (except 15050) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most_ Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 20 

TIME ESTIMATES <Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

I Median hnmediate Post -service Time 

I Median Critical Care Time 

I Median Other Hospital Visit Time 
1 
'-fedian Discharge Day Management Time 

edian Office Visit Time 

I Prolonged Services Time 

I Median Total Time 

CPT Code: 
21932 

II 68.00 II 
II 75.00 II 

I 20.00 

I 0.0 

I 20.0 

I 38.0 

I 55.0 

I 0.0 

I~ 
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% of respondents: 48.7 % 

Key Reference Source of Time 
CPT Code: RUCTime 

15100 

65.00 

60.00 

20.00 

0.00 

20.00 

38.00 

78.00 

0.00 

281.00 



INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 
The nwnber of possible diagnosis and/or the nwnber of I 2.85 j ._I __ 2_.5_0 _ ___. 
management options that must be considered "-------' 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

~-2_.9_5 __ ~1._1 ____ 2._~ __ __, 

..... lu_r~~-oc~y_o_f_m_edi_·cru_dec_is_w_n_~---~---------~~~~---2-.6_5_~1~1 __ 2_.5_5 _ ___, 

Technical Skiii/Pbysical Effort (Mean) 

~~ T_ec_hni_._c&_s_kil_· l_re_,qwr'-·-ed ___________ __.l ._I __ 3_.3_0 __ _,1 ._I ___ 2_.80 ____ __. 

..... I P_,hy:...s_ic&_effi_o_n_re_,qwr'-·-ed ___________ __.ll._ __ 2_.80 __ ~11.__ __ 2_.60 ____ _, 

Psvcbological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 11...__ __ 2_. 7_0 __ _.1 ~...1 ___ 2...;..5..;..0 -----..J 

._IOu __ tro_m_e_depe~_nds __ o_n_the_s_kil_l_and~j~~-e_nt_o_f~p~ey:...si_.ci __ an ____ ~I~I---3-.0-5 __ ~,~~----2_.7_5_~ 

~...l&~rum~ted~ru~·k..;..o~f...;.mru~p_rn...;.cn~·c..;..e..;..sw..;..·t_~_·th~poo~r_oo_tc_o_m_e ____ ~I._I __ ...;.3...;..00..;..____..JI'-I--2..;...80 ____ ~ 

INTENSITY/COMPLEXITY MEASURES CPr Code Reference 
Service 1 

Time Segments (Mean) 

._l~_~_s..;..e..;..rvi...;.·c_e_~_e_ns..;..ity~/c_om~p'-le_~_,·ty~--------------~~~ 2.65 ,,.___2_.40_--J 

._IIntr __ a_-~_~ __ i~_int_e_ns_ity~/-co_mp~re_xi~ty _____________ ~ll 2.75 11.___2_.55 _ __. 

~...IP_o_s~-~-~-~_·ce_~_·_ens__,ity~/_co_m~p_le~-·~ty __________ ~ll 2.15 I ._I __ 2._10 _ __. 

Additional Rationale 

CPT Code: 21932 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and formot. 

Compelling Evidence [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: --

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 21932 
Current code 21930 (Excision, tumor, soft tissue of back or flank) will be deleted in 2010 and replaced by four new 
codes (P13, P14, Pl5, and P16). During the Harvard study, 12 general surgeons were surveyed only for intra­
operative time. Pre and post times were predicted. This prediction resulted in no positioning time, no facility post­
work (even though the code is typically performed in a facility), and one office visit (even though the procedure will 
.ypically require at least two office visits during the 90-day global period). The prediction also placed the details for 
this code similar to the smallest subcutaneous excision details per the current survey (P13). The time and visit 
information for 21930 does not represent larger and/or deeper tumors. Further, without requiring a RUC survey in 
1995 during the first 5-year-review, the code was reduced based on a comment letter. 

2. Evidence that technology has changed physician work (i.e., diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes to account for prone positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring. 
The surgeon will examine the patient later on the day of the procedure. The consensus committee recommends the 
survey median RVW adjusted down to 9. 71 to maintain the survey-based relativity in relation to the subcutaneous 
codes which are being presented as work neutral (the survey median has been reduced by 2.88% ). Along with the 
recommended time and visit information, this results in an IWPUT of 0.055. This is similar to the IWPUT for the 
reference code 15100, which has less intra-operative time, but the same total time. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario . 

. REQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 21930 
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CPT Code: 21932 
How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 21933 

CPT Code:21933 Tracking Number P16 Specialty Society Recommended RVU: 12.63 

Global Period: 090 RUC Recommended RVU: 11.00 

CPT Descriptor: Excision, tumor, soft tissue of back or flank, subfascial (eg, intramuscular); 5 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 60-year-old male undergoes excision of a 7 em tumor in the flank musculature of the back. 

Percentage of Survey Respondents who found Vignette to be Typical: 95% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 7% , Kept overnight (less than 24 hours) 59% , Admitted (more than 24 hours) 34% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 83% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
">ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies with special attention to review of 
spinal x-ray, CT, MRI, MRA. Meet with patient/family to review planned procedure and post-operative management. 
Review and have patient sign informed consent. Review length and type of anesthesia with anesthesiologist. Assure 
appropriate selection, timing, and administration of antibiotic. Verify that all required instruments and supplies are 
available. After induction of anesthesia in supine position, assist with patient prone positioning. Assess position of the 
extremities and head, adjust as needed. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and 
gown. Perform surgical "time out" with operating surgical team. Local anesthesia is infiltrated into the marked incision 
site as preemptive analgesia. 

Description of Intra-Service Work: An incision is made through the skin and subcutaneous tissue over the lesion. 
Subcutaneous flaps are raised with electrocautery. The musculature is exposed around the tumor. The fascia is incised 
and part of it is included with the specimen in the dissection for proper margins. The tumor is excised along with 
surrounding muscle using electrocautery and dissection. As the tumor is lifted out of the wound, small lymphatics and 
feeding blood vessels are ligated. The deep fascia is inspected for involvement by the tumor as are the ribs and 
intercostal muscles. If deep margins involved then resection to the periosteum of the ribs is carried out. Hemostasis is 
~cured with electrocautery and sutures where needed. The wound is inspected and irrigated. Devitalized muscle is 

~ebrided. Where possible, the muscle fascial defect is approximated. A Penrose drain is placed in the cavitary defect. 
The wound is closed in layers with interrupted sutures. 
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CPT Code: 21933 
Description of Post-Service Work: Apply sterile dressings and soft brace. Discuss postoperative care with recovery 
room staff. Take specimen to pathology, along with the appropriate history and information. The MRI is also shown to 
the pathologist so they can coordinate orientation of the specimen and location. Discuss surgery outcome with patient's 
family. Write brief operative note and medication orders. Monitor patient stabilization in the recovery room, includ: 
neurovascular status. After patient is awake, discuss surgery outcome with patient. Write orders for transferring 
surgical floor and discuss ongoing care with floor nurses. Dictate operative report and complete medical record 
documentation. Later on the day of surgery, review medical records and interval data charted. Communicate with other 
professionals and with patient and patient's family. Exam patient, assessing neurovascular status and drain. Wound 
care and close observation are important to avoid or promptly treat wound hematoma. Order and review imaging as 
necessary. Consider relevant data, options, and risks and revise treatment plan as necessary. The next day, review 
medical records and interval data charted. Examine and talk with patient. Take down dressings, asses wound and 
patient status, and make the decision for discharge. Discuss aftercare treatment with the patient, family and other 
healthcare professionals, including home restrictions (ie, activity, bathing). Reconcile medications with attention to pre­
admission therapy, inpatient therapy and outpatient formulary and write order for pain medication. Inform the primary 
care or referring physician of discharge plans. All appropriate medical records are completed, including discharge 
summary and discharge instructions, and insurance forms. The patient will be examined in the office within a week and 
for several more visits through the 90-day global period. Remove dressings, assess wound healing, and redress wound. 
Remove sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab 

and/or imaging, as necessary. Order physical therapy and assess functional recovery. Order medications as necessary. 
Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress with PCP 

(verbal and written). Dictate progress notes for medical record 
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CPT Code: 21933 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112oo9 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

;pecialty(s): general surgery; orthopaedic surgery; orthopaedic and surgical oncology 

CPT Code: 21933 

Sample Size: 100 IResp N: 41 
I 

Response: 41.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hj_g_h 

Service Performance Rate 0.00 1.00 2.00 5.00 8.00 

Survey RVW: 6.60 12.00 13.00 15.00 20.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 45.00 60.00 90.00 100.00 180.00 

Immediate Post Service-Time: 25.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

*Physician standard total minutes per E/M visrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 121933 Recommended Physician Work RVU: 12.63 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 90.00 

Immediate Post Service-Time: 25.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

~ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

,ffice time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
38745 

Global 
090 

CPT Descriptor Axillary lymphadenectomy; complete 

KEY MPC COMPARISON CODES: 

WorkRVU 
13.71 

CPT Code: 21933 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIUP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 10 % of respondents: 24.3 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT' Code: CPI'Code: RUCTime 

21933 38745 

I Median Pre-Service Time II 80.00 II 58.00 

I Median Intra-Service Time II 90.00 II 90.00 

Median bnmediate Post-service Time 25.00 25.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 20.0 0.00 

Median Discharge Day Management Time 38.0 19.00 

Median Office Visit Time 62.0 79.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time ~I 
271.00 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

..fental Effort and Judgment (Mean) 

The number of possible diagnosis ancl/or the number of 3.82 II 
management options that must be considered L...-___ _~ ~---------' 

3.64 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____3_.82 _ _JI L-1 __ 3.64_----.J 

~lu_r~~-n~cy~o_f_m_edi_._caJ __ dec __ is_w_n_~--·~----------------~~~-~ ___ 3_.4_5 __ ~1~...1 ____ 3_.2_7 __ ~ 

Technical Skill/Physical Effort (Mean) 

I._ T_ec_hni __ ·ca_I_skill_._r_eqwr..!-· _ed _____________________ ___.l ._I ___ 4_.o_9 __ ~11L...-___ 3_.5_5 __ ~ 

._IP_h~~_ical __ e_ffi_on __ reqwr~·-ed ________________________ __.l._l ___ 3_.4_5 __ ~11.__ ___ 3_.2_7 __ ~ 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._1 __ 3_.7_3 _ _.I ._1 __ 3._5_5 -----' 

._I Out __ co __ m_e_depe...!..,_nds ___ on_th __ e _skil_· _I an __ d=-judgm~_e_nt_o_f~p-=hy:....s_ic_ian ______ ~l ._I ___ 4_.2_7 __ ...JI ._1 __ 3._64 __ _~ 

1 Bstimated risk of malpractice suit with poor outcome 

INTENSITY/COMPLEXITY MEASURES 

Time Segments <Mean) 

I .__I _3.9_1___.1 .__I _3_.64 _ __. 

CPI'Code Reference 
Service 1 

I._Pr_e_-Se __ m_· ce __ int __ ens_i...:ty_lc_o_m.:...pl_eXI_·ty-=---------------------'1 ._I __ 3_.8_2 _ _.I ~~---3_.4_5 __ ___, 

._I In_tra_-Se_m_·ce_inte_ns_i....:ty_lc_omp_._Ie_XI_,·ty'-------------'1 ._I __ 4_.00 _ __.1 ._I __ 3_.4_5 _ __, 

~~ P_o_st_-S_erv __ ice __ int_e_ns_ity.:...l_co_m-=p'-Ie_XI--'·ty,__ ________________ __.l ._I ___ 3_.00 __ ~1 ._1 ___ 2_.9_1 __ ----l 

Additional Rationale 

CPT Code: 21933 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
:ec£muner.llia.timzsfor the appropriate formula and format. 

~:!!!l:~!!$c..r~·v!l'~11 ~'~r·~p [Please see our cover letter for the overall Harvard and RUC history and compelling evidence 
arguments for all of the soft tissue tumor codes]: 

1. Evidence that incorrect assumptions were made in the previous valuation of the service. 
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CPT Code: 21933 
Current code 21930 (Excision, tumor, soft tissue of back or flank) will be deleted in 2010 and replaced by four new 
codes (P13, P14, P15, and P16). During the Harvard study, 12 general surgeons were surveyed only for intra­
operative time. Pre and post times were predicted. This prediction resulted in no positioning time, no facility post­
work (even though the code is typically performed in a facility), and one office visit (even though the procedure wi' 
typically require at least two office visits during the 90-day global period). The prediction also placed the details ft 
this code similar to the smallest subcutaneous excision details per the current survey (P13). The time and visit 
information for 21930 does not represent larger and/or deeper tumors. Further, without requiring a RUC survey in 
1995 during the first 5-year-review, the code was reduced based on a comment letter. 

2. Evidence that technology has changed physician work (i.e .. diffusion of technology). 
Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
The work associated with soft tissue resection procedures has increased as the magnitude of what is possible has 
increased dramatically. These procedures are more technically demanding, prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes to account for prone positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring. 
The surgeon will examine the patient later on the day of the procedure. The consensus committee recommends the 
survey median RVW adjusted down to 12.63 to maintain the survey-based relativity in relation to the subcutaneous 
codes which are being presented as work neutral (the survey median has been reduced by 2.88%). Along with the 
recommended time and visit information, this results in an IWPUT of 0.069. This is less than the IWPUT for the 
reference code 38745, which has the same intra-operative time and less total time. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 21930 
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CPT Code: 21933 
How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialti~~' please provide information for each specialty. 

·Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the ratimiale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty 

Specialty 

-~ .. ):,ecialty 

Frequency 

Frequency 

Frequency 

Percentage 

Percentage 

Percentage 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

% 

% 

% 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 

,) 
\ / 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 22902 

CPT Code:22902 Tracking Number P19 Specialty Society Recommended RVU: 4.34 

Global Period: 090 RUC Recommended RVU: 4.34 

CPT Descriptor: Excision, tumor, soft tissue of abdominal wall, subcutaneous; less than 3 em 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 40-year-old female undergoes excision of a 2 em tumor on her abdominal wall. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 82% , In the ASC 0%, In the 
office 18% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 93% , Kept overnight (less than 24 hours) 7% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 50% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. 
Patient is placed in supine position. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. 
Perform surgical "time out" with operating surgical team. Local anesthesia is infiltrated into the marked incision site as 
preemptive analgesia. 

Description of Intra-Service Work: An incision is made through the skin and subcutaneous tissue over the lesion. 
Subcutaneous flaps are raised with electrocautery and hemostasis is controlled. The tumor is excised along with proper 
margin of tissue. Hemostasis is secured with electrocautery and sutures where needed. Small lymphatic channels are 
ligated. The wound is inspected and irrigated. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist so 
they can coordinate· orientation of the specimen and location. Discuss surgery outcome with patient's family. Write 
brief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
and make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including home restrictions (ie, activity, bathing). Reconcile medications and write order for pain 
medication. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 



.... CPT Code:'22902::: 
completed, including discharge summary and discharge instructions, and insurance fo'rms. The patient will be examined 
in the office within one week and for at least one more visit through the 90-day global period to remove dressings, assess 
wound healing, and redress wound; remove sutures; and discuss pathology report when available. Order medications as 
necessary. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress 
with PCP (verbal and written). Dictate progress notes for medical record. 



. ::. CPT Code: 22902 _-- ', ,-, :: - , 

SURVEY DATA 
' 

Jo112oo9 RUC Meeting Date (mm/yyyy) 

Presenter( s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 22902 

Sample Size: 100 IResp N: 34 
I 

Response: 34.0 % 

Sample Type: Random 

Low 251
h octl Median* 75th octl Hjg_h 

Service Performance Rate 0.00 2.00 5.00 10.00 25.00 

Survey RVW: 2.00 4.03 5.00 6.00 10.00 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 20.00 30.00 45.00 45.00 60.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
' ' ' ' **Phys1c1an standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 

99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

, Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 122902 Recommended Physician Work RVU: 4.34 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 14.00 19.00 -5.00 

Pre-Service Positioning Time: 1.00 1.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 5.00 5.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 39.00 99211x 0.0012x 1.00 13x1.00 14x 0.0015x0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
38525 

Global 
090 

WorkRVU 
6.35 

CPT Descriptor Biopsy or excision of lymph node(s); open, deep axillary node(s) 

KEY MPC COMPARISON CODES: 

CPT Code: 22902 ·' < · 

Time Source 
RUC Time 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 % of respondents: 23.5 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

22902 38525 

I Median Pre-Service Time II 25.00 II 45.00 

I Median Intra-Service Time II 45.00 II 45.00 

Median Immediate Post-service Time II 2o.oo I 30.00 

Median Critical Care Time I 0.0 0.00 

Median Other Hospital Visit Time I 0.0 0.00 

Median Discharge Day Management Time I 19.0 19.00 

Median Office Visit Time I 39.0 39.00 

Prolonged Services Time I 0.0 0.00 

I Median Total Time I~ 178.00 

: Other time if appropriate 



INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of L__2_.2_5 _ __.1 '-I __ 2_.2_5 __ _, 
management options that must be considered - -

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___2_.5_0 _ __.1 L-1 __ 2_.5_0 _ ___, 

._I u_r.>:.ge_n....;cy'--of_m_e_d_ic_al_de_ci_si_on_ma_ki_"ng_.:::__ ________ __,l '---1 __ 2_.3_8 _ __.1 LI __ 2_.3_8 __ _J 

Technical Skill/Physical Effort (Mean) 

._IT_e_crurn_·c_a_ls_ki_·u_r_e~~ir_oo ____________ ~l._l __ 2_.8_8 _ __.1.._1 __ 2_.8_8 __ _, 

._IP_h~ys_k_a_l_effi_o_rt_r_e~~ir_oo ____________ ~ILI __ 2_.8_8_~1LI __ 2_.8_8 __ _J 

Psychological Stress (Mean) 

The risk of significant complications, morbidity and/or mortality .____2_.7_5 ____.I .__I __ 2.7_5 _ __, 

._I Ou_tc_o_m_e_d_,epe,__nds_o_n_th_e_s_kil_l_an_d-'J'-.u-'dgm"--e_n_t o_f~p-'hy'-s_ic_ian ___ __.l ._I __ 3_.2_5 _ __.1 .._1 __ 3_.3_8 __ _, 

._E_s_tima_te_d_r_is_k_o_f_m_al_,_pr_a_ct_ic_e_su_it_w_i_th_,poo~r_o_u_tc_o_m_e ___ ___, '----2_.8_8_~1 L-1 __ 2_.7_5 __ _, 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

._I P_r_e-_Se_rv_i_ce_•_·n_te_ns_ity~/_c_om-'p"-le_XI_·ty~-----------'1 .._1 __ 2_.3_8 _ _.1 ._I __ 2_.2_5 _ ___, 

._I I_ntr_a_-S_e_rv_ic_e_i_nt_ens---'ity=-/_co_m-"p_le_x...:ity'----------~~ ._I __ 2_. 7_5 _ _.1 ._I __ 2_.6_3 _ ___, 

._I P_o_st_-S_e_rv_k_e_in_te_ns_i_,ty_lc_o_m_,_p_le_xi_,ty _________ ~l Ll __ 2_.1_3_~1 Ll __ 2_.00 __ ~ 

Additional Rationale 

CPT Code: 22902 ' , , 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Currently, there is no CPT code for subcutaneous excision of an abdominal wall soft tissue tumor. According to 
August 2000 CPT Assistant, when lipomas are excised from skin or subcutaneous tissue, it would be appropriate to 
utilize the integumentary system excision of benign lesion codes ( 11400-11446). However, the new code descriptors 
refer to "tumors" without reference to benign or malignant, so the malignant lesion codes may also apply (11600-
11646). Additionally, unlisted code 17999 may have been used. 



CPT Code: 22902 

Pre-Time: With respect to the pre-service time, we recommend package 1B with the following modifications: 
• Evaluation: Subtract 5 minutes- move to scrub/dress wait category for moderate sedation performed by 

anesthesiologist. 
• Positioning: No change in time. 
• Scrub/Dress/Wait: Add 5 minutes - moved from evaluation category for moderate sedation performed by 

anesthesiologist. 

Recommendation: The consensus committee recommends an RVW that is midway between the survey 25th percentile 
and median to place this subcutaneous code in correct rank order with the rest of the family of subcutaneous codes. 
Additionally, this value has been adjusted (decreased) to 4.34 RVWs to accomplish work neutrality in the family of 
subcutaneous soft tissue tumor codes. Along with the recommended time and visit information, this results in an 
IWPUT of 0.033. This is less than the IWPUT for the reference code 38525, which has the same intra-time and post­
work. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) According to August 2000 CPT Assistant, when lipomas are excised from skin or subcutaneous tissue, 
it would be appropriate to utilize the integumentary system excision of benign lesion codes (11400-11446). However, 
the new code descriptors refer to "tumors" without reference to benign or malignant, so the malignant lesion codes may 
also apply (11600-11646). Additionally, unlisted code 17999 may have been used. · 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 



CPT Code: 22902 
Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 49580 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 22903 

CPT Code:22903 Tracking Number P20 Specialty Society Recommended RVU: 6.31 

Global Period: 090 RUC Recommended RVU: 6.31 

CPT Descriptor: Excision, tumor, soft tissue of abdominal wall, subcutaneous; 3 em or greater 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old male undergoes excision of a 5 em spongy tumor on her abdominal wall. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital97% , In the ASC 0%, In the 
office 3% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 82% , Kept overnight (less than 24 hours) 18% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 83% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
.,ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code '(Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies. Meet with patient/family to 
review planned procedure and post-operative management. Review and have patient sign informed consent. Review 
length and type of anesthesia with anesthesiologist. Verify that all required instruments and supplies are available. 
Patient is placed in supine position. Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. 
Perform surgical "time out" with operating surgical team. Local anesthesia is infiltrated into the marked incision site as 
preemptive analgesia. 

Description of Intra-Service Work: An incision is made through the skin and subcutaneous tissue over the lesion. 
Subcutaneous flaps are raised with electrocautery to expose the lesion and hemostasis is controlled. The tumor is 
excised along with proper margin of tissue. As the tumor is lifted out of the wound, small lymphatics and feeding blood 
vessels are ligated. Hemostasis is secured with electrocautery and sutures where needed. The wound is inspected and 
irrigated. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist so 

ey can coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write 
rief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 

discuss surgery outcome with patient. Dictate operative report and complete medical record documentation. 
Communicate with other professionals and with patient and patient's family. Consider relevant data, options, and risks 
and make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including home restrictions (ie, activity, bathing). Reconcile medications and write order for pain 
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CPT Code: 22903 
medication. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 
completed, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
in the office within one week and for at least one more visit through the 90-day global period to remove dressings, assess 
wound healing, and redress wound; remove sutures; and di~~uss pathology report when available. Order medications 
necessary. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progr, 
with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 22903 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) !o112oo9 

Presenter(s ): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

;pecialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 22903 

Sample Size: 100 IResp N: 34 
I 

Response: 34.0 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hjg_h 

Service Performance Rate 0.00 2.00 4.00 8.00 15.00 

Survey RVW: 3.50 5.85 6.50 7.88 15.00 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 20.00 45.00 50.00 60.00 90.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

*Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: j22903 Recommended Physician Work RVU: 6.31 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 50.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

~ischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Afice time/visit(s}: ~ 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: QJ!Q 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

1086 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
38525 

Global 
090 

WorkRVU 
6.35 

CPT Descriptor Biopsy or excision of lymph node(s); open, deep axillary node(s) 

KEY MPC COMPARISON CODES: 

CPT Code: 22903 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 %of respondents: 23.5 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

22903 38525 

I Median Pre-Service Time II 51.00 II 45.00 

I Median Intra-Service Time II 50.00 II 45.00 

Median hnmediate Post-service Time I 20.00 30.00 

Median Critical Care Time I 0.0 0.00 

Median Other Hospital Visit Time I 0.0 0.00 

Median Discharge Day Management Time I 19.0 19.00 

Median Office Visit Time I 39.0 39.00 

Prolonged Services Time I 0.0 0.00 

I~ 178.00 Median Total Time 

Other time if appropriate 
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CPT Code: 22903 · 

INTENSITY/COMPLEXITY MEASURES (Mean) 

\fental Effort and Judl!ment <Mean} 
The number of possible diagnosis and/or the number of 2.75 II 2.50 
management options that must be considered 

II The amount and/or complexity of medical records, diagnostic 2.50 2.63 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 2.88 II 3.13 

Technical SkilliPhxsical Effort <Mean} 

I Technical skill required II 3.38 II 3.25 

I Physical effort required II 3.25 II 3.00 

IE:cbol2&cal Stress <Mean} 

I The risk of significant complications, morbidity and/or mortality II 3.38 II 3.50 

I Outcome depends on the skill and judgment of physician 'I 3.63 II 3.75 

I Estimated risk of malpractice suit with poor outcome II 3.50 II 3.50 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Se2ments <Mean} 

I Pre-Service intensity/complexity II 2.88 II 325 

!Intra-Service intensity/complexity II 3.13 II 3.00 

I Post-Service intensity/complexity II 2.63 II 2.88 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
'?.ecommendations for the appropriate fomutla and fonnat. 

Currently, there is no CPT code for subcutaneous excision of an abdominal wall soft tissue tumor. According to 
August 2000 CPT Assistant, when lipomas are excised from skin or subcutaneous tissue, it would be appropriate to 
utilize the integumentary system excision of benign lesion codes ( 11400-11446). However, the new code descriptors 
refer to "tumors" without reference to benign or malignant, so the malignant lesion codes may also apply (11600-
11646). Additionally, unlisted code 17999 may have been used. 
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• Pre-Time: With respect to the pre-service time, we recommend package 3 with no changes. 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 6.31 to 
accomplish work neutrality in the family of subcutaneous soft tissue tumor codes. Along with the recommended tir. 
and visit information, this results in an IWPUT of 0.059. This is similar to the IWPUT for the reference code 
38525, which has slightly less intra-time and the same total work. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) According to August 2000 CPT Assistant, when lipomas are excised from skin or subcutaneous tissue, 
it would be appropriate to utilize the integumentary system excision of benign lesion codes (11400-11446). However, 
the new code descriptors refer to "tumors" without reference to benign or malignant, so the malignant lesion codes may 
also apply ( 11600-11646). Additionally, unlisted code 17999 may have been used. 

How often do physicians in your g>ecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

Specialty Frequency Percentage % 
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CPT Code: 22903 
Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

istirnate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance lnfonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMAJSPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY~OF RECOMMENDATION 

CPT Code: 22904 

CPT Code:22904 Tracking Number P23 Specialty Society Recommended RVU: 16.51 

Global Period: 090 RUC Recommended RVU: 16.51 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of abdominal wall; less than 5 em 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 40-year-old male presents with a 3 em sarcoma in the rectus abdominus muscle. At 
operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 97% 

Percent of survey respondents who stated they perform the procedure; In the hospitallOO% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 6% , Admitted (more than 24 hours) 94% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure ip the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies with special attention to review of 
x-ray, CT, MRI, MRA. Communicate with reconstructive surgeon. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Review length and type of 
anesthesia with anesthesiologist. Assure appropriate selection, timing, and administration of antibiotic and 
anticoagulation. Verify that all required instruments and supplies are available. Patient is placed in supine position. 
Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform surgical "time out" with 
operating surgical team. 

Description of Intra-Service Work: An incision is made over the trapezius. Medial and lateral subcutaneous flaps are 
raised. The overlying skin from the biopsy is excised with the tumor. The musculature is exposed around the tumor. 
The fascia is incised and part of it is included with the specimen in the dissection for proper margins. The lateral border 
of the rectus abdominus is identified. The muscle is freed from the underlying oblique muscles but the superficial 
portion of the oblique transverse abdominus is resected with the tumor. The tumor is removed en bloc, including 
necessary surrounding structures. As the tumor is lifted out of the wound, small lymphatics and feeding blood vessel!' 
are ligated. The surgeon then breaks scrub and carries the specimen to the pathology department while t' 
anesthesiologist and other operative personnel remain with the patient. Prior to this, the surgeon assesses the stability c.,. 

the operative field and discusses with the anesthesiologist the stability of the patient. In the pathology department, the 
surgeon then examines the resected specimen with the attending pathologist and orients the pathologist to the specimen 
anatomy. The specimen is then inked for margins and any areas that are questionable are inspected by frozen section. 
If all margins appear satisfactory then the surgeon returns to the OR, repeats pre-operative scrub and returns to the 
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CPT Code: 22904 
surgical field. The deep fascia is inspected for involvement by the tumor as are the ribs and intercostal muscles. If deep 
margins involved then resection to the periosteum of the ribs and/or peritoneum is carried out. Additional excision is 
carried out as necessary to obtain a clear margin. Metallic clips are placed to mark the margins for possible 
'1ostoperative radiotherapy guidance. The wound is inspected and irrigated. Devitalized muscle is debrided. A deep 
lrain is placed. The wound is closed in layers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. 
Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient 
stabilization in the recovery room. After patient is awake, discuss surgery outcome with patient. Write orders for 
transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative report and complete medical 
record documentation. Later on the day of surgery, review medical records and interval data charted. Communicate 
with other professionals and with patient and patient's family. Exam patient, assessing neurovascular status and drain. 
Wound care and close observation are important to avoid or promptly treat wound hematoma. Order and review 
imaging as necessary. Consider relevant data, options, and risks and revise treatment plan as necessary. The next day, 
review medical records and interval data charted. Examine and talk with patient. Take down dressings, asses wound 
and patient status, and make the decision for discharge. Discuss aftercare treatment with the patient, family and other 
healthcare professionals, including home restrictions (ie, activity, bathing). Reconcile medications with attention to pre­
admission therapy, inpatient therapy and outpatient formulary and write order for pain medication. Inform the primary 
care or referring physician of discharge plans. All appropriate medical records are completed, including discharge 
summary and discharge instructions, and insurance forms. The patient will be examined in the office within a few days 
to check -the wound and drain and for several more visits through the 90-day global period. Remove dressings, assess 
wound healing, and redress wound. Remove sutures and drain when appropriate. Discuss pathology report when 
available. Order and review periodic lab and/or imaging, as necessary. Order medications as necessary. Revise 
treatment plan(s) and communicate with patient and family/caregiver, as necessary. Discuss progress with PCP (verbal 
and written). Dictate progress notes for medical record. 
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CPT Code: 22904 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

Specialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 22904 

Sample Size: 100 'Resp N: 34 I Response: 3400 % 

Sample Type: Random 

Low 25th ~ctl Median* 75th octl H!g_h 

Service Performance Rate 0000 1000 2.00 3000 10000 > 

Survey RVW: 13000 17000 18.50 21050 35000 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 60000 90000 120.00 120000 180000 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 85.00 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
0 0 0 0 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30}; 99231 (20}; 99232 (40}; 99233 (55}; 99238(38), 
99239 (55}; 99211 (7}; 99212 (16}; 99213 (23}; 99214 (40}; 99215 (55}; 99354 (60); 99355 (30}; 99356 (60}; 99357 (30} 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: [22904 Recommended Physician Work RVU: 16.51 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 120.00 

Immediate Post Service-Time: 30.00 

Post Op_erative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): ~ 99211 x 0.00 12x 1.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/service: 
Is this new/revised procedure considered to be a new technology or service? No 

AEY REFERENCE SERVICE: 

Key CPT Code 
49203 

Global 
090 

WorkRVU 
20.00 

CPT Code: 22904 

Time Source 
RUCTime 

CPT Descriptor Excision or destruction, open, intra-abdominal tumors, cysts or endometriomas, 1 or more peritoneal, 
mesenteric, or retroperitoneal primary or secondary tumors; largest tumor 5 em diameter or less 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSinP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 % of respondents: 20.5 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

22904 49203 

I Median Pre-Service Time II 63.00 II 70.00 

I Median Intra-Service Time II 120.00 II 120.00 

I Median Immediate Post-service Time 30.00 30.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 60.0 100.00 
I 
'1edian Discharge Day Management Time 38.0 38.00 

edian Office Visit Time 85.0 62.00 

I Prolonged Services Time I 0.0 0.00 

I Median Total Time I~ 420.00 
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INfENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-4_.00 __ ~1~1 ___ 3_.8_8 __ ~ 

.___3_.75 _ _,1 .__I __ 3.6_3_---~ 

~~U~r~ge~n~cy~o_f_m_edi __ ·ca_l_dec __ is_w_n_~ __ ·~-----------------'1~1 ___ 3_.1_3 __ ~1~1 ____ 3_.00 ____ _, 

Technical Skill/Physical Effort (Mean) 

~~ T_ec_hni __ ·cal __ skil_._l r_e~qwr_._ed ____________________ ____.l ~~--3_.8_8 _ _.11.___ __ 3_.7_5_~ 

~IP_hy~s_ical_e_ffo_rt_r_e~~-ired ____________ ~l~l __ 3_.7_5 _ _.11.___ __ 3_.7_5_~ 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ~~--3_.7_5_....~1 ~~--3_.8_8_---' 

~~ Ou_tco_m_e_depe__.__nds_o_n_th_e_s_kill_and--"-ju_dgm-=--e-nt_o_f..:.p~hy:....s_ic_ian __ ____.l ~~--4_.2_5_ ....... 1 ~~ __ 4_.00 __ _, 

~~ Es __ tima __ ted __ n_·s_k_of_mal___;p:....r_ac_ti_ce_sw __ ·t_WI_.th_:...poo __ r_ou_tc_o_m_e ______ __.l ~~ __ 4_.00 _ __.1 ~~--4_.2_5 _ __, 

INfENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPrCode Reference 
Service 1 

~~~-e--~~nn-·c_e_inte __ ns~i~ty~/c_o_m~~-e~-·~ty __________________ -....~1~1 __ 3_.6_3 _ _.11.___ __ 3_.6_3 __ ---' 

._I Intra ___ -S_e_rv_ic_e_in_te_ns_i...::ty_lc_o_mp_,_I_e~_·ty.:..-________________ ~1 ~1 __ 3_.8_8 _ _.1._1 ___ 3_._88 __ ~ 

._IP_o_~_-S_erv __ ~_e_in_re_ns_ity~/_c_om~p:....le_~_·ty~-------------------'1._1 __ 3_.7_5_ ...... 1 .... 1 ___ 3_.6_3 __ __, 

Additional Rationale 

CPT Code: 22904 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Currently, there is no CPT code for radical resection of an abdominal wall soft tissue tumor. Previously, these 
procedures may have been reported using one of the following unlisted codes: 20999, 22999, 49999. 

Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
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CPT Code: 22904 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ at a higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
ncreased as the magnitude of what is possible has increased dramatically. These procedures are more technically 

demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. 

• Pre-Time: With respect to the pre-service time, we recommend package 4 with no changes 

Recommendation: The consensus committee recommends the survey 25th percentile RVW adjusted down to 16.51 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey statistic has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of0.067. This is less than the IWPUT for the reference code 49203 which has more hospital 
work and is a more complex procedure. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 20999, 22999, or 49999 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

"'ryecialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 
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CPT Code: 22904 
Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available. 

- ~ 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided-to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance lnfonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 22905 · 

CPT Code:22905 Tracking Number P24 Specialty Society Recommended RVU: 21.37 

Global Period: 090 RUC Recommended RVU: 21.37 

CPT Descriptor: Radical resection of tumor (eg, malignant neoplasm), soft tissue of abdominal wall; 5 em or greater 

CLINICAL DESCRIPriON OF SERVICE: 

Vignette Used in Survey: A 40-year-old male presents with a 9 em sarcoma in the external oblique muscle of the 
abdominal wall. At operation, the tumor and adjacent soft tissue are resected. 

Percentage of Survey Respondents who found Vignette to be Typical: 94% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 100% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% · 

-; moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
/ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs, pathology reports and imaging studies with special attention to review of 
x-ray, CT, MRI, MRA. Communicate with reconstructive surgeon. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Review length and type of 
anesthesia with anesthesiologist. Assure appropriate selection, timing, and administration of antibiotic and 
anticoagulation. Verify that all required instruments and supplies are available. Patient is placed in supine position. 
Indicate areas of skin to be prepped and mark surgical incisions. Scrub and gown. Perform surgical "time out" with 
operating surgical team. 

Description of Intra-Service Work: An incision is made over the trapezius. Medial and lateral subcutaneous flaps are 
raised. The overlying skin from the biopsy is excised with the tumor. The musculature is exposed around the tumor. 
The fascia is incised and part of it is included with the specimen in the dissection for proper margins. The lateral border 
of the rectus abdominus is identified. The muscle is freed from the underlying oblique muscles but the superficial 
portion of the oblique transverse abdominus is resected with the tumor. The tumor is removed en bloc, including 
necessary surrounding structures. As the tumor is lifted out of the wound, small lymphatics and feeding blood vessels 

·e ligated. Frozen sections are taken from the surrounding tissue. The deep fascia is inspected for involvement by the 
.m1or as are the ribs and intercostal muscles. If deep margins involved then resection to the periosteum of the ribs 

and/or peritoneum is carried out. The surgeon then breaks scrub and carries the specimen to the pathology department 
while the anesthesiologist and other operative personnel remain with the patient. Prior to this, the surgeon assesses the 
stability of the operative field and discusses with the anesthesiologist the stability of the patient. In the pathology 
department, the surgeon then examines the resected specimen with the attending pathologist and orients the pathologist to 
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CPT Code: 22905 
the specimen anatomy. The specimen is then inked for margins and any areas that are questionable are inspected by 
frozen section. If all margins appear satisfactory then the surgeon returns to the OR, repeats pre-operative scrub and 
returns to the surgical field. Metallic clips are placed to mark the margins for possible postoperative radiotherapy 
guidance. The wound is inspected and irrigated. Devitalized muscle is debrided. A deep drain is placed. The wm· 
is closed in layers with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. 
Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient 
stabilization in the recovery room. After patient is awake, discuss surgery outcome with patient. Write orders for 
transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative report and complete medical 
record documentation. Later on the day of surgery, review medical records and interval data charted. Communicate 
with other professionals and with patient and patient's family. Exam patient, assessing neurovascular status and drain. 
Wound care and close observation are important to avoid or promptly treat wound hematoma. Order and review 
imaging as necessary. Consider relevant data, options, and risks and revise treatment plan as necessary. On subsequent 
days, review medical records and interval data charted. Examine and talk with patient. Take down dressings, assess 
wound and patient status. When the patient is stable, make the decision for discharge. Discuss aftercare treatment with 
the patient, family and other healthcare professionals, including home restrictions (ie, activity, bathing). Reconcile 
medications with attention to pre-admission therapy, inpatient therapy and outpatient formulary and write order for pain 
medication. Inform the primary care or referring physician of discharge plans. All appropriate medical records are 
completed, including discharge summary and discharge instructions, and insurance forms. The patient will be examined 
in the office within a few days to check the wound and drain and for several more visits through the 90-day global 
period. Remove dressings, assess wound healing, and redress wound. Remove sutures and drain when appropriate. 
Discuss pathology report when available. Order and review periodic lab and/or imaging, as necessary. Order 
medications as necessary. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. 
Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 22905 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 ~ 

Presenter(s): Christopher Senkowski, MD FACS; John Heiner, MD; William Creevy, MD 

lpecialty(s): general surgery; orthopaedic surgery; general and orthopaedic surgical oncology 

CPT Code: 22905 

Sample Size: 100 !Resp N: 34 I Response: 34.0 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hj_g_h 

Service Performance Rate 0.00 1.00 2.00 3.00 6.00 

SurveyRVW: 12.00 20.00 22.00 25.00 36.00 

Pre-Service Evaluation Time: 65.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 75.00 124.00 150.00 180.00 360.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 80.00 99231x 2.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: ~ 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

'Physician standard total minutes per E/M visit: 99291 (70); 99292 (30); 99231 (20); 99232 {40); 99233 (55); 99238{38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 122905 Recommended Physician Work RVU: 21.37 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 150.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 80.00 99231x 2.00 99232x 1.00 99233x 0.00 

'"'lscharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

jfice time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
49203 

Global 
090 

WorkRVU 
20.00 

CPT Code: 22905 

Time Source 
RUCTime 

CPT Descriptor Excision or destruction, open, intra-abdominal tumors, cysts or endometriomas, 1 or more peritoneal, 
mesenteric, or retroperitoneal primary or secondary tumors; largest tumor 5 em diameter or less 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 % of respondents: 20.5 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPfCode: CPfCode: RUCTime 

22905 49203 

I Median Pre-Service Time II 63.00 II 70.00 

I Median Intra-Service Time II 150.00 II 120.00 

Median Immediate Post-service Time 30.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 80.0 100.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 102.0 62.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time I~ 420.00 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

1ental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L-..__4.8_6___.1 L-1 __ 3.8_6_--l 

~-5_.00 __ ~11~ __ 4_.1_4 __ ~ 

.... 1 U_r=ge_nc....:y:....o_f_m_edi_._cal_dec_is_io_n_making_·-=-----------'1 .... 1 __ 4_.1_4 _ __.1 .... 1 __ 4_.2_9 _ ___, 

Technical Skill/Physical Effort (Mean) 

~IT_ec_mu_·cal_skill_._r_e~~·-ed ___________ __.l~l __ 4_.7_1 _ __.1~1 __ 4._2_9 _ ___, 

~~P_h~ys_ical_e_ffi_on_r~~·-ed ____________ __.l .... l __ 4_.4_3 _ __.1~1 __ 4_.2_9_~ 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I .... 1 __ 4_.oo _ ___.ll.__ __ 4_.oo __ __. 

.... 1 Ou_tco_m_e_depe~_nds_o_n_the_skill_._and__::..ju_dgm.::::_e_ru_o_f..!;..ph....::y_si_ci_an __ ..-~1 ._I __ s_.oo_---JII.__ __ 4_.2_9_---J 

1 P..stimated risk of malpractice suit with poor outcome 

INTENSITY/COMPLEXITY MEASURES 

Time Segments <Mean) 

I .___I _4.7_1___,1 .___I _4_.57_..-l 

CPT Code Reference 
Service 1 

._I Pre_-_Se_CVI_·ce_int_ens_i....::ty~/c_o_mp..!;..l_eXI_ . ...::.ty _________ __.l ._1 __ 4_.5_7 _ __.11._ __ 3_.5_7_---.J 

._IIntra __ -Se_rv_ic_e_in_te_ns_ity..:_/co_mp_.!_l_eXI_·ty~-----------'1 ._1 __ 4_.5_7_ ...... 1 .... 1 __ 4_.2_9 _ ___, 

._I P_o_st_-Se_M_·c_e _int_e_ns_ity~/_co_m_.p_le_XI--'.ty'-------------'1 ._I __ 4_.4_3 _ __.1 ._1 __ 3_.7_1 _ ___, 

Additional Rationale 

CPT Code: 22905 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
"ecommendations for the appropriate formula and format. 

~urrently, there is no CPT code for radical resection of an abdominal wall soft tissue tumor. Previously, these 
procedures may have been reported using one of the following unlisted codes: 20999, 22999, 49999. 

Over the past ten years, significant advancement has been made in the treatment of soft tissue tumors. Imaging 
advances have allowed for much more precise understanding of anatomic location and extent of tissue involvement. 
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CPT Code: 22905 
For malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This 
has enhanced our ability to kill tumors in situ aJ_;t higher level. As such, whereas in the past only small lesions were 
amenable to resection, now very large tumors are routinely resected thereby sparing these patients the disfigurement 
and functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. These deep tumors are typically asymptomatic, and therefore attain 
large size before coming to attention. Resecting these lesions with a wide margin in adjacent tissues routinely 
requires meticulous dissection around major nerves and blood vessels. 

• Pre-Time: With respect to the pre-service time, we recommend package 4 with no change. 

Recommendation: The consensus committee recommends the survey median RVW adjusted down to 21.37 to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral 
(the survey median has been reduced by 2.88%). Along with the recommended time and visit information, this 
results in an IWPUT of 0.078. The RVW is appropriately greater than the reference code 49203 to account for the 
additional intra-op time and post-op work. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. · 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 20999, 22999, or 49999 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Excel File for all soft tissue tumor codes will be provided. How often? 

Specialty How often? 

Specialty How often? 
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CPT Code: 22905 
Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency is not available . 

.)pecialty Frequency Percentage % 

Specialty Frequency Percentage % 

SpecialtY Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. Excel File for all soft tissue tumor codes will be provided. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

· Do many-physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

')oes the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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Date: 

To: 

From: 

Subject: 

Introduction 

January 5, 2009 

William L. Rich, III, MD, FACS, Chair, AMA/Specialty Society RVS Update Committee 

John Heiner, MD, Musculoskeletal Tumor Society 
William Creevy, MD, RUC Advisor, American Academy of Orthopaedic Surgeons 
Jane Dillon, MD, F ACS, RUC Advisor, American Academy of Otolaryngology -

Head and Neck Surgery 
Martha Matthews, MD, RUC Advisor, American Society of Plastic Surgeons 
Daniel Nagle, MD, FACS, RUC Advisor, American Society for Surgery of the Hand 
Tye Ouzounian, MD, RUC Advisor, American Orthopaedic Foot and Ankle Society 
Christopher Senkowski, MD, FACS, RUC Advisor, American College of Surgeons 
Frank Spinosa, DPM, RUC-HCPAC Advisor, American Podiatric Medical Association 

RUC Work Value Recomp1endations for Excision of Soft Tissue Tumor Codes 

On-behalf of the Musculoskeletal Tumor Society (MSTS), American Academy of Orthopaedic Surgeons 
(AAOS), American College of Surgeons (ACS), American Society for Surgery of the Hand (ASSH), American 
Society of Plastic Surgeons (ASPS), American Academy of Otolaryngology-Head and Neck Surgery (AAO­
HNS), American Orthopaedic Foot and Ankle Society (AOFAS), and the American Podiatric Medical 
Association (APMA) are pleased to provide (after 14 years of on-going work) physician work RVU 
recommendations for four groups of soft tissue tumor codes as identified in the RUC agenda for Jan/Feb 2009: 

• Subcutaneous Excision of Soft Tissue Tumors (Tab 4) 
• Subfascial Excision of Soft Tissue Tumors (Tab 5) 
• Radical Excision of Soft Tissue Tumors (Tab 6) 
• New Codes for Excision of Soft Tissue Tumors (Tab 7) 

CPT and RUC Historv 

In 1994, the AAOS responded to CMS's first 5-year review request for comment on misvalued codes with a 
letter that included approximately 1,300 codes. Because a significant portion of the musculoskeletal section of 
CPT were in an extensive revision process at the same time the Harvard Study results were being sent to CMS 
for the first physician fee schedule, codes were incorrectly crosswalked and anomalies were created. The 
comment letter included the results of an Abt study, similar to the Harvard study methodology. The AAOS 
presented this study to the AMAIRUC Research Subcommittee and it was rejected. The AAOS was allowed to 
withdraw the original comment and submit a modest list of 83 codes believed to be "most" misvalued for survey 
and review during the first 5-year review. This reduced list of codes was prepared by the AAOS and 11 national 
orthopaedic subspecialty organizations and was meant to represent the most egregiously misvalued codes. The 
MSTS identified five soft tissue codes that were surveyed and presented to the RUC. A sixth soft tissue code 
was also discussed by the RUC and not changed during this first 5 year review, based on a comment from a 
CMD. All other soft tissue tumor codes were withdrawn from this first 5-year-review. 

After this first 5-year-review process, the MSTS and other surgical specialties that perform the soft tissue tumor 
excision codes began discussions at CPT, as there were several codes that did not exist for all categories of 
subcutaneous, intramuscular and radical (ie, face/scalp, abdominal wall, and back/flank). A CPT proposal was 
drafted by the MSTS and the AAOS, but rejected by several surgical specialties because the proposal did not 
differentiate tumor size. 
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The MSTS continued CPT revision dialogue with several surgical specialties after the 2nd 5-year-review; 
however, because of the low volume for these codes and society staffing and resource limitations related to 
practice expense review activities, a CPT proposal to address the codes was not prepared. 

In 2005, the MSTS and the AAOS submitted 14 soft tissue tumor codes for the third 5-year-review. For all of 
these codes, the RUC (after seeing this issue raised at two other 5-year-reviews), formally recommended 
referring the soft tissue codes to CPT for clarification of deep excision and possibly creating new codes to 
differentiate the codes based on the size and depth of the tumor. 

In 2006, the MSTS again began discussions at CPT with surgical specialties to develop a proposal to address 
these codes. At CPT, the project was expanded to a review of all soft tissue tumor codes (including 
subcutaneous). Additionally, for all of these codes, a significant amount of time was spent on drafting 
introductory text to define the different types of tumors (ie, subcutaneous, sub fascial/intramuscular,' radical, and 
bone). Please refer to the RUC cover page for this text. 

Harvard Study Historv 

Of the 31 current soft tissue tumor codes, only six codes were surveyed during the Harvard Study for all 
components (pre, intra, and post). The other 25 codes were only surveyed for intra-operative time/work, with 
pre and post-service work predicted by algorithm. Additionally, six codes were only reviewed by general 
surgeons and 25 codes were only reviewed by general orthopaedic surgeons. None of the codes were reviewed 
by plastic surgeons, otolaryngologists, hand surgeons, or podiatrists - all recognized specialties for Medicare 
and significant providers of these services. Further, none of these codes were reviewed by the majority of the 
specialists that actually perform them - general and orthopaedic surgical oncologists. This poor review and 
prediction by Harvard resulted in some nonsensical data. For example, 21557 (radical resection of a neck/thorax 
malignant neoplasm) has only two low level office visits (ie, 99212) associated with it, but 21555 and 21556 
(subcutaneous and intramuscular neck/thorax excision) have more office visits imputed by a contractor for CMS 
for practice expense purposes. A second example is that only two of the 31 codes include any time for 
positioning. A third example is that nine of the 31 codes have no facility work indicated, when all of these 
codes (even by the Medicare database) are primarily performed in a facility setting. These same nine codes also 
have only one office visit during the 90-day global period "predicted" by the Harvard algorithm. A fourth 
example is that one code surveyed for intra-time only had a 10-day global period assigned to the packagefor 
algorithm prediction of pre and post-work. [Note that all surgical specialties that perform these codes agree that 
the global period should be 90-days and that a minimum of two office visits will always be required.] 

Subcutaneous Excision of Soft Tissue Tumors 

P7-215XO P26-230X1 P49-261XO P69-273X1 

P8-215X1 P34-240XO P50-261X1 P77-276XO 

P13-21930 P35-240X1 P58-270XO P78-276X1 

P14-219X1 P42-250XO P59-270X1 P86-280XO 

P25-230XO P43-250X1 P68-273XO P87-280X1 

There are 10 CPT codes currently for subcutaneous excision of soft tissue tumors. For CPT 2010, these 10 
codes have been split into 20 codes to differentiate the size of the excised lesion. These codes were never 
presented as misvalued during a 5-Year-Review. At CPT, these codes were added to the review of codes sent to 
CPT by the RUC. Because these codes were never part of a 5-Year-Review comment letter, the societies 
involved in the current RUC survey agree these codes should be work neutral. To accomplish this, the survey­
based RVW recommendations were reduced by 2.88% (please see attached Table 1). 
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Sub fascial Excision of Soft Tissue Tumors 

P9-215X2 

P10-215X3 

P21-22900 

P22-229X2 

P27-230X2 

P28-230X3 

P36-240X2 

P37-240X3 

P44-250X2 

P45-250X3 

P51-261X2 

P52-261X3 

P60-270X2 

P61-270X3 

P70-273X2 

P71-273X3 

P79-276X2 

P80-276X3 

P88-280X2 

P89-280X3 

There are 10 CPT codes currently for subfascial excision of soft tissue tumors. Nine of these codes were on the 
RUC agenda during one or more 5-Year-Reviews. So that an anomaly is not created, we recommend that all 
codes be reviewed. For CPT 2010, these 10 codes have been split into 20 codes to differentiate the size of the 
excised lesion. We refer the RUC to the SoRs, where detailed compelling evidence is presented specific to each 
code in the Additional Rationale section, however, in general terms, the following two compelling evidence 
criteria are cited: 

• Evidence that incorrect assumptions were made in the previous valuation of the service. Harvard review 
of these codes utilized the wrong specialties, not all significant providers of each procedure, and/or 
incomplete review of codes where pre/and post work was predicted by algorithm resulting in 
underestimation of relative work. 

• Evidence that technology has changed physician work. Over the past ten years, significant advancement 
has been made in the treatment of soft tissue tumors. Imaging advances have allowed for much more 
precise understanding of anatomic location and extent of tissue involvement. The work associated with 
soft tissue resection procedures has increased as the magnitude of what is possible has increased 
dramatically. These procedures are more technically demanding, prolonged, and involve more risk. 
The excision of deep benign masses (egg, desmoid tumors, hemangiomas, infiltrating lipomas and 
neural tumors) has also advanced in light of superior imaging and adjuvant treatments such as 
embolization, low dose chemotherapy, etc. 

To maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work 
neutral, the survey based RVW recommendations for the subfascial codes have been reduced by 2.88% (please 
see attached Table 2). 

Radical Excision of Soft Tissue Tumors 

P5-21015 

P6-210X5 

P17-21935 P38-240X4 P53-26117 P72-273X4 P84-28046 

P18-219X4 P39-240X5 P54-261X4 P73-273X5 P85-2804X 

Pll-21557 P29-23077 P46-25077 P62-270X4 

P12-215X4 P30-230X4 P47-250X4 P63-270X5 

P75-27615 

P76-2761X 

There are 11 CPT codes currently for radical excision of soft tissue tumors. Six of these codes were on the RUC 
agenda during one or more 5-Year-Reviews based on submission by AAOS. The other five low volume codes 
are not performed or rarely performed by orthopaedic surgery and were not included in the Academy comment 
letters. So that an anomaly is not created, we recommend that all codes be reviewed. For CPT 2010, these 11 
codes have been split into 22 codes to differentiate the size of the excised lesion. We refer the RUC to the SoRs, 
where detailed compelling evidence is presented specific to each code in the Additional Rationale section, 
however, in general terms, the following two compelling evidence criteria are cited: 

• Evidence that incorrect assumptions were made in the previous valuation of the service. Harvard review 
of these codes utilized the wrong specialties, not all significant providers of each procedure, and/or 
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incomplete review of codes where pre/and post work was predicted by algorithm resulting in 
underestimation of relative work. 

• Evidence that technology has changed physician work. Over the past ten years, significant advancement 
has been made in the treatment of soft tissue tumors. Imaging advances have allowed for much more 
precise understanding of anatomic location and extent of tissue involvement. For malignant tumors, 
adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. The work associated with soft tissue 
resection procedures has increased as the magnitude of what is possible has increased dramatically. 
These procedures are more technically demanding, prolonged, and involve more risk. These deep 
tumors are typically asymptomatic, and therefore attain large size before coming to attention. Resecting 
these lesions with a wide margin in adjacent tissues routinely requires meticulous dissection around 
major nerves and blood vessels. 

To maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work 
neutral, the survey based RVW recommendations for the radical codes have been reduced by 2.88% (please see 
attached Table 3). 

New Codes for Excision of Soft Tissue Tumors 

P1-210X1 

P2-210X2 

P3-210X3 

P4-210X4 

P15-219X2 P19-229XO P23-229X3 

P16-219X3 P20-229X1 P24-229X4 

As part of the review of the excision of soft tissue tumor codes, ten new codes that did not previously exist were 
created- 4 subcutaneous, 4 subfascial, and 2 radical excision codes. 

New Subcutaneous Codes: There are four new subcutaneous codes. According to August 2000 CPT Assistant, 
when lipomas are excised from skin or subcutaneous tissue, it would be appropriate to utilize the integumentary 
system excision ofbenign lesion codes (11400-11446). However, the new subcutaneous code descriptors refer 
to "tumors" without reference to benign or malignant, so the malignant lesion codes may also apply ( 11600-
11646). Additionally, unlisted code 17999 may have been used for the subcutaneous codes. As a "back of the 
envelope calculation," adjustments were made to the RVWs for the benign/malignant lesion codes to take into 
account additional work (time and visits) for the new codes based on current survey data. The results indicate 
that the recommended R VW for the new 90-day global codes indicate neutrality or savings when compared with 
the 10-day global lesion codes (adjusted for difference in time and one addition office visit). This is a 
conservative estimate because there are no restrictions on the 1 0-day global codes for number of office visits 
after 10 days. Whereas the 90-day codes will include only two visits. As presented on each SoR and to 
maintain the survey-based relativity in relation to the subcutaneous codes which are being presented as work 
neutral, the survey-based RVW recommendations for the new subcutaneous codes have been reduced by 2.88% 
(please see attached Table 4). 

New Sub(ascial Codes: There are 4 new subfasciallintrarnuscular codes. According to August 2000 CPT 
Assistant, when the lesions are located in deep subfascial or submuscular tissues, the appropriate code from the 
musculoskeletal system should be reported to describe the work entailed. However, there are no specific codes 
for excision offace/scalp or back/flank subfasciallintrarnuscular tumors. Unlisted codes 21499, 21899, 22899 
or 20999 should have been reported. As presented on each SoR and to maintain the survey-based relativity in 
relation to the subcutaneous codes which are being presented as work neutral, the survey-based RVW 
recommendations for the new subfascial codes have been reduced by 2.88% (please see attached Table 4). 

New Radical Codes: There are 2 new radical excision codes. These low frequency codes should have been 
reported using the unlisted codes 20999, 22999, or 49999. As presented on each SoR and to maintain the 
survey-based relativity in relation to the subcutaneous codes which are being presented as work neutral, the 
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survey-based RVW recommendations for the new subfascial codes have been reduced by 2.88% (please see 
attached Table 4). 

Methodology 

The MSTS and the AAOS, along with the ACS, AAO-HNS, ASPS, ASSH, AOF AS, and APMA conducted a 
full RUC survey for each of the 72 soft tissue tumor codes, with varying involvement. Surveying specialties for 
each code are shown the Summary of Recommendation forms. Multiple conference calls before, during and 
after the survey process were held to be certain everyone was involved. We attempted to identify surgeons 
familiar with the procedures to survey and except for some of the very low volume codes, a minimum of 30 
survey responses was obtained and almost all respondents had experience for the codes they were reviewing. In 
developing our recommendations for pre-service time, we utilized the pre-time packages. For some codes, we 
also added time in a standardized fashion for positioning beyond supine ( eg, prone, lateral, beach chair). For 
each code, a description of pre-time changes (additions and subtractions) is presented in the rationale section. 

All codes were reviewed separately and together to be certain rank order was correct within and between 
families. Subsequently, based on the adjustment (-3.06%) to the subcutaneous family of codes to maintain 
work-neutrality, all other survey-based recommendations were reduced I adjusted. 

Very few of these codes (primarily small subcutaneous) will be priced in the office setting. Practice expense 
forms and spreadsheets have been provided. 

Frequency and Impact 

Although we understand that an estimate for frequency split for current codes and frequency estimate for new 
codes is important for CMS conversion factor calculations, we fmd if very difficult to predict with any comfort 
what the Medicare utilization will be for the soft tissue tumor codes. The tvpical patient is not Medicare-age for 
any of these procedures. After querying all specialty participants, we created a table that shows our best attempt 
to estimate the percentage split of each code into code pairs of small and large tumors. We also included 
estimates for the new codes. Utilizing the "adjusted" work RVU recommendations and 2007 Medicare 
frequency data, the estimated Medicare impact for the subcutaneous codes in Tab 4 is zero because these 
recommendations have been made budget neutral. For the family ofsubfacial codes in Tab 5, the estimated 
impact is 48K RVUs. For the family of radical excision of soft tumors in Tab 6, the estimated impact is 49K 
RVUs. For the new code pairs in Tab 7, the estimated impact will be zero or negative (ie, savings) as these 
codes. represent a shift of reporting from other current codes, including codes with a 1 0-day global period where 
multiple ~/Ms could be reported after the I 0 day period. 

I 
I Summary 
I 

We appreciate the counsel offered at the RUC prefacilitation committee discussions. Specifically, we reduced 
the RVW !recommendations for the subcutaneous codes to maintain work neutrality within that family because 
those codes were never presented as misvalued at a SYR. Additionally, we removed additional pre-service 
evaluatioA time for the radical codes and accepted the pre-time package times. We also appreciate that the 

I 

prefacilitation committee took time at the last RUC meeting to go over compelling evidence code by code for 
many of the subfascial and radical codes- accepting the arguments presented. Specifically, that the data for 
most ofthb codes is based on a flawed Harvard review of the wrong specialty for intra-time only. With respect 
to the few 1codes that were not presented in a SYR comment letter, the prefacilitation committee agreed that 

I 

those codes would need to be considered so as not to create rank order anomalies. 

I 
We understand that this is a large number of codes that need to be valued relative to each other and more 
importantly relative to all other codes in the PFS. The participating specialties have spent an extraordinary 
amount of time developing recommendations that accomplish this task. We hope that the RUC will take the 

I -
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time necessary to review these codes individually and fairly. A similarly large number of codes came to the 
RUC at the last SYR (ElM codes). The process the RUC used to set anchors and work code by code to fit the 
rest of the codes within the anchors delivered a product that was cohesive and relative to the PFS. This may be 
a process that can work for the review of this large number of codes. 

Attachments 

Tab 4 Summary Table 
Tab 5 Summary Table 
Tab 6 Summary Table 
Tab 7 Summary Table 
Tabs 4-7 All Codes (Survey, MPC, References) 
Tabs 4-7 Frequency Distribution 
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TAB 4 SUMMARY: 

are 10 currently for tissue tumors. For CPT 
0, these 10 codes have been split Into 20 codes to differentiate the size of the excised 

lesion. These codes were never presented as misvalued during a 5 Year Review. To 
maintain work neutrality, the survey-based RVW recommendations (Col M) were 

lre,cfuc:ed/adjus.ted by 2.88%. 

01 Soft·Tissue-Oata(FINAL-FEB.09).xls 



TAB 5 SUMMARY: 

are 10 CPT codes currently for subfasclal excision of soft tissue tumors. For CPT 2010, 
10 codes have been split Into 20 codes to differentiate the size of the excised lesion. Please 

the SoR for each code pair that presents the compelling evidence rationale to review these 
under the 5 year review process. 

01 Soft. xis 



TAB 6 SUMMARY: 

are codes subfasclal excision soft tissue 
these 11 codes have been split Into 22 codes to differentiate the size of the excised 
• Please see the SoR for each code pair that presents the compelling evidence 

Jrat:lon,ale to review these codes under the 5 year review process. 

01 Soft· Tissue-Dala(FINAL·FEB·09).xls 



There are 4 new subcutaneous codes. To maintain the survey-based relativity In relation to the subcutaneous codes 
which are being presented as work neutral, the recommended RVWs (Col M) have been reduced by 2.88% (Col J). 
According to August 2000 CPT Assistant, when lipomas are excised from skin or subcutaneous tissue, It would be 
appropriate to utilize the Integumentary system excision of benign lesion codes (11400·11446). However, the new code 
descriptors refer to "tumors" without reference to benign or malignant, so the malignant lesion codes may also apply 
(11600·11646). Additionally, unlisted code 17999 may have been used. 

As a "back of the envelope calculation," adjustments were made to the RVWs for the benign/malignant lesion codes to 
take Into account additional work (time and visits) for the new codes. The results shown above In Column J Indicate that 
the recommended RVW for the new 90-day global codes Indicate neutrality or savings when compared with the 10-day 
global lesion codes (adjusted for difference In time and one addition office visit). This Is a conservative estimate because 
there are no restrictions on the 10-day global codes for number of office visits after 10 days. Whereas the 90-day codes 
Include only two visits. 

There are 4 new subfasclal/lntramuscular codes. To maintain the survey-based relativity In relation to the subcutaneous 
codes which are being presented as work neutral, the recommended RVWs (Col M) have been reduced by 2.88% (Col J). 
According to August 2000 CPT Assistant, when the lesions are located In deep subfasclal or submuscular tissues, the 
appropriate code from the musculoskeletal system should be reported to describe the work entailed. However, there are 
no specific codes for excision of face/scalp or back/flank subfasclal/lntramuscular tumors. Unlisted codes 21499, 21899, 
22899 or 20999 may have been reported. 

01 Soft-Tissue-Oat•'~ "''l·FEB·09).xls 
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TAB 7 SUMMARY: Recommendations for New Soft Tissue Tumor Codes 
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• • 
There are 2 new rad-lcai excision codes: To malntafn the suriey~based relativity in relation to' the. subcutaneous codes 
which are being presented as work neutral, the recommended RVWs (Col M) have been reduced by 2.88% (Col J). These 
low frequency codes should have been reported using the unlisted codes 20999, 22999, or 49999. 
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TABS 4-7: Soft Tissue Tumor Code Estimated Distribution 

NEW NEW 7,000 X X XXX XX XX 

P1 21011 Face/Scalp, subcut, < 2cm 90% 6,300 

P2 21012 Face/Scalp, subcut, > 2cm 10% 700 

NEW NEW 5,000 X X XXX XX X 

P3 -21013 Face/Scalp, subfasc < 2cm 90% 4,500 

P4 21014 Face/Scalp, subfasc > 2cm 10% 500 

'PR 21015 Face/Scalp,'radieal~anysize -3,979 23% 0% 7% -46% 15% 0%: 0% 9% 

P5 21015 Face/Scalp, radical< 2cm 90% 3,581 

P6 21016 Face/Scalp, radical> 2cm 398 

Hvd 21555 NeckfThorali;subcut- any size 8,577' 
P7 215XO NeckfThorax, subcut, < 3cm 90% 7,719 

P8 21552 NeckfThorax, subcut, > 3cm 10% 858 

Hvd '21556 N~. sidJfasc".anysize 7%_' 

P9 21556 NeckfThorax, subfasc <Scm 90% 5,043 

P10 21554 NeckfThorax, subfasc >Scm 10% 560 

40% -1% 

P11 21557 NeckfThorax, radical< Scm 90% 1,631 

P12 21558 Neck/Thorax, radical> Scm 10"A. 181 

Hvd 21930' BaCk/Flank, 'SI.\bCutlfasc --any size -- .9;16k/ 76% 

P13 21930 Back/Flank, subcut, < 3cm 90% 8,245 

P14 21931 Back/Flank, subcut, > 3cm 10% 916 

XXX :xx 
P15 21932 Back/Flank, subfasc <Scm 90% 2,700 

P16 21933 Back/Flank, subfasc >Scm 10% 300 

Hvd 21935 _ Back/Fiank,-radical- any size 1,412 53% 3% ':.10%- t25%' O"la "0% ' -~-0% -:- ' 10% 

P17 21935 Back/Flank, radical< Scm 90% 1,271 

P18 21936 Back/Flank, radical> Scm 10% 141 

XXX 

P19 22902 Abdom Wall, subcut, < 3cm 90% 3,150 

P20 22903 Abdom Wall, subcut, > 3cm 10% 350 

P21 22900 Abdom Wall, subfasc < Scm 90% 2,648 

P22 22901 Abdom Wall, subfasc > Scm 10% 294 

-XXX " 
'' - - -:-<x 

P23 22904 Abdom Wall, radical < Scm 90% 540 

P24 22905 Abdom Wall, radical > Scm 10% 60 

Hvd 23075 Shoulder;_subcut- any size -2,102- 68% 17% :, 1%- 5% 

P25 23075 Shoulder; subcut; < 3cm 90% 1,892 

P26 23071 Shoulder; subcut; > 3cm 10"A. 210 

Hvd 23076 Shoulder; subfasc - any size _1,953 50% 35%' 2%' 6% 0%' .1% 0% 6% 

P27 23076 Shoulder; subfascial; < Scm 90% 1,758 

P28 23073 Shoulder; subfascial; > Scm 10% 195 

-Hvd 23077 Shoulder; radical- any. size 631 38% 17% '10% 25% 0% 0% 0% 9% 

P29 23077 Shoulder; radical; < Scm 90% 568 

P30 23078 Shoulder; radical; > Scm 10% 63 

Hvd 24075 Upper arm I elll_o!i; subcut- any size, ',3,682 61% ''·2% ' '0% ' •'11% 

P34 24075 Upper arm I elbow; subcut; < 3cm 90% 3,314 

P35 24071 Upper arm I elbow; subcut; > 3cm 10% 368 

-Hvd 24076 Upper arm I el~ subfasc -any size 1;809 ~-' 43% 36%- '':2",{, '9% 0%: '4%.,•, "O"k •' - 6% 
P36 24076 Upper arm I elbow; subfasc; < Scm 90% 1,628 

P37 24073 Upper arm I elbow; subfasc; > Scm 10% 181 

Hvd 24077 Upper arm I elbow; radical - any size '893 37%' 19%, 10"/a- -~Ia 0% "1%' 0% 8% 

P38 24077 Upper arm I elbow; radical < Scm 90% 804 

P39 24079 Upper arm I elbow; radical > Scm 10% 89 
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TABS 4-7: Soft Tissue Tumor Code Estimated Distribution 

lg:;t!!>J :'~~PI~~ .... _: · >' ~':;{?t'P~$C;r!~Qr?.\&~;~,,,;1,~)1}i RJ~9-~SPJ!t(; ~YliJi!!!!{N!iJ :~:J~t!F~ ~~Q~!ft ~~3 .:.:Fi~t:!~t' :~~--JP .. $ ifi_H_§~! Z:RQI?] :fO!lt': 
.. Hvd· 25075 Foreann/Wrist;subcut-anysize 3,549 ~ 50% 22"/o , 1% '11% -Oo/o 5% Oo/o. 11%. 

P42 25075 Forearm/Wrist; subcut; < 3cm 90% 3,194 

P43 25071 Forearm/Wrist; subcut; > 3cm 10% 355 

Hvd 25076 Forearm/Wrist; subfasc ·any size 1,699 24% 46% 11% Oo/o 12% Oo/o .· 5% 

P44 25076 Forearm/Wrist; subfasc; < 3 em 90% 1,529 

P45 25073 Forearm/Wrist; subfasc; > 3 em 10% 170 

Hvd 2son Forearm/Wrist; radical· any'· size '703 41% 16% ~-8% 27%' 1% :ZOk . ': .. Oo/oS 6% 

P46 25077 Forearm/Wrist; radical; < 3 em 95% 668 

P47 25078 Forearm/Wrist; radical; > 3 em 5% 35 

' 8% 

P49 26115 Hand/Finger; subcut; < 1.5 em 90% 4,724 

PSO 26111 Hand/Finger; subcut; > 1.5 em 10% 525 

P51 26116 Hand/Finger; subfasc; < 1.5 em 95% 5,515 

P52 26113 Hand/Finger; subfasc; > 1.5 em 5% 290 

P53 26117 Hand/Finger; radical; < 3 em 95% 483 

P54 26118 Hand/Finger; radical; > 3 em 5% 25 

;':Hvd', ;·;27047 Pelvis/Hip, subCut . .' anY size. 

P58 27047 Pelvis/Hip, subcut, < 3cm 90% 1,278 

P59 27043 Pelvis/Hip, subcut, > 3cm 10% 142 

.·Hvd2 ·'.27048: Pelvis/Hlp, sUbfasc -any' siZe , · 
P60 27048 Pelvis/Hip, subfasc < Scm 90% 859 

P61 27045 Pelvis/Hip, subfasc > Scm 10% 95 

,Rue: ·: 27049 Pelvis/Hip,- radiCal· any size 

P62 27049 Pelvis/Hip, radical < Scm 80% 384 

P63 27059 Pelvis/Hip, radical > Scm 20% 96 

· HVd~ : 27327 ,; Thlgllfl<nee,' subcUt- any' size •; · · 

P68 27327 Thigh/Knee, subcut, < 3cm 90% 2,461 

P69 27337 Thigh/Knee, subcut, > 3cm 10% 273 

P70 27328 Thigh/Knee, subfasc < Scm 90% 1,524 

P71 27339 Thigh/Knee, subfasc > Scm 10% 169 

P72 27329 Thigh/Knee, radical < Scm 90% 1,026 

P73 27364 Thigh/Knee, radical >'Scm 10% 114 

. Hvd 27618 Leg/Ankle, 'subcut ·any size . 48% 20%-- '1% 8% ·ocy. o% 1or.: · :A1o/o .. 

Pn 27618 Leg/Ankle, subcut, < 3cm 90% 1,342 

P78 27632 Leg/Ankle, subcut, > 3cm 10% 149 

Hvd · · 27619 LegtArikle, subfasc ~any size -~~072 ' ,, 28% 35% 3% 8% Oo/o 0% 

P79 27169 Leg/Ankle, subfasc < Scm 90% 965 

PBO 27634 Leg/Ankle, subfasc > Scm 10% 107 

Hvd 27615 Leg/Ankle, radical ·any size 36% 15% 6% '34% Oo/o 0% 4% , :&% ... 
P75 27615 · Leg/Ankle, radical< Scm 90% 984 

P76 27616 Leg/Ankle, radical> Scm 10% 109 

Hvd .28043., Foot/Toe, subcut ·.any,slie~' 4% 17% . 

P86 28043 Foot/Toe, subcut, < 1.5cm 90% 2,948 

P87 28039 Foot/Toe, subcut, > 1.5cm 10% 328 

Hvd :28045 Foot/Toe, subfaSc • any.Size ., '' •· :ZOk 18%': 0% '1% 

P88 28045 Foot/Toe, subfasc < 1.5cm 95% 3,034 

P89 28041 Foot/Toe, subfasc > 1.5cm 5% 160 

Hvd_, .:28046' Foot/Toe, r8dic81·.anysiZe " 15% 9% 5% .. 21% Oo/o · '0% 47% ·, '3% 

P84 28046 Foot/Toe, radical < 3cm 95% 395 

PBS 28047 Foot/Toe, radical > 3cm 5% 21 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 

Facility Direct Inputs 

CPT Code: See Below 

CPT Short Descriptor: 

P1 Face/Scalp, subcut, < 2cm P25 Shoulder; subcut; < 3cm PS Pelvis/Hip, subcut, < 3cm 8 

P2 Face/Scalp, subcut, > 2cm P26 Shoulder; subcut; > 3cm PS Pelvis/Hip, subcut, > 3cm 9 

P3 Face/Scalp, subfasc < 2cm P27 Shoulder; subfascial; < Scm P6 Pelvis/Hip, subfasc < scm 0 

P4 Face/Scalp, subfasc > 2cm P28 Shoulder; subfascial; > Scm P6 Pelvis/Hip, subfasc >Scm 1 

PS Face/Scalp, radical < 2cm P29 Shoulder; radical; < Scm P6 Pelvis/Hip, radical < Scm 2 

P6 Face/Scalp, radical > 2cm P30 Shoulder; radical; > Scm P6 Pelvis/Hip, radical > scm 3 

P7 Neck/Thorax, subcut, < 3cm P34 Arm I elbow; subcut; < 3cm P6 Thigh/Knee, subcut, < 3cm 8 

P8 Neck/Thorax, subcut, > 3cm P35 Arm I elbow; subcut; > 3cm P6 Thigh/Knee, subcut, > 3cm 9 

P9 Neck/Thorax, subfasc < scm P36 Arm I elbow; subfasc; < scm P7 Thigh/Knee, subfasc < scm 0 

P10 Neck/Thorax, subfasc > scm P37 Arm I elbow; subfasc; > Scm P7 Thigh/Knee, subfasc > scm 1 

P11 Neck/Thorax, radical < scm P38 Arm I elbow; radical < Scm P7 Thigh/Knee, radical < scm 2 

P12 Neck/Thorax, radical > scm P39 Arm I elbow; radical > scm P7 Thigh/Knee, radical > Scm 3 

P13 Back/Flank, subcut, < 3cm P42 Forearm/Wrist; subcut; < 3cm P7 Leg/Ankle, radical < Scm 5 

P14 Back/Flank, subcut, > 3cm P43 Forearm/Wrist; subcut; > 3cm P7 Leg/Ankle, radical > scm 6 

P15 Back/Flank, subfasc < Scm P44 Forearm/Wrist; subfasc; < 3 em P7 Leg/Ankle, subcut, < 3cm 7 

P16 Back/Flank, subfasc > scm P45 Forearm/Wrist; subfasc; > 3 em P7 Leg/Ankle, subcut, > 3cm 
8 

P17 Back/Flank, radical < Scm P46 Forearm/Wrist; radical; < 3 em P7 Leg/Ankle, subfasc < Scm 9 

P18 Back/Flank, radical > scm P47 Forearm/Wrist; radical; > 3 em P8 Leg/Ankle, subfasc >scm 0 

P19 Abdom Wall, subcut, < 3cm P49 Hand/Finger; subcut; < 1.S em P8 Foot/Toe, radical < 3cm 4 

P20 Abdom Wall, subcut, > 3cm PSO Hand/Finger; subcut; > 1.s em P8 Foot/Toe, radical > 3cm 5 

P21 Abdom Wall, subfasc < scm P51 Hand/Finger; subfasc; < 1.s em P8 Foot/Toe, subcut, < 1.Scm 
6 

P22 Abdom Wall, subfasc > scm P52 Hand/Finger; subfasc; > 1.s em P8 Foot/Toe, subcut, > 1.Scm 7 

P23 Abdom Wall, radical < scm P53 Hand/Finger; radical; < 3 em P8 Foot/Toe, subfasc < 1.Scm 8 

P24 Abdom Wall, radical > scm P54 Hand/Finger; radical; > 3 em P8 Foot/Toe, subfasc > 1.scm 9 

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

A consensus committee of orthopaedic surgeons, general surgeons, surgical oncologists, plastic surgeons, otolaryngologists, 
foot and ankle orthopaedic surgeons, and podiatrists representing all types of practices and all geographic settings discussed 
the practice expense details for the new codes shown above. The consensus was that none of these procedures are emergent. 
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CPT Code: See Below 

'Please describe the clinical activities of your staff: 

_ re-Service Clinical Labor Activities: 
The clinical staff completes pre-service diagnostic and referral forms. They call the hospital to schedule space and 
equipment needed in the facility and coordinate with the facility, the patient and other offices as necessary to prepare for 
the procedure. Clinical staff will provide and review educational materials and information prior to the procedure. 
Clinical staff will also call in any prescriptions necessary for the patient prior to the procedure and contact the patient 
prior to the procedure to confirm pre-procedure instructions are being carrier out. Calls may also be necessary to 
coordinate changes in polypharmacy prior to the procedure. 

Intra-Service Clinical Labor Activities: 
N/A 

Post-Service Clinical Labor Activities 
Discharge management (standard 6 minutes for same day or 12 minutes for overnight/admit) and standard office visit 
related activities are performed. 
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AMA/Specialty Society Update Process. 
Practice Expense Summ_ary of Recommendation 

010 or 090 Day Global Periods 

Non Facility Direct Inputs 

CPT Short Descriptor: 

P1 Face/Scalp, subcut, < 2cm P49 Hand/Finger;..subcut; < 1.5 em 
P3 Face/Scalp, SUBFASC < 2cm P58 Pelvis/Hip, subcut, < 3cm 
P7 NeckfThorax, subcut, < 3cm P68 Thigh/Knee, subcut, < 3cm 
P13 Back/Flank, subcut, < 3cm P77 Leg/Ankle, subcut, < 3cm 
P19 Abdom Wall, subcut, < 3cm P86 Foot/Toe, subcut, < 1.5cm 
P25 Shoulder; subcut; < 3cm P87 Foot/Toe, subcut, > 1.5cm 
P34 Upper arm I elbow; subcut; < 3cm P88 Foot/Toe, SUBFASC < 1.5cm 
P42 Forearm/Wrist; subcut; < 3cm 

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

A consensus committee of orthopaedic surgeons, general surgeons, surgical oncologists, plastic surgeons, otolaryngologists, 
foot and ankle orthopaedic surgeons, and podiatrists representing all types of practices and all geographic settings discussed 
the non-facility practice expense details for the new codes shown above. The consensus was that none of these procedures 
are emergent. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
The clinical staff completes pre-service diagnostic and referral forms. Clinical staff will provide and review educational 
materials and information prior to the procedure. Clinical staff will also call in any prescriptions necessary for the patient 
prior to the procedure and contact the patient prior to the procedure to confirm pre-procedure instructions are being 
carrier out. Calls may also be necessary to coordinate changes in polypharmacy prior to the procedure. 

Intra-Service Clinical Labor Activities: 
Clincal staff reviews the chart to be certain all pre-procedure testing and images are available and the H&P is current. 
The patient will be greeted and gowned and vital signs obtained. The procedure is reviewed. The procedure room is 
prepared, making certain supplies and equipment necessary are available. Clinical staff assists the physician with 
prepping, positioning, and providing anesthesia. This is a sterile procedure therefore, once the clinical staff is gloved, 
they will remain in the room and assist the physician with the entire procedure. After completion of the procedure, 
clinical staff will monitor the patient; clean the room; clean the surgical instruments; prepare diagnostic forms and send 
the excised specimen to pathology; check dressings; and provide instructions on wound care, follow-up visits, and 
prescriptions. 

Post-Service Clinical Labor Activities 
Standard office visit related activities are performed. 
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~ Meeting Date: Jan/Feb 2009 21011 
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Face/Scalp, subcut, 

4 <2cm 

5 LOCATION Code Staff Type Office FaciHtY 

6 GLOBAL PERIOD 090 090 
7 TOTAL CLINICAL LABOR TIME L037D RNILPN/MTA 158 129 

8 TOTAL PRE-SERV CLINICAL LABOR TIME L037D RNILPN/MTA 35 60 
9 TOTAL SERVICE PERIOD CLINICAL LABOR TIME L037D RNILPN/MTA 60 6 

10 TOTAL POST·SERV CLINICAL LABOR TIME L037D RNILPN/MTA 63 63 

11 PRE-SERVICE 

12 Start: Following visit when decision for surgery or procedure made 

13 Col11!l_lete pre-service diaanostic & referral forms L037D RNILPN/MTA 5 5 
14 Coordinate pre-surgery services L037D RNILPNIMTA 10 20 

15 Schedule space and equipment In facilitY L037D RNILPN/MTA 8 

16 Provide pre-service education/obtain consent L037D RN/LPN/MTA 10 20 

17 Follow-up phone calls & prescriptions L037D RNILPN/MTA 10 7 

18 Other Clinical Activity (please specify) L037D RNILPNIMTA 

19 End:When patient enters office/facility for surgery/procedure 

20 SERVICE PERIOD I 
21 Start: When patient enters site for procedure: Services Prior to Procedure 

22 Greet patient and provide aownina L037D RNILPN/MTA 3 

23 Obtain vital sians L037D RNILPN/MTA 3 

24 Pr~re room, eauioment, supplies L037D RNILPNIMTA 2 

25 Prepare and position patienV monitor patienV set up IV L037D RN/LPNIMTA 2 

26 Intra-service 

27 Assist physician in performing procedure L037D RNILPNIMTA 30 

28 Post-Service 

29 Monitor pt. followina service/check tubes, monitors, drains L037D RN/LPN/MTA 1 

30 Clean room/equipment by physician staff L037D RN/LPN/MTA 3 

31 Clean Scope L037D RNILPN/MTA 

32 Clean Surgical Instrument Packaae L037D RNILPN/MTA 10 

33 Complete diagnostic forms, lab & X-ray requisitions L037D RNILPNIMTA 3 

34 Review/read X-ray, lab, and pathology reports L037D RNILPN/MTA 
Check dressings & wound/ home care instructions 

L037D RNILPN/MTA 3 35 /coordinate office visits /orescriotions 
36 Discharae dav manaaement L037D RNILPN/MTA 6 

37 Other Clinical Activity (please specify) L037D RN/LPNIMTA 

38 End: Patient leaves office 

39 POST ·SERVICE Period 

40 Start: Patient leaves office/facility 

41 Conduct phone calls/cal! in prescriptions 

42 List Number and Level of Office Visits 

43 99211 16 minutes 16 

44 99212 27 minutes 27 1 1 
45 99213 36 minutes 36 1 1 
46 99214 53 minutes 53 

47 99215 63 minutes 63 

48 Other 

49 Total Office Visit Time L037D RNILPN/MTA 63 63 

~ Other: 

51 End: with- last offlc~ visit b~f~re endof globai i)-~rlod 
AMA Specialty Society Recommendation 

F I G 

P3 
21013 
Face/Scalp, 

SUBFASC < 2cm 

Office Facility 

090 090 
173 129 
35 60 
75 6 

63 63 

5 5 
10 20 

8 
10 20 
10- 7 

3 
3 
2 
2 

45 

1 
3 

10 
3 

3 

6 

1 1 
1 1 

63 63 

H I I J I K L I M N I v -

P7 P13 P19 P58 
21555 21930 22902 27047 

Neck/Thorax, subcut, Back/Flank, subcut, • Abdom Wall, subcut, Pelvis/Hlp, subcut, < 
<3cm 3cm <3cm 3cm 

Office Faclllt~ Office Facility Office FacilitY Office Facility 

090 090 090 090 090 090 090 090 
163 129 173 129 173 129 168 129 
35 60 35 60 35 60 35 60 
65 6 75 6 75 6 70 6 

63 63 63 63 63 63 63 63 

5 5 5 5 5 5 5 5 
10 20 10 20 10 20 10 20 

8 8 8 8 
10 20 10 20 10 20 10 20 
10 7 10 7 10 7 10 7 

3 3 3 3 
3 3 3 3 
2 2 2 2 
2 2 2 2 

35 45 45 40 

1 1 1 1 
3 3 3 3 

10 10 10 10 
3 3 3 3 

3 3 3 3 

6 6 6 6 

1 1 1 1 1 1 1 1 
1 1 1 1 1 1 1 1 

63 63 63 63 63 63 63 63 
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~ Meeting Date: Jan/Feb 2009 ' 21011 21013 21555 21930 22902 27047 
I .. 

Face/Scalp, subcut, Face/Scalp, Neck/Thorax, subcut, Back/Flank, subcut, Abdom Wall, subcut, Pelvis/Hlp, subcut, < 

4 <2cm SUBFASC < 2cm <3cm 3cm <3cm 3cm 

5 LOCATION Code Staff Type Office Facility Office Facility Office Facility Office Facility Office Facility Office Facility 
.. . ---- . . . . .. - ·- . ---- -- -·· 

52 MEDICAL SUPPLIES Code Unit 
53 [pack, minimum multi-specialty visit SA048 pack 3 2 3 2 3 2 3 2 3 2 3 2 
54 I pack, post-op incision care jsuture )_ SA0 54 _pack 1 1 1 1 1 1 1 1 1 1 1 1 
55 scrub brush (impregnated) SM023 item 2 2 2 2 2 2 
56 mask, surgical SB033 Item 2 2 2 2 2 2 
57 gloves, sterile SB024 pair 2 2 2 2 2 2 
58 gown, staff, impervious SB027 Item 2 2 2 2 2 2 
59 blade, surgical hair clipper SF010 Item 0.5 0.5 0.5 0.5 0.5 0.5 
60 povidone surgical scrub (Betadine) SJ042 ml 10 10 10 10 10 10 
61 drape, sterile, for Mayo stand SB012 Item 1 1 1 1 1 1 
62 drape, sterile barrier 16in x 29in SB007 Item 1 1 1 1 1 1 
63 drape-towel, sterile OR blue (2 pk uou) SB020 Item 2 2 2 2 2 2 
64 skin marking pen, sterile (Skin Skribe) SK075 Item 1 1 1 1 1 1 
65 drape, sterile, u-shape SB015 Item 1 1 
66 arm board SC003 Item 
67 bandage, Esmarch-Martin, sterile 3in X 9ft SG015 Item 
68 tourniquet, ankle, sterile SD123 Item 

69 swab-!J8d, alcohol SJ053 Item 1 1 I 1 2 2 2 
70 lidocaine 1% w-epi inj (Xylocaine w-epi) SH046 ml 10 10 20 10 10 10 
71 bupivacaine 0.5% inj (Marcaine) SH021 ml 10 10 10 
72 needle, 18-27g SC029 Item 1 1 1 2 2 2 
73 needle, 30g SC031 Item 1 1 1 2 2 2 
74 ~yringe 10-12ml SC051 Item 1 1 2 2 2 2 
75 syringe 50-60ml SC056 Item 1 1 1 1 1 1 
76 sodium chloride 0.9% irrigation (500-1000ml uou) SH069 Item 1 1 1 1 1 1 
77 under!>_ad 2ft x 3fU_Chux) SB044 Item 1 1 1 2 2 2 
78 basin, irrigation SJ009 Item 1 1 1 
79 scalpel with blade, surgical (#10-201 SF033 Item 1 1 1 1 1 1 
80 suture, nylon, 3·0 to 6-0, c SF036 Item 1 1 ' 1 1 1 1 
81 suture, vicryl, 3-0 to 6-0, p, ps SF040 Item 1 1 1 1 1 1 
82 cautery._ bipolar cord SF012 Item 
83 cautery, bipolar, pencil-handpiece SF013 Item 

84 cautery, monopolar, pencil-handpiece SF020 Item 1 1 1 1 1 1 
85 cautery, patient ground pad w-cord SF021 Item 1 1 1 1 1 1 
86 _gauze, sterile 4in x 4in (10 pack uou) SG056 Item 1 1 1 2 2 2 
87 bacitracin oint (0.9gm uou) SJ007 Item 2 2 2 2 2 2 
88 dressing. 5in x 9in (Xeroform) SG041 Item 1 1 
89 tape, surgical paper 1 in (Micropore) SG079 Inch 12 12 12 12 12 12 
90 dressing, 3inx4in (Telfa, Release) SG035 Item 1 1 1 
91 bandage, Kerlix, sterile 4.5in SG016 Item 
92 bandage, elastic, self-adherent wra(l1 in (Co ban) SG014 Item 
93 :pack, cleaning, surgical instruments SA043 pack 1 1 1 1 1 1 
94 cup, bi01>_sy-specimen sterile 4oz SL036 Item 1 1 1 1 1 1 
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r-2- Meeting Date: Jan/Feb 2009 21011 21013 21555 21930 22902 27047 
. - ---

Face/Scalp, subcut, Face/Scalp, Neck/Thorax, subcut, Back/Flank, subcut, Abdom Wall, subcut, Pelvis/Hlp, subcut, < 
0 <2cm SUBFASC < 2cm <3cm 3cm <3cm 3cm 4 

5 LOCATION Code Staff Type Office Facility Office Facility Office Facility Office Facility Office Facility Office Facility 

Equipment 
- . ~ .. ---- -- -------. ---. -----

95 Code 

96 table, power EF031 123 63 138 63 128 63 138 63 138 63 133 63 
97 light, surgical EF014 123 63 138 63 128 63 138 63 138 63 133 63 
98 instrument pack, basic ($500-$1499) EQ137 60 75 65 75 75 70 
99 mayo stand EF015 60 75 65 75 75 70 
100 electrocautery-hyfrecator, up to 45 watts EQ110 60 75 65 75 75 70 
101 tourniquet system (Zimmer1200) EQ240 
102 camera, digital_(6 mexaplxel) ED004 5 5 5 
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A I B I c 
AMA Specialty Society RVS Update Committee Recommendati 

- -- --- ---- --- - --- --- -----~--- --------------

- - - - i-
Meeting Date: Jan/Feb 2009 1 

-- --

-- -- -- ----

LOCATION Code Staff Type 

GLOBAL PERIOD 
TOTAL CLINICAL LABOR TIME L037D RNILPN/MTA 
TOTAL PRE-SERV CLINICAL LABOR TIME L037D RNILPN/MTA 
TOTAL SERVICE PERIOD CLINICAL LABOR TIME L037D RN/LPN/MTA 

TOTAL POST-SERV CLINICAL LABOR TIME L037D RNILPN/MTA 

PRE-SERVICE 
Start: Following visit when decision for surgery or _j)rocedure made 
Complete pre-service diagnostic & referral forms L037D RNILPN/MTA 
Coordinate pre-surgery services L037D RNILPN/MTA 
Schedule space and equipment in facility L037D RNILPN/MTA 
Provide pre-service education/obtain consent L037D RN/LPN/MTA 
Follow-up phone calls & prescriptions L037D RNILPN/MTA 

Other Clinical Activity(please SQ_eclfy) L037D RNILPN/MTA 

End:When patient entere office/facility for surgery/procedure 

SERVICE PERIOD I 
Start: When patient enters site for procedure: Services Prior to Procedure 
Greet~tient and provide gowning L037D RN/LPN/MTA 
Obtain vital signs L037D RNILPN/MTA 
Prepare room, equipment. supplies L037D RNILPN/MTA 

Prepare and position patienV monitor patienV set up IV L037D RN/LPN/MTA 

Intra-service 
Assist physician In performing procedure L037D RNILPN/MTA 
Post-Service 
Monitor pt. following service/check tubes, monitors, drains L037D RNILPN/MTA 
Clean room/equipment by physician staff L037D RNILPN/MTA 
Clean Scope L037D RNILPN/MTA 

Clean Surgical Instrument Package L037D RNILPN/MTA 

Complete diagnostic forms, lab & X-ray requisitions L037D RNILPN/MTA 

Review/read X-ray, lab, and pathology reports L037D RNILPN/MTA 
Check dressings & wound/ home care instructions 

L037D RNILPN/MTA 
/coordinate office visits /orescriotions 
Discharge day management L037D RNILPN/MTA 

Other Clinical Activity (please specify) L037D RN/LPN/MTA 

End: Patient leaves office 

POST-SERVICE Period 
Start: Patient leaves office/facility 
Conduct phone calls/cal! in prescriptions 
List Number and Level of Office Visits 
99211 16 minutes 16 

99212 27 minutes 27 
99213 36 minutes 36 
99214 53 minutes 53 
99215 63 minutes 63 
Other 
Total Office Visit Time L037D RNILPN/MTA 

Other: --- -- -- --- ---- -.----------
End: with Ia visit before end of global period 

AMA Specialt>, ~~-.1ety Recommendation 

p I a R I s 

P34 P42 
24075 25075 

Upper arm I elbow; Forearm/Wrist; 
subcut; < 3cm subcut; < 3cm 

Office Facility Office Facility 

090 090 090 090 
158 129 158 129 
35 60 35 60 
60 6 60 6 
63 63 63 63 

5 5 5 5 
10 20 10 20 

8 8 
10 20 10 20 
10 7 10 7 

3 3 
3 3 
2 2 
2 2 

30 30 

1 1 
3 3 

10 10 
3 3 

3 3 

6 6 

1 1 1 1 
1 1 1 1 

63 63 63 63 

' 

T I u v I w X I y z I AA AB I AC 

P49 P25 P68 P77 P88 
26115 23075 27327 27618 28045 

Hand/Finger; subcut; Shoulder; subcut; < Thigh/Knee, subcut, Leg/Ankle, subcut, < Foot/Toe, SUBFASC 
< 1.5 em 3cm <3cm 3cm < 1.5cm 

Office Facility Office Facility Office Facility Office Facility Office Facility 

090 090 090 090 090 090 090 090 090 090 
158 129 158 129 158 129 158 129 200 156 
35 60 35 60 35 60 35 60 35 60 
60 6 60 6 60 6 60 6 75 6 
63 63 63 63 63 63 63 63 90 90 

5 5 5 5 5 5 5 5 5 5 
10 20 10 20 10 20 10 20 10 20 

8 8 8 8 8 
10 20 10 20 10 20 10 20 10 20 
10 7 10 7 10 7 10 7 10 7 

3 3 3 3 3 
3 3 3 3 3 
2 2 2 2 2 

2 2 2 2 2 

30 30 30 30 45 

1 1 1 1 1 
3 3 3 3 3 

10 10 10 10 10 
3 3 3 3 3 

3 3 3 3 3 

6 6 6 6 6 

1 1 1 1 1 1 1 1 2 2 
1 1 1 1 1 1 1 1 1 1 

63 63 63 63 63 63 63 63 00 90 
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2... - --- ---
.2..l·~ .... ::;.lll Date: Jan/Feb 2009 

4 

5 !LOCATION 

52IMED_ICAL S!JPP_L.(ES 
53 pack, minimum mL • visit 
54 pack, post-op incision care (suture) 
55 scrub brush 
56 1mask, surgical 
!IT_ ,gloves, sterile 
58 !gown, staff, impervious 
59 I blade, surgical hair clipper 
60 •nvitlnnA surgical scrub 
61 drape, sterile, for Mayo stand 
62 drape, sterile barrier 16in x 29in 
63 sterile OR blue (2 pk uou) 
64iskin marking pen, sterile (Skin Skribe) 

, 65 drape, sterile, u-shape 
66 arm board 
67 c. "• sterile 3in X 9ft 
6BIInllrnin11RI,'ankle, sterile 

69 alcohol 
...... 70 !lidocaine 1% w-epi inj 'w-epi) 

...... I1 · 0.5% inj l'""-'-"-"-"'"1 
W 72 1needle, 18-27g 
-...! 73 needle, 30g 

H syringe 10-12ml 
75 I syringe 50-60ml 
76 I sodium chloride 0.9% irrigation !::>uu-•uuum• uou) 
]7_ 2ft x 3ft (Chux) 
78 I basin, irrigation 
79 iscalpel with blade, surgical (#10-20) 

_ .!!!!_ I suture,_nylon, 3-0 to 6-0, ~ 
81 I suture, vicryl, 3-0 to 6-0, p, ps 
82 I cautery, bipolar cord 
83 !cautery, bipolar, "" 
84 icautery, ·" 
85 !cautery, patienlgr<>.!Jrl<! pad w-cord 
86 gauze, sterile 4in x 4in (10 pack uou) 
87 oint (0.9gm uou) 
88 11" ,inn 5in X 9in li\"IUIUIIII, 

~ tape, surgical p~~_1in \"'"'-'Vf'V'"'L 

90 3inx4in (Telfa, Release) 
91 Kerlix, sterile 4Jiif1 
~2_ elastic, ·" .... :wrap 1in (Coban) 
93 pack, cleaning, surgical 
94 cup, sterile 4oz 

AMA Specialty Society Recommendation 

B C 

Code 

cod_e 
5A048 
5A054 
5Mm 
58033 
58024 
58027 
5F010 
5J042 
58_012 
58007 
58020 
51<_075 
58015 
5C003 
5G015 
50123 
5J053 
5H046 
5H021 
5C029 
5C031 
5C_M! 
5C056 
SH069 
58_()_44 
5J009 
5F033 
5F036 
5F040 
5F012 
5F013 
5F020 
5F021 
5G056 
5J_D_O? 
5G041 
5G079 
5G035 
5G016 
5®M_ 
5A043 
51..0~6-

Staff Type 

_U_oli 
pack 
pack 
~m 
Item 
pair 

_ililm 
Item 
ml 

Item 
Item 
Item 

_I! em 
Item 
Item 

_Item 
Item 
Item 
ml 
ml 

Item 
Item 
Item 
Item 
Item 

_ililm 
Item 
Item 
Item 
Item 
Item 
Item 
Item 
Item 
Item 
item 
Item 
Inch 
Item 
Item 
Item 

P I a " I s T I U v I w X I Y ZIM-IAC 
~34 _!J42 P49 P25 P68 P77 P88 
24075 25075 26115 i 23075 27327 

Upper arm I elbow; Forearm/Wrist; .w .. -· .. .,. • subcut; Shoulder; subcut; < Thigh/Knee, subcut, Leg/Ankle, subcut, < I Foot/Toe, ~ttR&:A~C' 
subcut; < 3cm subcut; < 3cm < 1.5 3cm < 3cm 3cm < 1.5cm 

Office Facility Office Facility Office Facility Office Facility Office Facility Office Facility Office Facility 

3 2 3_ 2_ 
1 1 1 1 
2 2 
2 2 
2 2 
2 2_ 

0.5 0.5 
10 10 
1 1 
1 1 
1 1 
1 1 

1 
1 

1 

20 
1 
2 
2 
1 
1 
1 
1 
1 
1 
1 
1 
1 

1 
1 
1 
1 

12 
1 
1 
1 
1 
1 

1 
1 

1 

20 
1 
2 
2 
1 
1 
1_ 
1 
1 
1 
1 
1 
1_ 

1 
1 
1_ 
1 
12 
1 
1 
1 
1 
1 

1 1 
2_ 
2 
2 
2_ 

10 
1_ 
1 
1 
1 

1 
1_ 

1 

20 
1 
2 
2 
1 
1 
1 
1 
1 
1 
1 
1 
1 

1 
1 
1 
1 
12 
1 
1 
1 
1 
1 

1 
2_ 
2 
2 
~-

10 
1 
1 
1 
1 

1 

20 
1 
2 
2 
1 
1 
2 
1 
1 
1 
1 
1 
1 

1 
1 
1 
1 

12 
1 
1 

1 
1 

1 1 1 1 1 
~ 2 
2 2 
2 2 
-~- 2 

0.5 0.5 
10 1Q_ 
.! 1 
1 1 
1 1 
.! _1 

~ 
10 
10 
~ 
2 
2 
1 
1 
1 

1 
1 
1 
1 
j_ 

1 
1 
1 
1 
12 
_1_ 
1 
1 
1 
1 

2 
10 
10 

--~-
2 
2 
1 
1 

_1_ 
1 
1 
1 
1 
1 
1 

1 
1 
1 
1 
12 
1 
1 
1 
1 
1 

1 1 
2 
2 
2 
2 

1 
1 
2 

_1_ 

1 
_1 
6 
6 

_1_ 
2 
2 
1 
1 
1 

1 
1 
1 

1 
1 
1 

1 
6 

1 
1 
1 
1 
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Meeting Date: Jan/Feb 2009 

LOCATION 

Equipment 
- -

------ - ---
table, power 
light, surgical 
instrument pack, basic ($500-$1499} 
mavo stand 
electrocautery-hyfrecator, up to 45 watts 
tourniquet system (Zimmer1200} 
camera, diaital (6 mexapixel) 

AMA SpeclaiL, .ety Recommendation 

8 

--

--

Code 
-- ---

--- Cod_e _ 
EF031 
EF014 
EQ137 
EF015 
EQ110 
EQ240 
ED004 

c p I Q R I s 
P34 P42 

------ ---- ---
24075 25075 

- --- -------
Upper ann I elbow; Foreann/Wrlst; 

subcut; < 3cm subcut; < 3cm 

Staff Type Office Facility Office Facility 
-- --- - -- ---
. --- --

123 63 123 63 
123 63 123 63 
60 60 
60 60 
60 60 
60 60 
5 5 

T I u v I w X I y z I AA AB j_ AC 

P49 P25 P68 P77 P88 
26115 23075 27327 27618 28045 

Hand/Finger; subcut; Shoulder; subcut; < Thigh/Knee, subcut, leg/Ankle, subcut, < Foot/Toe, SUBFASC 
< 1.5cm 3cm <3cm 3cm < 1.5cm 

Office Facility Office Facility Office Facility Office Facility Office Facility 
-- -- -- ---- --- -----

123 63 123 63 123 63 123 63 165 90 
123 63 123 63 123 63 123 63 165 90 
60 60 60 60 75 
60 60 60 60 75 
60 60 60 60 75 
60 75 
5 5 5 5 

6 
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AMA Specialty Society RVS Update 
-- ------- ---------

Committee Recommendation 

LOCATION Code Staff Type 

GLOBAL PERIOD 

TOTAL CLINICAL LABOR TIME L037D RNILPNIMTA 

TOTAL PRE-SERV CLINICAL LABOR TIME L037D RNILPN/MTA 

TOTAL SERVICE PERIOD CLINICAL LABOR TIME L037D RNILPNIMTA 

TOTAL POST-SERV CLINICAL LABOR TIME L037D RNILPNIMTA 

PRE-SERVICE 

Start: Following visit when decision for surgery or procedure made 

Complete pre-service diagnostic & referral forms L037D RNILPN/MTA 

Coordinate pre-surgery services L037D RN/LPN/MTA 

Schedule space and equipment in facility L037D RNILPN/MTA 

Provide pre-service education/obtain consent L037D RN/LPN/MTA 

Follow-up phone calls & prescriptions L037D RNILPN/MTA 

End:When patient enters office/facility for surgery/procedure 

SERVICE PERIOD 

Start: When patient enters site for procedure: Services Prior to Procedure 

Discharge day management L037D RN/LPN/MTA 

End: Patient leaves office 

POST -SERVICE Period 

Start: ~Patient leaves offic~/f~~~!ty ~ _ -- -- - --- ----- ----- --- ~- ~ ----------- ---
List Number and Level of Office Visits 

99211 16 minutes 16 
99212 27 minutes 27 
99213 36 minutes 36 
99214 53 minutes 53 
99215 63 minutes 63 
Total Office Visit Time L037D RN/LPNIMTA 

End: with last office visit before end of global period 

MEDICAL SUPPLIES Code Unit 
pack, minimum multi-specialty visit SA048 pack 
pack, post-op Incision care _(suture) SA0 54 .PaCk 
Equipment Code 
table, power EF031 
light, surgical EF014 

' AMA Specie !ty Recommendation 

N 0 p 

P78 P4 P9 
27632 21014 21556 
Leg/Ankle, Face/Scalp, Neck/Thorax 
subcut, > subfasc > , subfasc < 

3cm 2cm Scm 

FAConly FAConly FAConly 

090 090 090 
129 165 165 

60 60 60 

6 6 6 

63 99 99 

5 5 5 

20 20 20 

8 8 8 

20 20 20 
7 7 7 

6 6 6 

------ -~--- ---------- ---- ------

1 1 1 
1 2 2 

63 99 99 

2 3 3 
1 1 1 

63 99 99 
63 99 99 

Q R s T u v w 
P10 P15 P16 P21 P22 P27 P28 

21554 21932 21933 22900 22901 23076 23073 
Neck/Thorax Back/Flank, Back/Flank, AbdomWall, AbdomWall, Shoulder; Shoulder; 
, subfasc > subfasc < subfasc > subfasc < subfasc > subfasclal; subfasclal; > 

Scm Scm Scm Scm Scm Scm Scm 

FAC only FAC only FAC only FAC only FAC only FAC only FAC only 

090 090 090 090 090 090 090 
171 162 171 162 162 165 171 
60 60 60 60 60 60 60 
12 12 12 12 12 6 12 

99 90 99 90 90 99 99 

5 5 5 5 5 5 5 
20 20 20 20 20 20 20 
8 8 8 8 8 8 8 

20 20 20 20 20 20 20 
7 7 7 7 7 7 7 

12 12 12 12 12 6 12 

------- ------- -- ··- . - -- - - ------- ---- . - - ·--

1 2 1 2 2 1 1 
2 1 2 1 1 2 2 

99 90 99 90 90 99 99 

3 3 3 3 3 3 3 
1 1 1 1 1 1 1 

99 90 99 90 90 99 99 
99 90 99 90 90 99 99 
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P36 P37 P44 P45 P51 P52 P60 P61 P70 ru 

~ 
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- - - - -
24076 24073 25_(!~ 25073 26116 2~ 2~ 2!_()45 27328 27339 

Committee Recommendation Upper arm I Upper arm I VIVU .. IUn" IIUU~" 'U' .... Pelvis/Hlp, Pelvis/Hip, 1 ...... -~-

elbow; elbow; st; subfasc; st; subfasc; subfasc; < subfasc; > subfasc < subfasc > subfasc < subfasc > · 
subfasc; < subfasc; > <3cm >3cm 1.Scm 1.Scm Scm Scm Scm Scm 

Scm Scm 
3 

_<I_ LOCATION Code Staff Type FAC only FAC only FAC only FAC only FAConly FAC only FAC only FAC only FAC only FAC only 

5 r.l nR41 PERIOD OJIO 090 090 090 090 090 090 090 090 090 

6 TOTAL 1"1 INII"41 LABOR TIME L0370 RN/I_PNIMTA 165 165 165 165 165 165 162 171 _ill_ 171 

7 ,TOTAL PRE-~I=~V CLINICAL LA~QR TIME L03I__Q_ RNILPNIMTA 60 60 60 60 60 60 60 60 60 60 

8 l'OJAL ::;t:Rvu..;t: 1"1 INII"41. LABOR TIME L0370 RN/IPNIMTA 6 6 6 6 6 6 jl_ _1~ 12 ~-
9 TOTAL t'UST-SER'v I"IINII"41 LABOR TIME L0370 RN/lPNIMTA 99 99 99 99 99 99 90 99 90 99 

10 IDDI:. ~VII..t: 

11 Start: 1 visit when 1 for surgery or '"". •made 

12 ..... : & referral forms L03IQ_ RNnPN~ _§_ _§_ ~ _§_ ~ _5 5 5 5 5 

13 ·services L037D RNn PNIMTA 20 20 20 20 20 20 20 20 20 20 

14 ~r.hArlnl<~ space and "''~u'l'" '"'"' in facility L03!D RNILP~IMTA 8 8 _8_ 8 JS 8 8 8 8 8 

15 I Provide ..,, "'="-"'' "'""' .. .-~, _<:<>11sent L037D RN/LPN/MTA 20 20 20 20 20 20 _!()__ _2_0 ~- _!()__ 
16 ll=nlln\AI ... n phone calls & "" L037D RNn PN/MTA 7 7 7 7 7 7 7 7 7 7 

18 lEI UL patient enters ,,..,_ -·~· ...... 'for "'u''*'"· ... 
19 l;;,_<:n.vn .. c t't:KIUU I - 20 I Start: When patient enters site for nrnf'ArlnrA' Prior to Procedur" -~ 39 , day .. '"'"'If"",.,,, L037D RNfl.PN/MTA 6 6 6 CJ 6 6 12' 12 12' _12 - 41 lEnd: Patient leaves office 

42 lt'U:I l·:lt:KVII..t: Period 

fa- ·Start: Patient leave_!l_ -~f!l_c~!fa_clllty _ -- .. ---- .. ---- --- --- 1----- --- --- 1----- -- --- ---------- ------ -- -- ----- -------- --- --. - - ---- - --- -- -- - ... --
List Number and Level of Office Visits 

47 99211 16 minutes 16 

48 {!_9~12 27_ minutes 27 1 1 1 1 1 1 2 1 2 1 

49 99213 36 minutes 3_§__ ~ _2 _2_ ~ ~ ~ 1 2_ J 2 
50 99214 53 minutes 53 

51 99215 63 minutes 63 

53 Total Office Visit Time L037D RNn_PNIMTA 99 99 99 99 99 99 90 99 90 99 

55 ~with last office visit before end of global period 

56 IMI:nll"41 !::111:11:11 11:!:: Code Unit 

57 llllic:k·""' ·"' ·visit SA048 pack 3 3 3 3 3 __! __! __! __! 3 

58 I pack, post-op incision care (suture) SA0 54 pack 1 1 1 1 1 1 1 1 1 1 

59 IF'nnlnmAnt Code 

60 table, power EF031 ~ JJ! JJ! ~ ~ j)9 90 99 90 99 

61 llight, surgical EFO_t4 j_Q JJ! jl_9_ ~ ~ JJ! 90 99 90 Q9 
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A B c AH AI AJ AK AL AM AN AO AP AQ 
1 P79 P80 P89 P5 P6 P11 P12 P17 P18 P23 - . --- ~ - --- ----- - - - -- -- -- -- ---·- - -· ----- ---- -- --

2.. AMA Specialty Society RVS Update 27619 27634 28041 21015 21016 21557 21558 21935 21936 22904 .. -- ----- ---- - -- --- -
Committee Recommendation Leg/Ankle, Leg/Ankle, Foot/Toe, Face/Scalp, Face/Scalp, Neck/Thorax Neck/Thorax Back/Flank, Back/Flank, AbdomWall, 

subfasc < subfasc > subfasc > radical< radical> , radical< , radical> radical< radical> radical< 
Scm Scm 1.Scm 2cm 2cm Scm Scm Scm Scm Scm 

3 

4 LOCATION Coda Staff Type FAC only FAConly FAConly FAC only FAC only FAC only FAC only FAC only FAC only FAC·only 

5 GLOBAL PERIOD 090 090 090 090 090 090 090 090 090 090 

6 TOTAL CLINICAL LABOR TIME L037D RNILPN/MTA 156 171 165 201 224 207 224 207 224 207 

7 TOTAL PRE-SERV CLINICAL LABOR TIME L037D RN/LPN/MTA 60 60 60 60 60 60 60 60 60 60 

8 TOTAL SERVICE PERIOD CLINICAL LABOR TIME L037D RNILPN/MTA 6 12 6 6 12 12 12 12 12 12 

9 TOTAL POST·SERV CLINICAL LABOR TIME L037D RNILPN/MTA 90 99 99 135 152 135 152 135 152 135 

10 PRE-SERVICE 

11 Start: Following visit when decision for surgery or procedure made 

12 Complete pre-service diagnostic & referral forms L0370 RNILPN/MTA 5 5 5 5 5 5 5 5 5 5 

13 Coordinate pre-surgery services L037D RNILPN/MTA 20 20 20 20 20 20 20 20 20 20 

14 Schedule space and equipment in facility L037D RNILPN/MTA 8 8 8 8 8 8 8 8 8 8 

15 Provide pre-service education/obtain consent L037D RNILPNIMTA 20 20 20 20 20 20 20 20 20 20 

16 Follow-up phone calls & prescriptions L037D RNILPN/MTA 7 7 7 7 7 7 7 7 7 7 

18 End:Whan patient enters office/facility for surgery/procedure 

19 SERVICE PERIOD I 
20 Start: When patient enters site for procedure: Services Prior to Procedure 

39 Discharge day management L037D RNILPN/MTA 6 12 6 6 12 12 12 12 12 12 

41 End: Patient leaves office 

42 POST-SERVICE Period 

~ Start: Patiell~_!a_a_ve_s _c:I~.P.~[f_!!_~i!!_ty _______ .... _ --- ---------- ----------- --------- ------- --------- ----------- ------ t-----·-- ------------- --- ------- - -- ----- ---------- -- - -- -- ---
46 List Number and Level of Office Visits 
47 99211 16 minutes 16 

48 99212 27 minutes 27 2 1 1 1 1 1 1 1 1 1 

49 99213 36 minutes 36 1 2 2 3 2 3 2 3 2 3 

50 99214 53 minutes 53 1 1 1' 
51 99215 63 minutes 63 

53 Total Office Visit Time L037D RNILPN/MTA 90 99 99 135 152 135 152 135 152 135 

55 End: with last office visit before end of global period 

56 MEDICAL SUPPLIES Code Unit 

57 pack, minimum multi-specialty visit SA048 pack 3 3 3 4 4 4 4 4 4 4 

58 pack, post-op incision care (suture) SA0 54 pack 1 1 1 1 1 1 1 1 1 1 

59 Equipment Coda 

60 table, power EF031 90 99 99 135 152 135 152 135 152 135 

61 light, surgical EF014 90 99 99 135 152 135 152 135 152 135 
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A B c BB BC BD BE BF BG BH 

~ P63 P72 P73 P75 P76 P84 P85 
·-·--· -- ---- --- . --------- -·-- ------------------ -----~--- -- -----

...!. AMA Specialty Society RVS Update 27059 27329 27364 27615 27616 28046 28047 - ----------- --- -------~--
Committee Recommendation Pelvis/Hip, Thigh/Knee, Thigh/Knee, Leg/Ankle, Leg/Ankle, Foot/foe, Foot/foe, 

radical> radical< radical> radical< radical> radical< radical> 
5cm 5cm 5cm 5cm 5cm 3cm 3cm 

3 

4 LOCATION Code StaffT:,ope FAConly FAC only FAConly FAC only FAC only FAC only FAC only 

5 GLOBAL PERIOD 090 090 090 090 090 090 090 
6 TOTAL CLINICAL LABOR TIME L037D RN/LPNIMTA 224 207 224 207 224 207 224 
7 TOTAL PRE·SERV CLINICAL LABOR TIME L037D RNILPN/MTA 60 60 60 60 60 60 60 
8 TOTAL SERVICE PERIOD CLINICAL LABOR TIME L037D RN/LPN/MTA 12 12 12 12 12 12 12 
9 TOTAL POST·SERV CLINICAL LABOR TIME L037D RNILPN/MTA 152 135 152 135 152 135 152 

10 PRE-SERVICE 

11 Start: Following visit when decision for surgery or procedure made 

12 Complete pre-service diagnostic & referral forms L037D RN/LPN/MTA 5 5 5 5 5 5 5 

13 Coordinate pre-surgery services L037D RNILPN/MTA 20 20 20 20 20 20 20 

14 Schedule space and equipment In facility L037D RN/LPN/MTA 8 8 8 8 8 8 8 
15 Provide pre-servi~ education/obtain consent L037D RNILPNIMTA 20 20 20 20 20 20 20 

16 Follow-up phone calls & prescriptions L037D RNILPN/MTA 7 7 7 7 7 7 7 

18 End:When patient enters office/facility for surgery/procedure 

19 SERVICE PERIOD I 
20 Start: When patient enters site for procedure: Services Prior to Procedure 

39 Discharge day management L037D RN/LPN/MTA 12 12 12 12 12 ' 12 I 12 
41 End: Patient leaves office 

42 POST-SERVICE Period 

~ ~~rt: PIJ~~n!_ l_ea_ves_offic:~Lfclc:~~~~ _ _ _ ------ ------ ----- ---- -------- ---- -------------- ---- ---- ---- -~------ -------- ----~ ------- ----
46 List Number and Level of Office VIsits 

47 99211 16 minutes 16 
48 99212 27 minutes 27 1 1 1 1 1 1 1 
49 99213 36 minutes 36 2 3 2 3 2 3 2 
50 99214 53 minutes 53 1 1 1 1 
51 99215 63 minutes 63 

53 Total Office Visit Time L037D RN/LPNIMTA 152 135 152 135 152 135 152 
55 End: with last office visit before end of_global_j)_erlod 

56 MEDICAL SUPPLIES Code Unit 

57 pack, minimum multi-specialty visit SA048 pack 4 4 4 4 4 4 4 
58 pack, post-op incision care (suture) SA0 54 pack 1 1 1 1 1 1 1 
59 E_qul~ment Code 

60 table, power EF031 152 135 152 135 152 135 152 
61 light, surgical EF014 152 135 152 135 152 135 152 

-; 
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Codes to Price in Office (Non-Facility) Setting 
2010 

NEW new P1 210X1 Face/Scala. subcut < 2cm A35-VE ves 
P2 210X2 Face/Scala. subcut > 2cm A 35-VE no 

21555 Neck/Thorax, subcut - any size ',yes P7 215XO Neck/Thorax subcut < 3cm A 25-VI : ves,· 
25% PB 215X1 Neck/Thorax subcut > 3cm A3Q-VI no 

21930 Back/Flank, subcutlfasc - any size _.yes P13 21930 Back/Flank subcut, < 3cm A40~ ves 
23% P14 219X1 Back/Flank subcut > 3cm A 50-Vl no 

NEW new P19 229XO Abdom Wall subcut, < 3cm A 40-Vl . ··ves· 
P20 229X1 Abdom Wall subcut > 3cm A 50-Vl no 

23075 Shoulder; subcut - any size _:yes P25 230XO Shoulder: subcut· < 3cm A56-VE , yes 
19% P26 230X1 Shoulder: subcut· > 3cm A43ve no 

24075 Upper arm I elbow; subcut - any size yes ... P34 240XO Uaoer arm I elbow· subcut· < 3cm A 50-VE "·><ve5'1 
:23% P35 240X1 Uooer arm I elbow· subcut· > 3cm A so-V.: no 

25075 Forearm/Wrist; subcut - any size . y~s .. : P42 250XO Forearm/Wrist· subcut· < 3cm A 5o-VE •' ·-ve$0'< 
,•'23%;0 P43 250X1 Forearm/Wrist· subcut· > 3cm A 5o-VI no 

26115 Hand/Finger; subcut - any size ;·~yeS· P49 261XO Hand/Finaer: subcut· < 1.5 em A45-VI ,•,'·yef;.'.,< 

.·.:15%., P50 261X1 Hand/Finger; subcut; > 1.5 em A45-VE no 

27047 Pelvis/Hip, subcut- any size ... ~":. P58 270XO Pelvis/Hip, subcut, < 3cm A 35-VE. .·~YeS'J.· 
.'\13%;' P59 270X1 Pelvis/Hio. subcut, > 3cm A 42-VE no 

27327 Thigh/Knee, subcut - any size ':/~.' P68 273XO Thigh/Knee subcut, < 3cm A 38-VE: :.ye5';\·· 
·<16%"•" P69 273X1 Thiah/Knee subcut > 3cm A45-VE no 

27618 Leg/Ankle, subcut - any size !-~)~:,) P77 276XO LeaiAnkle subcut, < 3cm A 36-VI A'veS,C",' 

%21%· P78 276X1 Lea/Ankle subcut, > 3cm A 4o-VE no 

28043 Foot!Toe, subcut- any size ;·.·~· .. P86 280XO Foot/Toe subcut. < 1.5cm A 60-VE '\'Yes'""' 
. :43%'; P87 280X1 Foot/Toe subcut > 1.5cm A 60-VI '"',<yes·<·' 

SUBFASCIAL 

NEW new P3 210X3 Face/ScalD. subfasc < 2cm A 35-VI ._,, ve$:~" 
P4 210X4 Face/Scala. subfasc > 2cm A 50-Vl no 

21556 Neck/Thorax, subfasc - any size no P9 215X2 Neck/Thorax subfasc < Scm A45-Vi no 
P10 215X3 Neck/Thorax subfasc > Scm A45-VI no 

NEW new P15 219X2 Back/Flank subfasc < Scm A 60-vi no 
P16 219X3 Back/Flank. subfasc > Scm A6G-VE rio 

22900 Abdom Wall, subfasc - any size no P21 22900 Abdom Wall subfasc < Scm A4Q-VI no 
P22 229X2 Abdom Wall subfasc > Scm A35--Vii no 

23076 Shoulder; subfasc - any size no P27 230X2 Shoulder: subfascial· < Scm . A 47-VE no 
P28 230X3 Shoulder: subfascial· > Scm A47::vl; no 

24076 Upper arm I elbow; subfasc - any size no P36 240X2 Uaoer arm I elbow· subfasc·· <'Scm A 57-VI no 
P37 240X3 Uooer arm I elbow· subfasc· > Scm A 57-VI no 

25076 Forearm/Wrist; subfasc - any size no P44 250X2 Forearm/Wrist; subfasc; < 3 em A 43-VE no 
P45 250X3 Forearm/Wrist· subfasc· > 3 em A43-VE no 

26116 Hand/Finger; subfasc - any size no P51 261X2 Hand/Finaer: subfasc· < 1.5 em A 35-VE no 
P52 261X3 Hand/FiiiQer: subfasc· > 1.5 em A 35-VE no 

27048 Pelvis/Hip, subfasc - any size no P60 270X2 Pelvis/HiD. subfasc < Scm A 68-VE no 
P61 270X3 Pelvis/HiD. subfasc > Scm A68~ no 

27328 Thigh/Knee, subfasc • any size no P70 273X2 Thlah/Knee subfasc < Scm A 39-VI no 
P71 273X3 Thiah/Knee subfasc > Scm A39-VE no 

27619 Leg/Ankle, subfasc - any size .· ·----·· P79 276X2 Leg/Ankle subfasc < Scm A 71-VE ';:i¥~ric)=-
yes ·"' PBO 276X3 Leg/Ankle, subfasc > Scm A 71-VE no 

28045 Foot!Toe, subfasc- any size ·<ye~.:: P88 280X2 Foot/Toe, subfasc < 1.5cm A 62-YE .yes .. · 
··21%,• P89 280X3 Foot/Toe subfasc > 1.5cm A 62-VE no 

RADICAL 

21015 Face/Scalp, radical - any size no PS 21015 Face/Scaiii; radical < 2cm A45-Vi no 
P6 210X5 Face/Scala. radical > 2cm A 45-Vl no 

21557 Neck/Thorax, radical - any size no P11 21557 Neck/Thorax, radical < Scm A 47:YE no 
P12 215X4 Neck/Thorax radical > Scm A 47-VE no. 

21935 Back/Flank, radical - any size 
P17 21935 Back/Flank, radical < Scm A 60-VE no 

no 
P18 219X4 Back/Flank, radical > Scm A 60-YE no 

NEW new P23 229X3 Abdom Wall, radical < Scm A 40:vi' no 
P24 229X4 Abdom Wall radical > Scm A .W:Vi no 

23077 Shoulder; radical - any size no P29 23077 Shoulder; radical; < Scm A 4o-Vl no 
P30 230X4 Shoulder: radical· > Scm A 40-VI no 

24077 Upper arm I elbow; radical - any size no P38 240X4 Uooer arm I elbow; radical < Scm A 50-VE no 
P39 240X5 Uooer arm I elbow· radical > Scm A 50-VE no 

25077 Forearm/Wrist; radical - any size no 
P46 25077 Forearm/Wrist; radical; < 3 em A ao:Vi no 
P47 250X4 Forearm/Wrist; radical; > 3 c_m A 30-VE no 

26117 Hand/Finger; radical - any size no P53 26117 Hand/FfriQer; radical; < 3 em A'20~ no 
P54 261X4 Hand/Finaer: radical· > 3 em A 20-VE no 

27049 Pelvis/Hip, radical - any size no P62 270X4 Pelvis/Hio. radical < Scm A65-ve no 
P63 270X5 Pelvis/Hio. radical > Scm A65-VI no 

27329 Thigh/Knee, radical - any size no P72 273X4 Thigh/Knee, radical < Scm A 5o-Vl no 
P73 273X5 Thiah/Knee radical > Scm A 50-VE no 

27615 Leg/Ankle, radical - any size no P75 27615 Lea/Ankle, radical < Scm A~ no 
P76 2761X LeaiAnkle radical > Scm A 45-V.: no 

28046 Foot!T oe, radical - any size 
·yes P84 28046 Foot/Toe radical< 3cm A25-VE . no-.'. 
12% PBS 2804X Foot/Toe radical> 3cm A 25-ve no 

1145 
05 PE-Soft-Tissue tk.xls 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated from Five-Year Review 
February 2009 

Bone Tumors 

The American Academy of Orthopaedic Surgery (AAOS) and the Musculoskeletal Tumor Society (MSTS) responded to the Centers 
for Medicare and Medicaid Services' (CMS) Five-Year Review request for comment on misvalued codes in 1995, arguing that the 
Hsaio survey had misvalued these services. During the course of this first Five-Year Review process, it became evident that coding 
changes would be necessary prior to revaluing these services. From 1995-2005, MSTS and AAOS drafted CPT proposals to address 
issues within the soft tissue tumor excision family and bone tumor family codes but these proposals were rejected by the CPT advisors 
and/or the CPT Editorial Panel. For the 2005 Five-Year Review, MSTS and AAOS submitted 14 soft tissue tumor codes and 12 bone 
tumor codes which were ultimately referred again to the CPT Editorial Panel for clarification and creation of new codes to 
differentiate the codes based on the size and depth of the tumor. In February 2009, the CPT Editorial Panel approved the coding 
proposal submitted by the Soft Tissue Tumor and Bone Workgroup which revised and expanded the soft tissue tumor and bone tumor 
sections to more accurately describe the services being provided and address the concerns raised by the RUC during the Third Five­
Year Review. 

There are currently 20 codes that describe bone tumor codes. All of these codes were part of the one or more Five-Year Review 
processes. Between 60-100 musculoskeletal orthopaedic surgeons and orthopaedic surgeons, hand surgeons, podiatrists and foot and 
ankle surgeons participated in all or some of the surveys. After the results of these providers were tabulated, the associated specialty 
societies met to discuss the data. The societies presented and the RUC agreed that there is significant compelling evidence as to why 
these recommendations should not be work neutral. This compelling evidence is that there is evidence that technology has changed the 
physician work as over the past I 0 years significant advances have been made which allow for greater imaging and thus more precise 
understanding of anatomic location and extent of tissue involvement. Further, for malignant tumors, adjuvant treatments such as 
radiation therapy and chemotherapy have advanced greatly. This advancement has allowed for increased ability to eradicate tumors in 
situ at a higher level. While 20 years ago amputation was used most commonly to treat these patients, limb preservation resections have 
now become the standard treatment of care as currently less than 5% of patients with pelvic and extremity sarcomas receiving 
amputations. The specialty societies argued and the RUC agreed that the work associated with bone resection procedures has increased 
dramatically as these procedures are now more technically demanding, prolonged and involve additional risk. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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Pelvis 
The RUC reviewed the specialty societies' survey results for the eight pelvis radical resection oftumor codes. The specialty societies 
indicated and the RUC agreed that 10 years ago patients would undergo total leg amputation in cases ofbone sarcomas of the pelvis, 
whereas now limb salvage is an option. The typical pelvis radical resection of tumor patient is usually in the hospital for 7-1 0 days. 

27077 
The RUC reviewed the pelvis anchor codes starting with the largest, most complex procedure of this family, code 27077 Radical 
resection of tumor; innominate bone, total. The RUC reviewed the pre-service time and agreed with the specialty societies that pre­
time package 4- Difficult Patient/Difficult Procedure was appropriate as the physician must conduct an additional extensive review of 
the pathology studies, coordination with radiation therapy, etc. The RUC determined that an additional 17 minutes of pre-positioning 
time is required to place the patient in the lateral position after anesthesia is administered. The RUC compared 27077 to key reference 
service 20956 Bone graft with microvascular anastomosis; iliac crest (work RVU = 40.93, intraservice time 400 minutes) and 
determined that the survey median physician time of 400 minutes and work RVU of 45.00 appropriately accounted for the physician 
time and work required to perform this service and placed this service in the proper rank order. The RUC noted that the survey 
respondents indicated that 27077 was much more intense than 20956. The RUC further supported a work RVU of 45.00 for 27077 by 
comparing it to similar service, 20973 Free osteocutaneousjlap with microvascular anastomosis; great toe with web space (work 
RVU = 46.95). I 

The specialty societies indicated and the RUC agreed that four 99231 and four 99232 hospital visits are typical as patients are usually 
in the hospital for 7-10 days and since limb salvage is possible the patient will need that time to recover in the hospital. The specialty 
societies also indicated and the RUC agreed that one higher level office visit, 99214, was appropriate as the physician will perform an 
extensive consultation, review of pathology margins, contact 2-3 consulting physicians, oncologists or radiation oncologists and the 
visit will last one hour to 1.5 hours. Patients typically have sarcomas and aggressive cancer and a 99214 allows for extensive treatment 
plans. Additionally the RUC determined that 2-99213 office visits are appropriate because typically these extremity related events 
require significant physical therapy, joint stability examination and range of motion checks. The RUC recommends the survey 
median work RVU of 45.00 for code 27077. 

27076 
The RUC reviewed code 27076 Radical resection of tumor; ilium, including acetabulum, both pubic rami, or ischium and acetabulum 
and agreed with the specialty societies that there has been a long standing rank order anomaly between codes 27076 and 27077 
(approximately 22.00 difference in RVUs). The RUC reviewed the pre-time and agreed with the specialty societies that pre-time 

· package 4 - Difficult Patient/Difficult Procedure was appropriate as the physician must conduct an additional extensive review of the 

2 
CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 

r 



...... ...... 
U1 
N 

pathology studies, coordination with radiation therapy, etc. The RUC determined that an additional 17 minutes of pre-positioning time 
is required to place the patient in the lateral position after anesthesia is administered. The RUC determined that 27076 required 
slightly less physician intra-service time than 27077 (360 versus 400, respectively). However, 27076 is slightly more intense than 
27077 because of the location and size oflarge the tumors typically surrounding the areas of the pelvis being removed in this 
procedure. The RUC compared code 27076 to 27077 and key reference service 20956 Bone graft with microvascular anastomosis; 
iliac crest (work RVU = 40.93, intraservice time 400 minutes). The RUC noted the survey respondents indicated that 27076 is more 
intense and complex than 20956. Even though the intra-service time is longer for reference service 20956, more mental effort, 
technical skill and psychological stress is exerted or occurs when performing 27076. The RUC determined that the survey median 
physician time of 360 minutes and work RVU of 40.00 appropriately accounted for the physician time and work required to perform 
this service and placed this service in the proper rank order. The RUC agreed with the specialty societies and recommends one less 
99231 hospital visit for 27076 than 27077. The RUC recommends the survey median work RVU of 40.00 for 27076. 

27075 
The RUC reviewed code 27075 Radical resection of tumor; wing of ilium, one pubic or ischial ramus or symphysis pubis and 
determined that the physician time and work required will be significantly less than 27076 and 27077 as this procedure is the removal 
of one portion ofthe pelvis. Additionally, 27075 requires fewer hospital visits (2-99231 and 3-99232 visits) than 27076 and 27077 . 
The RUC reviewed the pre-time and agreed with the specialty societies that pre-time package 4- Difficult Patient/Difficult Procedure 
was appropriate as the physician must conduct an additional extensive review of the pathology studies, coordination with radiation 
therapy, etc. No additional positioning time is required as the typically the patient is in the supine position for this procedure. The 
RUC compared code 27075 to key reference service 27134 Revision of total hip arthroplasty; both components, with or without 
autograft or allograft (work RVU = 30.13, intra-service time= 240 minutes) and determined that the physician time required to 
perform 27075 is slightly more than 270134. The survey respondents also responded that 27075 is more intense and complex than 
27134. The RUC determined that a work RVU of 32.50 for 27075 appropriately places this service in the proper rank order within this 
family of services. The RUC recommends the survey median work RVU of 32.50 for 27075. 

27078 
The RUC reviewed 27078 Radical resection of tumor; ischial tuberosity and greater trochanter of femur and determined that the 
physician time, work and intensity required is similar to 27075. The RUC reviewed the pre-time and agreed with the specialty 
societies that pre-time package 4- Difficult Patient/Difficult Procedure was appropriate, as the physician must conduct an additional 
extensive review of the pathology studies, coordinate with radiation therapy, etc. The RUC determined that an additional 17 minutes 
of pre-positioning time is required to place the patient in the prone position after anesthesia is administered. The RUC compared code 
27078 to 27075 and to key reference service 27134 Revision of total hip arthroplasty; both compon~nts, with or without autograft or 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American. Medical Association. 
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allograft (work RVU = 30.13, intra-service time= 240 minutes) and determined that the physician intra-service time required to 
perform these services is the same and the physician work and intensity required is similar. Additionally, 27078 requires the same 
number of hospital and office visits as 27075. The RUC recommends the survey median work RVU of32.00 for 27078. 

Upper Limb 
The RUC reviewed the upper limb radical resection of tumor codes. The specialty societies indicated that most patients receiving these 
procedures have had pre-operative chemotherapy and are catabolic and may have sarcomas pressing on the aortic arch and subclavian. 
The physician must carefully identify the soft tissue mass as not to damage surrounding viable tissue. Thus, the closer the tumor is to 
the shoulder the more complex the procedure. The specialty societies indicated that one 99214 office visit is required for each upper 
limb radical resection of bone tumor codes. The RUC agreed that the number of office visits were appropriate as the physician will 
discuss pathology, coordinate care, and assess functional rehabilitation and physical therapy. 

23200 
The RUC reviewed the pre-service time for code 23200 Radical resection of tumor; clavicle and agreed with the specialty societies 
that pre-time package 4- Difficult Patient/Difficult Procedure was appropriate as the physician must conduct an additional extensive 
review of the pathology studies, coordination with radiation therapy, etc. The RUC determined that an additional9 minutes of pre­
positioning time is required to place the patient in the lateral position. The RUC then compared 23200 to key reference service 27447 
Arthroplasty, knee, condyle and plateau; medial and lateral compartments with or without patella resurfacing (total knee 
arthroplasty) (work RVU = 23.04, intra-service time= 124 minutes) and determined that the physician time and intensity was slightly 
higher for code 23200. The RUC determined the survey median work RVU of22.50 and median physician time of 155 minutes 
appropriately places this service in the proper rank order within this family of services. The RUC recommends the survey median 
work RVU 22.50 for 23200. 

23210 
The RUC reviewed the pre-service time for code 23210 Radical resection of tumor; scapula and agreed with the specialty societies 
that pre-time package 4 - Difficult Patient/Difficult Procedure was appropriate as the physician must conduct an additional extensive 
review of the pathology studies, coordination with radiation therapy, etc. The RUC determined that an additional!? minutes of pre­
positioning time is required to place the patient in the prone or lateral position. The RUC then compared 23210 to key reference 
service 27134 Revision of total hip arthroplasty; both components, with or without autograft or allograft (work RVU = 30.13, intra­
service time= 240 minutes) and determined that the physician time, work and intensity was slightly lower for code 23210. The RUC 
noted that the 23210 has a slightly lower work RVU than 27134, as it has a shorter length of stay requiring only one 99231. The RUC 
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determined the survey 25th percentile work RVU of27.00 and median intra-service time of210 minutes appropriately placed 23210 in 
relativity to 27134. The RUC recommends the survey 25th percentile work RVU of27.00 for 23210. 

23220 
The RUC reviewed the pre-service time for code 23220 Radical resection of tumor; proximal humerus and agreed with the specialty 
societies that pre-time package 4 - Difficult Patient/Difficult Procedure was appropriate as the physician must conduct an additional 
extensive review of the pathology studies, coordination with radiation therapy, etc. The RUC determined that an additional 9 minutes 
of pre-positioning time is required to place the patient in the lateral position. The RUC then compared 23220 to key reference service 
27134 Revision of total hip arthroplasty; both components, with or without autograft or allograft (work RVU = 30.13, intra-service 
time= 240 minutes) and determined that the physician time, work and intensity was the same for these procedures. The RUC 
determined the survey 25th percentile work RVU of30.00 and median physician time of240 minutes was appropriate to perform this 
service. The RUC recommends the survey 25th percentile .work RVU of 30.00 for 23220. 

24150 
The RUC reviewed the pre-service time for code 24150 Radical resection of tumor; shaft or distal humerus and agreed with the 

:::::: specialty societies that pre-time package 4 - Difficult Patient/Difficult Procedure was appropriate as the physician must conduct an 
~ additional extensive review of the pathology studies, coordination with radiation therapy, etc. The RUC determined that an additional 

9 minutes of pre-positioning time is required to place the patient in the supine position and position the arm and hand correctly. The 
RUC then compared 24150 to key reference service 24363 Arthroplasty, elbow; with distal humerus and proximal ulnar prosthetic 
replacement (eg, total elbow) (work RVU = 22.47, intra-service time= 150 minutes) and determined that the physician time, work and 
intensity was the similar for these procedures. The RUC agreed that the survey median work RVU of23.25 and median physician time 
of 180 minutes was appropriate to perform this service. The RUC recommends the survey median work RVU of23.25 for 24150. 

24152 
The RUC reviewed the pre-service time for code 24152 Radical resection oftumor; radial head or neck and agreed with the specialty 
societies that pre-time package 3- Straightforward Patient/Difficult Procedure was appropriate. The RUC determined that an 
additional 9 minutes of pre-positioning time is required to place the patient in the supine position and adjust the arm and hand for a 
clear operative site. The RUC then compared 24152 to key reference service 24363 Arthroplasty, elbow; with distal humerus and 
proximal ulnar prosthetic replacement (eg, total elbow) (work RVU = 22.47, intra-service time= 150 minutes) and determined that 
the physician time, work and intensity was the similar for these procedures. The RUC determined the survey 25th percentile work 
RVU of 19.78 and median physician time of 150 minutes was appropriate to perform this service. The RUC recommends the survey 
25th percentile work RVU of 19.78 for 24152. 
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25170 
The RUC reviewed the pre-service time for code 24170 Radical resection of tumor; radius or ulna and agreed with the specialty 
societies that pre-time package 3- Straightforward Patient/Difficult Procedure was appropriate. The RUC determined that an 
additional 9 minutes of pre-positioning time is required to place the patient in the supine position and adjust the arm and hand for a 
clear operative site. The RUC then compared 24170 to key reference service 24363 Arthroplasty, elbow; with distal humerus and 
proximal ulnar prosthetic replacement (eg, total elbow) (work RVU = 22.47, intra-service time= 150 minutes) and determined that 
the physician time, work and intensity is similar for these procedures. The RUC agreed the survey median work RVU of22.00 and 
similar total physician time indicates that the work for these two services are the same. The RUC recommends the survey median 
work RVU of 22.00 for 25170. 

26250 
The RUC reviewed the pre-service time for code 26250 Radical resection of tumor; metacarpal and agreed with the specialty societies 
that pre-time package 2b- Difficult Patient/Straightforward Procedure was appropriate. The specialty societies indicated and the RUC 
agreed that the survey respondents slightly overestimated the pre-service evaluation time and that time is actually captured in the 
scrub, dress, and wait time. Therefore, the RUC removed 10 minutes of pre-evaluation time from the established package and added it 
to the scrub, dress, wait pre-time. The RUC determined that an additional 9 minutes of pre-positioning time is required to place the 
patient in the supine position and adjust the arm and hand for a clear operative site. The RUC then compared 26250 to key reference 
service 25447 Arthroplasty, interposition, intercarpal or carpometacarpal joints (work RVU = 10.95, intra-service time= 100 
minutes) and determined that the physician time, work and intensity is higher for 26250. To further support the survey median work 
RVU of 15.00, the RUC compared 26250 to 24346 Reconstruction medial collateral ligament, elbow, with tendon graft (includes 
harvesting of graft) (work RVU = 14.97, intra-service time= 120 minutes), which requires similar physician work and intra-service 
time. The RUC determined the survey median work RVU of 15.00 and median physician time of 120 minutes was appropriate to 
perform this service. The RUC recommends the survey median work RVU of 15.00 for 26250. 

26260 
The RUC reviewed the pre-service time for code 26260 Radical resection of tumor; proximal or middle phalanx of .finger and agreed 
with the specialty societies that pre-time package 2b - Difficult Patient/Straightforward Procedure was appropriate. The specialty 
societies indicated and the RUC agreed that the survey respondents slightly overestimated the pre-service evaluation time and that 
time is actually captured in the scrub, dress, and wait time. Therefore, the RUC removed 10 minutes ofpre-evaluation time from the 
established package and added it to the scrub, dress, wait pre-time. The RUC determined that an additional 9 minutes of pre­
positioning time is required to place the patient in the supine position and adjust the arm and hand for a clear operative site. The RUC 
then compared 26260 to key reference service 25447 Arthroplasty, interposition, intercarpal or carpometacarpal joints (work RVU = 
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1 0.95, intra-service time= 100 minutes) and determined that the physician time, work and intensity is similar for these services. The 
RUC determined the survey 25th percentile work RVU of 11.00 and median physician time of 90 minutes was appropriate to perform 
this service. The RUC recommends the survey 25th percentile work RVU 11.00 for ~6260. 

26262 
The RUC reviewed the pre-service time for code 26262 Radical resection of tumor; distal phalanx of finger and agreed with the 
specialty societies that pre-time package 1 b - Straightforward Patient/Straightforward Procedure was appropriate. The specialty 
societies indicated and the RUC agreed that the survey respondents slightly overestimated the pre-service evaluation time and that 
time is actually captured in the scrub, dress, and wait time. Therefore, the RUC removed 5 minutes of pre-evaluation time from the 
established package and added it to the scrub, dress, wait pre-time. The RUC determined that an additional 9 minutes of pre­
positioning time is required to place the patient in the supine position and adjust the arm and hand for a clear operative site. The RUC 
agreed that in cases with a malignant bone tumor of the finger, it is usually amputated, but in some cases the thumb may be preserved. 
The RUC then compared 26262 to key reference service 24685 Open treatment of ulnar fracture, proximal end (eg, olecranon or 
coronoid process[es}), includes internal fixation, when performed (work RVU = 8.21, intra-service time= 60 minutes) and 
determined that the physician time, work and intensity is similar for these services. The RUC compared 26262 to code 28175 Radical 
resection of tumor; phalanx of the toe and to avoid a rank order anomaly the RUC agreed that the 25th percentile work RVU for of 
8.13 for 28175 is appropriate for 26262 as it is similar to the survey 25th percentile work RVU of 8.00. The RUC determined that a 
work RVU of8.13 and physician time of60 minutes is appropriate to perform the work required for this procedure. The RUC 
recommends a work RVU of 8.13 for 26262. 

Lower Limb 
The RUC reviewed the specialty societies' survey results for the lower limb radical resection oftumor codes. The specialty societies 
indicated now, as opposed to 10 years ago, most patients will receive a total femoral replacement instead of amputation. The typical 
Medicare patient population may have more metastatic disease of the distal femur or renal cell carcinoma. Patients are typically in the 
hospital for a week. The lower limb radical resection procedures have similar intensity to the pelvis iliac wing resection, code 27075, 
but are not as high as the total pelvis resection or pelvis and acetabulum resections 27077 or 27076. The specialty societies indicated 
that one 99214 office visit is required for each lower limb radical resection of bone tumor codes. The RUC agreed that the number of 
office visits were appropriate as the physician will discuss pathology, coordinate care, and assess functional rehabilitation and physical 
therapy. 
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27365 
The RUC reviewed the pre-service time for code 27365 Radical resection oftumor;femur or knee and agreed with the specialty 
societies that pre-time package 4 - Difficult Patient/Difficult Procedure was appropriate, as the physician must conduct an additional 
extensive review of the pathology studies, coordination with radiation therapy, etc. No additional positioning time is required as 
typically the patient is in the supine position for this procedure. The RUC then compared code 27365 to key reference service 27134 
Revision of total hip arthroplasty; both components, with or without autograft or allograft (work RVU = 30.13, intra-service time= 
240 minutes) and determined that the physician time required to perform these services is exactly the same and the work required is 
slightly more intense for 27365. Additionally, the RUC compared 27365 to 27078 and agreed these services are similar, both requiring 
the same intra-operative time of240 minutes. However, 27365 is slightly more intense intra-operatively because for this procedure 
the physician typically must carefully isolate and immobilize the popliteal and femoral arteries. Additionally, 27365 requires the same 
number of hospital and office visits as 27078. The RUC recommends the survey median work RVU of 32.00 for 27365. 

27645 
The RUC reviewed code 27645 Radical resection of tumor; tibia and agreed with the specialty societies that pre-time package 4-
Difficult Patient/Difficult Procedure was appropriate, as the physician must conduct an additional extensive review of the pathology 
studies, coordination with radiation therapy, etc. No additional positioning time is required as the typically the patient is in the supine 
position for this procedure. The RUC then compared code 27645 to key reference service 27156 Osteotomy, iliac, acetabular or 
innominate bone; with femoral osteotomy and with open reduction of hip (work RVU = 26.03, intra-service time= 225 minutes) and 
determined that the physician time, work and intensity is similar for these services. The RUC determined the survey median work 
RVU of27.00 and median physician time of200 minutes appropriately places this procedure in the proper rank order with the other 
lower limb radical tumor resection services. The RUC recommends a work RVU of 27.00 for 27645. 

27646 
The RUC reviewed 27646 Radical resection oftumor;fibulq and agreed with the specialty societies that pre-time package 4-
Difficult Patient/Difficult Procedure was appropriate, as the physician must conduct an additional extensive review of the pathology 
studies, coordination with radiation therapy, etc. The RUC determined that an additional 17 minutes of pre-positioning time is 
required to place the patient in the lateral position after anesthesia is administered. The RUC then compared code 27646 to key 
reference service 27447 Arthroplasty, knee, condyle and plateau,· medial and lateral compartments with or without patella resurfacing 
(total knee arthroplasty) (work RVU = 23.04, intra-service time= 124 minutes) and determined that the physician time, work and 
intensity is similar for these services~ The RUC determined the survey median and 251

h percentile work RVU of23.00 and median 
physician time of 180 minutes appropriately places this procedure in the proper rank order with the other lower limb radical tumor 
resection services. The RUC recommends the survey median work RVU of 23.00 for 27646. 
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27647 
The RUC reviewed code 27647 Radical resection of tumor; talus or calcaneus and agreed with the specialty societies that pre-time 
package 3 - Straightforward Patient/Difficult Procedure was appropriate. The RUC determined that an additional 10 minutes of pre­
evaluation time was appropriate for extensive additional review of imaging and pathology studies to correctly mark and plan the 
procedure and consultation with the reconstructive surgeon. The RUC also determined that an additional17 minutes of pre-positioning 
time is required to place the patient in the prone position after anesthesia is administered. The RUC then compared code 27647 to key 
reference service 27580 Arthrodesis, knee, any technique (work RVU = 20.90, intra-service time= 150 minutes) and determined the 
physician time, work and intensity is similar for these services. The RUC determined the survey median work RVU of 20.10 and 
median physician time of 144 minutes appropriately places this procedure in the proper rank order with the other lower limb radical 
tumor resection services. The RUC recommends the survey median work RVU of 20.10 for 27647. 

28171 
The RUC reviewed code 28171 Radical resection of tumor; tarsal (except talus or calcaneus) and agreed with the specialty societies 
that pre-time package 3 - Straightforward Patient/Difficult Procedure was appropriate. The RUC determined that an additional 10 
minutes of pre-evaluation time was appropriate for extensive additional review of imaging and pathology studies to correctly mark and 
plan the procedure and consultation with the reconstructive surgeon. The RUC also determined that an additional 17 minutes of pre­
positioning time is required to place the patient in the lateral position after anesthesia is administered. The RUC then compared code 
28171 to key reference service 27580 Arthrodesis, knee, any technique (work RVU = 20.90, intra-service time= 150 minutes) and 
determined the physician time, work and intensity is slightly lower for 28171. To further support the survey 25th percentile work RVU 
of 16.25, the RUC compared 28171 to 28415 Open treatment of calcanea/fracture, includes internal fixation, when performed (work 
RVU = 15.96, intra-service time= 120 minutes), which requires similar physician work and intra-service time. The RUC determined 
the survey 25th percentile work RVU of 16.25 and median physician time of 120 minutes appropriately places this procedure in the 
proper rank order with the other lower limb radical tumor resection services and reference service. The RUC recommends the 
survey 25111 percentile work RVU of 16.25 for 28171. 

28173 
The RUC reviewed code 28173 Radical resection of tumor; metatarsal and agreed with the specialty societies that pre-time package 
1 b- Straightforward Patient/Straightforward Procedure was appropriate. The RUC determined that an additional 2 minutes of pre­
positioning time is required to elevate the patient's leg, stabilize the foot and pad the opposite extremity. The RUC then compared 
code 28173 to key reference service 28715 Arthrodesis; triple (work RVU = 14.40 intra-service time= 130 minutes) and determined 
the physician time, work and intensity is similar for these services. The RUC determined the survey 25th percentile work RVU of 
14.00 and median physician time of 110 minutes appropriately places this procedure in the proper rank order with the other lower limb 
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radical tumor resection services and reference service. The RUC recommends the survey 25th percentile work RVU of 14.00 for 
28173. 

28175 
The RUC reviewed code 28175 Radical resection of tumor; phalanx of toe and agreed with the specialty societies that pre-time 
package 1 b - Straightforward Patient/Straightforward Procedure was appropriate. The RUC determined that an additional 2 minutes of 
pre-positioning time is required to elevate the patient's leg and stabilize the foot. The RUC then compared code 28175 to key 
reference service 29891 Arthroscopy, ankle, surgical, excision of osteochondral defect of talus and/or tibia, including drilling of the 
defect (work RVU = 9.47 intra-service time= 60 minutes) and determined the physician time, work and intensity is similar for these 
services. To further support the survey 25th percentile work RVU of 8.13, the RUC compared 28175 to 24685 Open treatment of ulnar 
fracture, proximal end (eg, olecranon or coronoid process[es}), includes internal fixation, when performed (work RVU = 8.21, intra-
service time= 60 minutes), which requires similar physician work and intra-service time. The RUC determined the survey 25th 
percentile work RVU of 8.13 and median physician time of 60 minutes appropriately places this procedure in the proper rank order 
with the other lower limb radical tumor resection services. Additionally, the RUC agreed that upper limb radical resection of bone 
tumor code 26262 is equal to this lower limb resection of bone tumor code 28175. The RUC recommends the survey 25th percentile 
work RVU of 8.13 for 28175. 

Practice Expense 
The practice expense inputs recommended by the specialty in the facility setting were reviewed and agreed upon. The RUC 
recommends the attached standard 090-day direct practice expense inputs. 

CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

.. 23200 P31 
Radical resection fet: of tumor; clavicle 

090 22.50 

.. 23210 P32 
scapula 

090 27.00 

.. 23220 P33 
Radical resection of 9efte tumor, proximal humerus1 

090 30.00 

.. 24150 P40 
Radical resection fet: of tumor, shaft or distal humerust 

090 23.25 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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CPT Code Tracking CPT Descriptor Global Period 
(•New) Number 

A24152 P41 
Radical resection feF of tumor, radial head or neckt 

090 

A25170 P48 
Radical resection feF of tumor, radius or ulna 

090 

A26250 P55 
Radical resection of tumor, metacarpal (eg, mma~; 

090 

A26260 P56 
Radical resection of tumor, proximal or middle phalanx of finger-feg, 

090 

~ 

A26262 P57 
Radical resection of tumor, distal phalanx of finger (eg, tumor) 

090 

(26255, 26261 have been deleted} 

A27075 P64 
Radical resection of tumor ar infeetian; wing of ilium, one pubic or 

090 

ischial ramus or symphysis pubis 

A27076 P65 
ilium, including acetabulum, both pubic rami, or ischium and 

090 

acetabulum 

A27077 P66 
innominate bone, total 

090 

A27078 P67 
ischial tuberosity and greater trochanter of femu.r 

090 

D 27079 
isehial tuberesity and greater traehanter af feamr, with skin 090 

!laps 

(27079 has been deleted) 
A27365 P74 

Radical resection of tumor, bene; femur or knee 
090 

A27645 P81 
Radical resection of tumor ,bene; tibia 

090 

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

WorkRVU 
Recommendation 

19.78 

22.00 

15.00 

11.00 

8.13 

32.50 

40.00 

45.00 

32.00 

N/A 

32.00 

27.00 
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CPT Code Tracking CPT Descriptor Global Period 
(•New) Number 

.A27646 P82 
fibula 

090 

.A27647 P83 
talus or calcaneus 

090 

.A28171 P90 
Radical resection oftumor;-bene; tarsal (except talus or calcaneus) 

090 

.A28173 P91 
metatarsal 

090 

.A28175 P92 _phalanx of toe 090 

CPT £lye-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 

WorkRVU 
Recommendation 

23.00 ; 

20.10 ' 

16.25 

14.00 

8.13 
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CPT Code: 23200 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION o 

~PT Code:23200 Tracking Number P31 Specialty Society Recommended RVU: 22.50 

Global Period: 090 RUC Recommended RVU: 22.50 

CPT Descriptor: Radical resection of tumor; clavicle 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 40-year-old male presents with an osteosarcoma of the clavicle with its pushing border 
displacing the subclavian vessels inferiorly. At operation, a radical resection of the clavicle with adjacent soft tissue is 
performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 11% , Admitted (more than 24 hours) 89% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

.s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC'setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign informed consent. Review length and type of anesthesia with 
anesthesiologist. Assure appropriate selection, timing, ~d administration of antibiotic. Verify that all required 
instruments and supplies are available. After induction of anesthesia in supine position, assist with lateral beach chair 
positioning, exposing the shoulder and stabilizing the patient's torso. Indicate areas of skin to be prepped and mark 
surgical incisions. Scrub and gown. Perform surgic~ "time out" with operating surgical team. 

Description of Intra-Service Work: A long incision is made paralleling the clavicle from the midline to the shoulder. 
The prior biopsy site is ellipsed with the biopsy area staying with the resected specimen. Skin and subcutaneous flaps 
are developed avoiding entering the tissue plain of the prior biopsy. Deep fascial planes are opened. The brachial 

is carefully dissected and exposed. The subclavian vein and artery are exposed and dissected away from the 
The subclavius muscle stays with the tumor mass about the clavicle. The sterno-clavicular joint is opened and 

The acromio-clavicular joint is opened and incised. The coracoclavicular ligaments are divided. The strap 
neck muscles and sternocleidomastoid musculature is divided above the clavicle. The deltoid and pectoralis inferior 
attachments are divided. The anterior and superior portion first rib region is sacrificed with the adjacent tissue and bony 
surface going with the tumor specimen to maintain an en bloc tumor resection. During the procedure, preoperative 
image studies are reviewed to verify intended planes of dissection and proximity of neurovascular bundles. The 
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CPT Code: 23200 
specimen is then removed from the field and marked for anatomic orientation. This is documented on the pathology 
request form along with appropriate history and needed information. The surgeon then breaks scrub and carries the 
specimen to the pathology department while the anesthesiologist and other operative personnel remain with the patient. 
Prior to this, the surgeon assesses the stability of the operative field and discusses with the anesthesiologist the 
of the patient. In the pathology department, the surgeon then examines the resected specimen with the 
pathologist and orients the pathologist to the specimen anatomy. The specimen is then inked for margins and any 
that are questionable are inspected by frozen section. If all margins appear satisfactory then the surgeon returns to the 
OR, repeats pre-operative scrub and returns to the surgical field. Careful homeostasis is obtained and drains are 
appropriately placed deep in the wound to protect the flaps. A meticulous multilayered wound closure is accomplished. 

Description of Post-Service Work: Apply dressings and shoulder immobilizer. Discuss surgery outcome with patient's 
family. Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. After 
patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss 
ongoing care with floor nurses. Dictate operative report and complete medical record documentation. Later on the day 
of surgery, review medical records and interval data charted. Communicate with other professionals and with patient 
and patient's family. Examine patient, assessing open wound status and drain. Assess neurovascular status. Wound 
care and close observation are important to avoid or promptly treat compartment syndrome. Consider relevant data, 
options, and risks and revise treatment plan as necessary. On subsequent day(s), review medical records and interval 
data charted. Examine and talk with patient. Take down dressings, assess wound and patient status. When the patient 
is stable, make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including home restrictions (ie, activity, bathing) and use of shoulder immobilizer. Reconcile medications 
with attention to pre-admission therapy, inpatient therapy and outpatient formulary and write order for antibiotic and pain 
medication. Provide necessary care coordination, telephonic or electronic communication assistance, and other 
necessary management. Inform the primary care or referring physician of discharge plans. All appropriate medical 
records are completed, including discharge summary and discharge instructions, and insurance forms. The patient will 
be examined in the office several times through the 90-day global period. Remove dressings, assess wound healing, and 
redress wound. Remove sutures and drain when appropriate. Discuss pathology report when available. Order 
review periodic lab and/or imaging, as necessary. Order occupational or physical therapy and assess run~:ttol 

recovery. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. 
necessary care coordination, telephonic or electronic communication assistance, and other necessary management for 
reconstruction and further chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal and written). 
Dictate progress notes for medical record. 
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CPT Code: 23200 
SURVEY DATA 
jRUC Meeting Date (mm/yyyy) jo112oo9 
1... _, 

-,....,,..,,~ ... r\SJ: John Heiner, MD; William Creevy, MD 

·r -= -·~;(s): MSTS;AAOS 

CPT Code: 23200 

Sample Size: 60 IResp N: 28 
I 

Response: 46.6 % 

Sample Type: Random 

Low 25th octl .. -·· _ ... 75th octl Hiah 

Service Performance Rate 0.00 1.00 2.00 3.00 15.00 

!Survey RVW: 20.00 20.00 22.50 28.50 35.00 

lol..,-:: .......... Evaluation Time: 83.00 

Pre-Service Positioning Time: 15.00 
1 ... , .. -s .... ,.;...., Scrub, Dress, Wait Time: 20.00 

~. .:. T" 
JIIILIG ....... , Yl\•"" 1me: 90.00 128.00 155.00 188.00 300.00 

Immediate Post Service-Time: 30.00 

IPos_t C" Visits • Total Min** I CPT Code and Number of Visits 

I Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 100.00 99231x 1.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: ~. 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x · 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

.,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
dPhysician standard total minutes oer ElM viSit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: j23200 Recommended Physician Work RVU: 22.50 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 155.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 100.00 99231x 1.00 99232x 2.00 99233x 0.00 

'1ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Jffice time/visit(s): 102.00 99211x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology /Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27447 

Global 
090 

WorkRVU 
23.04 

CPT Code: 23200 

Time Source 
RUCTime 

CPT Descriptor Arthroplasty, knee, condyle and plateau; medial AND lateral compartments with or without patella 
resurfacing (total knee arthroplasty) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 6 % of respondents: 21.4 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

23200 27447 

I Median Pre-Service Time II 72.00 II 75.00 

I Median Intra-Service Time II 155.00 II 124.00 

Median Immediate Post-service Time 30.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 100.0 100.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 102.0 102.00 

Prolonged Services Time 0.0 0.00 

I Median Total Time ~I 
469.00 
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INTENSITY/COMPLEXITY MEASURES (Mean} 

tfental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of 4.50 II 
management options that must be considered '-------~ '-----~ 

3.17 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____4_.8_3_.....~1 ~-1 __ 3_.5_0_----~ 

._lu~r~ge_oc~y~o_f_m_edi~·~cal_dec_is_w_n_~-·~--------~1._1 __ 4_.8_3_.....~11.__ __ 2_.6_7_-.....~ 

Technical SkiUIPbysical Effort <Mean) 

I._T_ec_hni_.cal_s_kill_re_,_quired_· ___________ -.....~1 ._I _4_.8_3_.....~1 ._I __ 4_._00 _ ____, 

~...1 Ph-'y::....s_ical_e_ffo.:...rt.:...r;.;.eqwr~· _ed ___________ ___.~l .... 1 __ 4_.1_7 _ _,, ._1 __ 4_.1_7_~ 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 5_.00_~1 ._I __ 4_.3_3_~ 

._I Ou_tc_o_m_e_de_._pe_nds __ on_th_e_s_kil_· l_and_J._·u-'dgm..._e_nt_o_f~p_,hy'-si_.cian_· ___ _.I ._I __ 5_.00_-.....~11._ __ 4_.3_3 _ ___, 

I Es_tima_t_ed_n_·s_k_of_mal---'p,_ra_c_ti_ce_s_w_·t_WI_·th_poo"--_r o_u_tc_o_m_e ___ __.l .... 1 __ 4_.3_3 _ __,1 ._I __ 4_.5_0_~ 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I._IT_e_-S_e_rv_ic_e_in_te_ns_i....::ty_lco_m~pl_ext_·ty-=------------'1 ._I __ 4_.6_7_....JI .... 1 __ 3_.3_3_-.....~ 

~...1 In_tra_-S_erv_ice_m_· _tens----'ity::..../c_o_m~pl_ext_·ty-=----------__JI ._I __ 4_.5~0_....JI ~...1 __ 4_.00_---l 

._I P_o_st-_S_erv_i_ce_int_ens__,ity--/co_m~pl_ext_.ty..::.._ ________ __.l ._I __ 4_.5_0_.....~1 L..l __ 3_.8_3 _-..~ 

Additional Rationale 

CPT Code: 23200 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
'?.ecommendations for the appropriate formula and format. 

ompelling Evidence 
fhe MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only perfonned by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
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CPT Code: 23200 
these codes - a change in patient population, a change in technology' and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
the work to resect these bone tumors and care for these patients with bone cancer. 

Over the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advance. 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change. 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, the patient will be repositioned in 

beach chair and slightly lateral to expose the shoulder and stabilizing the patient's torso. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW of 22.50. Along with the 
recommended time and visit information, this results in an IWPUT of 0.077. This RVW is similar to the reference 
code 27447, which is also a demanding operation, with significant post service work. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unliste, 
code is reviewed) 23200 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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CPT Code: 23200 

Specialty orthopaedic surgery How often? Rarely 

\pecialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 36 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 20 Percentage 55.55 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

lo many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY_OF RECOMMENDATION 

CPT Code: 23210 

CPT Code:23210 Tracking Number P32 Specialty Society Recommended RVU: 27.00 

Global Period: 090 RUC Recommended RVU: 27.00 

CPT Descriptor: Radical resection of tumor; scapula 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old male presents with a chondrosarcoma with its pushing border displacing the 
scapula outward from the chest wall, but not extending into the glenohumeral joint. At operation, a radical resection of 
the scapula with adjacent soft tissue is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 100% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign informed consent. Review length and type of anesthesia with 
anesthesiologist. Assure appropriate selection, timing, and administration of antibiotic. Verify that all required 
instruments and supplies are available. After induction of anesthesia in supine position, assist with patient lateral 
positioning. Assess position of the extremities and head, adjust as needed. Indicate areas of skin to be prepped and 
mark surgical incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A longitudinal slightly oblique incision is made vertically down and past the distal tip 
of the scapula. The prior biopsy site is ellipsed with the biopsy area staying with the resected specimen. Skin and 
subcutaneous flaps are developed avoiding entering the tissue plain of the prior biopsy. Deep fascial planes are opened. 
The trapezius and levator superiorly and the rhomboids medially are divided. The teres major and minor are divided 

laterally. The rotator cuff near the proximal humerus is divided after the deltoid is taken off of the acromion. T 
suprascapular neurovascular bundle is identified and divided. The glenohumeral joint is disarticulated. The serran.._ 
anterior is divided with the adjacent tissue going with the tumor specimen to effect an en bloc tumor resection. During 
the procedure, preoperative image studies are reviewed to verify intended planes of dissection and proximity of 
neurovascular bundles. The specimen is then removed from the field and marked for anatomic orientation. This is 
documented on the pathology request form along with appropriate history and needed information. The surgeon then 
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CPT Code: 23210 
breaks scrub and carries the specimen to the pathology department while the anesthesiologist and other operative 
personnel remain with the patient. Prior to this, the surgeon assesses the stability of the operative field and discusses 
with the anesthesiologist the stability of the patient. In the pathology department, the surgeon then examines the resected 
~cimen with the attending pathologist and orients the pathologist to the specimen anatomy. The specimen is them inked 
Jr margins and any areas that are questionable are inspected by frozen section. If all margins appear satisfactory then 

the surgeon returns to the OR, repeats pre-operative scrub and returns to the surgical field. Careful homeostasis is 
obtained and drains are appropriately placed deep in the wound to protect the flaps. A meticulous multilayered wound 
closure is accomplished. 

Description of Post-Service Work: Apply dressings and shoulder immobilizer. Discuss surgery outcome with patient's 
family. Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. After 
patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss 
ongoing care with floor nurses. Dictate operative report and complete medical record documentation. Later on the day 
of surgery, review medical records and interval data charted. Communicate with other professionals and with patient 
and patient's family. Examine patient, assessing open wound status and drain. Assess neurovascular status. Wound 
care and close observation are important to avoid or promptly treat compartment syndrome. Consider relevant data, 
options, arid risks and revise treatment plan as necessary. On subsequent day(s), review medical records and interval 
data charted. Examine and talk with patient. Take down dressings, assess wound and patient status. When the patient 
is stable, make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including horne restrictions (ie, activity, bathing) and use of shoulder immobilizer. Reconcile medications 
with attention to pre-admission therapy, inpatient therapy and outpatient formulary and write order for antibiotic and pain 
medication. Provide necessary care coordination, telephonic or electronic communication assistance, and other 
necessary management. Inform the primary care or referring physician of discharge plans. All appropriate medical 
records are completed, including discharge summary and discharge instructions, and insurance forms. The patient will 
be examined in the office several times through the 90-day global period. Remove dressings, assess wound healing, and 
redress wound. Remove sutures and drain when appropriate. Discuss pathology report when available. Order and 
review periodic lab and/or imaging, as necessary. Order occupational or physical therapy and assess functional 

!covery. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Provide 
11ecessary care coordination, telephonic or electronic communication assistance, and other necessary management for 
reconstruction and further chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal and written). 
Dictate progress notes for medical record. 
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... CPT Code: 23210 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) j01/2009 

Presenter(s): John Heiner, MD; William Creevy, MD 

Specialty(s): MSTS;AAOS 

CPT Code: 23210 

Sample Size: 60 'Resp N: 28 I Response: 46.6 % 

Sample Type: Random 

Low 25th Dctl Median* 75th DCtl Hiah 

Service Performance Rate 0.00 2.00 3.00 4.00 15.00 

SurveyRVW: 23.00 27.00 30.00 30.00 45.00 

Pre-Service Evaluation Time: 90.00 

Pre-Service Positioning Time: 25.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 110.00 150.00 210.00 248.00 480.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 100.00 99231x 1.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(3b,, 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 123210 Recommended Physician Work RVU: 27.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 210.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 100.00 99231x 1.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x · 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27134 

Global 
090 

WorkRVU 
27.34 

CPT Code: 23210 

Time Source 
RUCTime 

CPT Descriptor Revision of total hip arthroplasty; both components, with or without autograft or allograft 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIBP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 11 % of respondents: 39.2 % 

TIME ESTIMATES <Median) 

I Median Pre-Service Time II 
I Median Intra-Service Time II 

CPT Code: 
23210 

80.00 

210.00 

II 
II 

Key Reference 
CPT Code: 

27134 

90.00 

240.00 

Median Immediate Post-service Time 30.00 I 40.00 
F============================9~====9~=======9 
Median Critical Care Time 0.0 I 0.00 

I=M=edi=·an=O=th=e=r=H=osp~ital=V=isi=t T=im=e =========l ~=1=00=.0==l ~==140=.00==9 
Median Discharge Day Management Time 38.0 . 38.00 

'1edian Office Visit Time 102.0 I 69.00 
==================ll=========l ~======l 
tolonged Services Time 0.0 I 0.00 

.-======================l =====' ~======l 
1-1 M_ed __ ia_n_T_otal_T_im_e ____________ -t ~ r--6-17_.00_---1 
I Other time if appropriate c=:=J . 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of I 4.78 II 
management options that must be considered '--------'· '---------' 

3.78 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.__ __ 4_.7_8 __ ~1~1 ____ 3_.7_8 __ _....... 

~~ U_r=ge_nc_,y'-o_f_m_edi_·cal_dec_i_si_on_making __ · =----------'11 4.44 I ._I ____ 3_.44 ____ ~ 

Technical Skill/Physical Effort <Mean) 

._I T_ec_bni_'cal___;..sk:i.l_._l r_equired..___· ------------'11 5.00 11~-.-_4..:..;;.6_7 _ __. 

._I P_hy:..s_ical_e_fti_ort_r_eqwr~· _ed ___________ ___.ll 4.67 I ~~----4_.7_8 __ _....... 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I ___ 5_.00 __ _..1 ~...I ____ 4_.5_6 __ ___J 

._IOu_~_om_e_~~~-o_n_th_e_s_kill_and~jl_Jd=~-em_o_f~p_,hy'-si_.ctan_· __ ___.1._1 __ 4_.8_9_ ....... 1~1 __ 4_.5_6 _ _....... 

~...I Es_nma_· _ted_ns_· k_o_f_mal_.:..p_ra_cn_·c_e _sm_·t_Wl_.th._.:...poo_r _ou_~...;.o_m_e ___ -.~I ~...I __ 4_.22_--'1 ~...I ____ 4..:.....1..:....1 __ ---...J 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

4.78 1 ~......1 _3_.8_9----~ 

~lm_tra_-~_rvi_·re_inte_ns_ity:../_co_m~p_Ie_xi~ty _________ ~ll 5.oo I ._I _4_.5_6_ ....... 

~....IP_o_s~_S_e~_i_ce_~_ens__,ity~k_o_m~~-e~_·ty~----------~~~ 4.44 I ~....I __ 3.6_7_.....~ 

Additional Rationale 

CPT Code: 23210 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and fonnat. 
Compelling Evidence 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
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CPT Code: 23210 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
the work to resect these bone tumors and care for these patients with bone cancer. 

)ver the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advances 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparmg these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes for lateral positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey 25th percentile RVW of 27.00. Along with the 
recommended time and visit information, this results in an IWPUT of 0.078. This RVW is less than the reference 
code 27134, which is also a demanding operation that has a greater intra-service time and different, but slightly more 
post-work. 

~ERVICES REPORTED WITH MULTIPLE CPT CODES 

l. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

.ow was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 23210 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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Specialty orthopaedic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 35 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 27 Percentage 77.14 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 23220 

CPT Code:23220 Tracking Number P33 Specialty Society Recommended RVU: 30.00 

Global Period: 090 RUC Recommended RVU: 30.00 

CPT Descriptor: Radical resection of tumor, proximal humerus 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 20-year-old male presents with an osteosarcoma of the proximal humerus with its pushing 
border displacing the axillary artery and lower brachial plexus and brachial nerves medially. The axillary nerve is 
intimately involved with the tumor. At operation, a radical resection of the proximal humerus with adjacent soft tissue 
including the deltoid muscle and axillary nerve is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 90% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 100% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
'.&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, ~.' 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign informed consent. Review length and type of anesthesia with 
anesthesiologist. Assure appropriate selection, timing, and administration of antibiotic. Verify that all required 
instruments and supplies are available. After induction of anesthesia in supine position, assist with lateral beach chair 
positioning, exposing the shoulder and stabilizing the patient's torso. Indicate areas of skin to be prepped and mark 
surgical incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A longitudinal incision is made from the clavicle over the shoulder down to the 2/3 
junction of the distal humerus. The prior biopsy site is ellipsed with the biopsy area staying with the resected specimen. 
Skin and subcutaneous flaps are developed avoiding entering the tissue plain of the prior biopsy. Deep fascial planes 

e opened. The brachial plexus is exposed. The subclavian vein and artery are exposed and followed to the axillary 
.:gion (axillary vein and artery) and are dissected away from the tumor. The deltoid attachments are divided proximally 

off of the clavicle and acromion or with these bone structures included in the tumor resection. The attachment of the 
respective muscle groups that make up the rotator cuff (supraspinatus, infraspinatus, subscapular, teres), latissimus 
dorsi, pectoralis major/minor are divided proximal to the insertion on the humerus away from the tumor mass. The 
axillary nerve is identified near the plexus and divided. The shoulder joint capsule is divided away from the proximal 

1176 



CPT Code: 23220 
humerus. At the mid humeral bony junction, exposure is accomplished without injuring radial, ulnar, median or 
musculocutaneous nerves. The humerus is divided in the mid shaft area. During the procedure, preoperative image 
studies are reviewed to verify intended planes of dissection and proximity of neurovascular bundles. The specimen is 
then removed from the field and marked for anatomic orientation. This is documented on the pathology request fo· 
along with appropriate history and needed information. The ·surgeon then breaks scrub and carries the specimen to , 
pathology department while the anesthesiologist and other operative personnel remain with the patient. Prior to this, the 
surgeon assesses the stability of the operative field and discusses with the anesthesiologist the stability of the patient. In 
the pathology department, the surgeon then examines the resected specimen with the attending pathologist and orients the 
pathologist to the specimen anatomy. The specimen is then -inked for margins and any areas that are questionable are 
inspected by frozen section. Careful homeostasis is obtained and drains are appropriately placed deep in the wound to 
protect the flaps. A meticulous multilayered wound closure iS accomplished. 

Description of Post-Service Work: Apply dressings and shoulder immobilizer. Discuss surgery outcome with patient's 
family. Write brief operative note and medication orders. Monitor patient stabilization in the recovery room. After 
patient is awake, discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss 
ongoing care with floor nurses. Dictate operative report and complete medical record documentation. Later on the day 
of surgery, review medical records and interval data charted. Communicate with other professionals and with patient 
and patient's family. Examine patient, assessing open wound status and drain. Assess neurovascular status. Wound 
care and close observation are important to avoid or promptly treat compartment syndrome. Consider relevant data, 
options, and risks and revise treatment plan as necessary. On subsequent day(s), review medical records and interval 
data charted. Examine and talk with patient. Take down dressings, assess wound and patient status. When the patient 
is stable, make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare 
professionals, including home restrictions (ie, activity, bathing) and use of shoulder immobilizer. Reconcile medications 
with attention to pre-admission therapy, inpatient therapy and outpatient formulary and write order for antibiotic and pain 
medication. Provide necessary care coordination, telephonic or electronic communication assistance, and other 
necessary management. Inform the primary care or referring physician of discharge plans. All appropriate medical 
records are completed, including discharge summary and discharge instructions, and insurance forms. The patient wi11 

be examined in the office several times through the 90-day global period. Remove dressings, assess wound healing, a: 
redress wound. Remove sutures and drain when appropriate. Discuss pathology report when available. Order anu 
review periodic lab and/or imaging, as necessary. Order occupational or physical therapy and assess functional 
recovery. Revise treatment plan(s) and communicate with patient and family/caregiver, as necessary. Provide 
necessary care coordination, telephonic or electronic communication assistance, and other necessary management for 
reconstruction and further chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal and written). 
Dictate progress notes for medical record. 
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CPT Code: 23220 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 ~-

~no(\S): John Heiner, MD; William Creevy, MD 

ialty(s): MSTS;AAOS 

CPT Code: 23220 

Sample Size: 60 IResp N: 28 
I 

Response: 46.6 % 

Sample Type: Random 

LQw 25th octl Median* 75th octl lflgh 

:; ... , ,;i\..c Performance Rate 1.00 3.00 4.00 5.00 15.00 

!Survey RVW: 23.00 30.00 32.50 35.00 50.00 

Pre-Service Evaluation Time: 85.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 120.00 180.00 240.00 255.00 400.00 

Immediate Post Service-Time: ~ 
Post01 ... Visits 'Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 120.00 99231x 2.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

'*Phys1c1an standard total m1nutes per E/M v1s1t: 99291 {70); 99292 {30); 99231 {20); 99232 {40); 99233 {55); 99238{38); 
99239 {55); 99211 {7); 99212 {16); 99213 {23); 99214 {40); 99215 {55); 99354 {60); 99355 {30); 99356 {60); 99357 {30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: J23220 Recommended Physician Work RVU: 30.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 240.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 120.00 99231x 2.00 99232x 2.00 99233x 0.00 

""'ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Afice time/visit(s): 102.00 99211x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27134 

Global 
090 

WorkRVU 
30.13 

CPT Code: 23220 

Time Source 
RUCTime 

CPT Descriptor Revision of total hip arthroplasty; both components, with or without autograft or allograft 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 12 % of respondents: 42.8 % 

TIME ESTIMATES CMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

23220 27134 

I Median Pre-Service Time II 72.00 II 90.00 

I Median Intra-Service Time II 240.00 II 240.00 

Median Immediate Post-service Time 30.00 I 40.00 

Median Critical Care Time 0.0 I 0.00 

Median Other Hospital Visit Time 120.0 I 140.00 

Median Discharge Day Management Time 38.0 I 38.00 

Median Office Visit Time 102.0 I 69.00 

Prolonged Services Time 0.0 I 0.00 

Median Total Time 

~I 
617.00 

Other time if appropriate 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

1ental Effort and Judgment <Mean) 
The nwnber of possible diagnosis and/or the nwnber of 4.75 II 
management options that must be considered '-----....J '--------' 

3.75 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____4_.6_7_...JI ~.-1 __ 4_.oo __ ....J 

~lu_r~~-n~cy~o_f_m_edi __ .cal __ d_ec_is_w_n_mabn __ ·~g~--------------~'._1 __ 4_.4_2_~11._ __ 3_.5_0 _ ___. 

Technical Skill!Phvsical Effort (Mean) 

~.-IT_ec_~_·ca~_s_~_I_r~~·-ed __________ -....JI~.-1 _4_.5_6_...JI._I __ 4._oo_~ 

._I P_h=-ys_ical_e_ffo_n_r_eqw_,__·r_ed ___________ ___,l ._I __ 4_.4_2_...JI ._I __ 3_.5_0 _ ___J 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 11.___4_.8_3 _...JI ._I __ 4._5_8 ----l 

._low __ c_om __ e_depe~n_ds __ on_th_e_s_~_·l_an_d~J=-·u~~~e_m_o_f~ph~y~st_.ctan_· ------~'~'--4_.5_0_....JI._I __ 4_.3_3 _ ___. 

1 Estimated risk of malpractice suit with poor outcome 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

1...._1 _4.0_8___,,..._1 __ 4.6_7 _ __, 

CPT Code Reference 
Service 1 

~-.1 Pr_e_-_Se_rv_ic_e_im_..:..;ens.;.;.;...:ity~/c;_o_m~pl_eXl_.ty..::_ __________________ ...JI ._I __ 4_.1_7_....ll ~~---4_._92 __ ___. 

._IIntra __ -Se_M_._ce_im_ens_i_.ty_lc_omp......:-.Ie_Xl....:.ty'---------~~ ~.-1 _4_.5_0 _ _,1 ._I __ 4_.6_7 _ __, 

~.:1 P...:.o;:.:;st-..:.:.S;:.:;eM....;·:.:..ce:...:in::::t:.:.:ens=ity:.;../co~m!;...pl..:...eXl.....:·ty~--------....JII._ __ 4....;..00..:__~1 ._I __ 4_.00_---1 

Additional Rationale 

CPT Code: 23220 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
~ecommendations for the appropriate formula and format. 

Compelling Evidence 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
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CPT Code: 23220 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
these codes - a change in patient population, a shange in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
the work to resect these bone tumors and care for these patients with bone cancer. 

Over the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advances 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change. 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, the patient will be repositioned in 

beach chair and slightly lateral to expose the shoulder and stabilizing the patient's torso. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey 25th percentile RVW of 30.00. Along with the 
recommended time and visit information, this results in an IWPUT of 0.078. This RVW is similar to the reference 
code 27134, which is also a demanding operation, with significant post service work. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the saine date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 23220 
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CPT Code: 23220 
How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

"pecialty orthopaedic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 41 
·If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 38 Percentage 92.68 % 

Specialty Frequency 0 Percentage 0.00% 

'pecialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLn 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECO~ATION 

CPT Code: 24150 

CPT Code:24150 Tracking Number P40 Specialty Society Recommended RVU: 23.25 

Global Period: 090 RUC Recommended RVU: 23.25 

CPT Descriptor: Radical resection of tumor, shaft or distal humerus 

CLINICAL DESCRIPriON OF SERVICE: 

Vignette Used in Survey: A 20-year-old male presents with an osteosarcoma in the distal one-third of the humerus with 
its pushing border displacing the brachial artery and arterial bifurcation anteriorly. At operation, a radical resection of 
the distal one-third humeral shaft and joint with adjacent soft tissue is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0.% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 12% , Admitted (more than 24 hours) 88% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

Is moderate sedation inherent to thi5 procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign informed consent. Mark surgical site. Review length and type of 
anesthesia with anesthesiologist. Assure appropriate selection, timing, and administration of antibiotic. Verify that all 
required instruments and supplies are available. Assist with patient positioning supine, with hand positioned on hand 
table and anesthesia staff and lines clear of operative site. Indicate areas of skin to be prepped and mark surgical 
incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape the arm. Exsanguinate the arm and inflate 
the pneumatic tourniquet. Perform surgical "time out" with operating surgical team. · 

Description of Intra-Service Work: A longitudinal incision is made paralleling the length of the arm from the proximal 
1/3 to across the antecubital area down into the forearm. The prior biopsy site is ellipsed with the biopsy area staying 
with the resected specimen. Skin and subcutaneous flaps are developed avoiding entering the tissue plain of the prior 
biopsy. Deep fascial planes are opened. Median, ulnar, and radial nerves are identified proximally and distally a 
followed and dissected away from the tumor mass. The brachial vein and artery are exposed and dissected away fro!. 
the tumor. The elbow joint is opened and the capsule is exposed. The midshaft humerus is exposed. Involved muscle 
gr_9ups (biceps, triceps brachialis) are divided proximally and distally to the tumor. Numerous perforating and named 
vessels are identified and ligated and incised. The shaft of the humerus is osteotomized. During the procedure, 
preoperative image studies are reviewed to verify intended planes of dissection and proximity of neurovascular bundles. 
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The specimen is then removed from the field and marked for anatomic orientation. This is documented on the 

pathology request form along with appropriate history and needed information. The surgeon then breaks scrub and 
carries the specimen to the pathology department while the anesthesiologist and other operative personnel remain with 
'lte patient. Prior to this, the surgeon assesses the stability of the operative field and discusses with the anesthesiologist 
Je stability of the patient. In the pathology department, the surgeon then examines the resected specimen with the 

attending pathologist and orients the pathologist to the specimen anatomy. The specimen is then inked for margins and 
any areas that are questionable are inspected by frozen section. Careful homeostasis is obtained and drains are 
appropriately placed deep in the wound to protect the flaps. A meticulous multilayered wound closure is accomplished. 

Description of Post-Service Work: Apply dressings and sling. Discuss surgery outcome with patient's family. Write 
brief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss ongoing care with floor 
nurses. Dictate operative report and complete medical record documentation. Later on the day of surgery, review 
medical records and interval data charted. Communicate with other professionals and with patient and patient's family. 
Examine patient, assessing open wound status and drain. Assess neurovascular status. Wound care and close 
observation are important to avoid or promptly treat compartment syndrome. Consider relevant data, options, and risks 
and revise treatment plan as necessary. On subsequent day(s), review medical records and interval data charted. 
Examine and talk with patient. Take down dressings, assess wound and patient status. When the patient is stable, make 
the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, 
including home restrictions (ie, activity, bathing) and use of sling. Reconcile medications with attention to pre-admission 
therapy, inpatient therapy and outpatient formulary and write order for antibiotic and pain medication. Provide 
necessary care coordination, telephonic or electronic communication assistance, and other necessary management. 
Inform the primary care or referring physician of discharge plans. All appropriate medical records are completed, 
including discharge summary and discharge instructions, and insurance forms. The patient will be examined in the 
office several times through the 90-day global period. Remove dressings, assess wound healing, and redress wound. 
Remove sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab 
and/or imaging, as necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment 

lan(s) and communicate with patient and family/caregiver, as necessary. Provide necessary care coordination, 
..elephonic or electronic communication assistance, and other necessary management for reconstruction and further 
chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal and written). Dictate progress notes for 
medical record. 
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CPT Code: 24150 
SURVEY DATA 
RUC Meeting Date {mm/yyyy) Jo112oo9 

Presenter{s): John Heiner, MD; William Creevy, MD; Daniel Nagle, MD 

Specialty{s): MSTS; AAOS; ASSH 

CPT Code: 24150 

Sample Size: 75 IResp N: 27 
I 

Response: 36.0 % 

Sample Type: Random 

Low 25th octl Median* 75th pctl Hig_h 
Service Performance Rate 0.00 1.00 2.00 4.00 15.00 

SurveyRVW: 14.00 22.00 23.25 30.00 45.00 

Pre-Service Evaluation Time: 80.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 120.00 150.00 180.00 240.00 360.00 

Immediate Post Service-Time: 30.00 

Post Qp~rative Visits Total Min** CPT Code and Number of Visits 
Critical Care time/visit{s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s}: 80.00 99231x 2.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit{s}: 102.00 99211x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes oer E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 124150 Recommended Physician Work RVU: 23.25 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 180.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 80.00 99231x 2.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

-~Y REFERENCE SERVICE: 

Key CPT Code 
24363 

Global 
090 

WorkRVU 
22.47 

CPT Code: 24150 

Time Source 
RUCTime 

CPT Descriptor Arthroplasty, elbow; with distal humerus and_proximal ulnar prosthetic replacement (eg, total elbow) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. . 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

.:PT Descriptor 

Global Work RVU 
0.00 

Time Source 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 10 %of respondents: 37.0 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPI'Code: CPI'Code: RUCTime 

24150 24363 

I Median Pre-Service Time II 72.00 II 83.00 

I Median Intra-Service Time II 180.00 II 150.00 

Median Immediate Post-service Time 30.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 80.0 80.00 

Median Discharge Day Management Time 38.0 38.00 

{edian Office Visit Time 102.0 92.00 

olonged Services Time 0.0 0.00 

I Median Total Time ~ 473.00 
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INI'ENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of ._I __ 4_.5_6 _ _.II 3.56 
management options that must be considered '-· -------' 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___4_.5_6_ ..... 1 ...... 1 __ 3.5_6 _ ___, 

IL-u:....r.=:..ge:....n.:..:.cy_o:....f_m_edi_.cal;.;.;_dec..........:i:....sio.:...n_making..........:~· .=:__ _______ __JI '-1 __ 4_.5_6_ .... 11._ __ 3_.3_3 _ ___, 

Technical Skill!Pbysical Effort <Mean) 

._I T_ec_hni_._ca_l s_kil_· l_re--'qwr~·-ed ___________ _.~l L-1 _4_.44 _ ___.~1._1 __ 3._00 _ __, 

._I P_.hy::....s_ical_effi_o_n_reqwr_._·_ed ___________ _,JI L...l _4_.5_6_--11 L...l __ 4_.oo __ _,J 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and! or mortality ll.____4_.2_2_--llj._ __ 3_.7_8 _ ___,J 

'-IOu_tco_m_e_depe~~-o_n_th_e_s_kil_l_and~j~~-~-t_of~p~~::....s_k_ian __ __....l'-1 __ 4_.5_6 _ _.1'-1 __ 3_.8_9 _ _.... 

._IB_mna_._ted_rn_·k_o_f_mal~p_n_cn_·re_sw_·t_~_·th~poo_r_oo_tco_m_e ___ ~l ...... l __ 4_.« _ _....1'-l __ 3_.8_9 _ _.... 

INI'ENSITY /COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments <Mean) 

~...1 Pr_e_-_se_rv_ic_e_in_te_ns_i...::.ty_lc_omp-!....le_XI~·ty:...._ ________ ~l ~...1 __ 4_.« _ ___.~IIL... __ 3_.3_3 _ _,J 

._IIn_tn_-Se_m_·ce_int_ens_l.....::·ty_lc_om_p,_Ie_XI~·ty'------------'1 '-1 __ 4_.3_3 _ _.I ._I __ 3_.6_7 _ _, 

._I P_o_st-_S_em_·_ce_int_ens__,ity::....lc_o_mp..:..l_eXI_·ty-=----------~~ ._I __ 3_. 7_8 _ _.I ._I __ 3_.3_3_._..~ 

Additional Rationale 

CPT Code: 24150 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
Compelling Evidence 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
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CPT Code: 24150 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
the work to resect these bone tumors and care for these patients with bone cancer. 

)ver the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advances 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied .. 

• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW of 23.25. Along with the 
recommended time and visit information, this results in an IWPUT of 0.074. This RVW is less than the reference 
code 24363, which is also a demanding operation that has a less intra-service time and similar post-work. 

SERVICES REPORTED Wim MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

REQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 24150 
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CPT Code: 24150 
How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? __ Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 85 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 81 Percentage 95.29 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? No · .. 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 

1189 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 24152 

CPT Code:24152 Tracking Number P41 Specialty Society Recommended RVU: 19.78 

Global Period: 090 RUC Recommended RVU: 19.78 

CPT Descriptor: Radical resection of tumor, radial head or neck 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 50-year-old male presents with a chondrosarcoma of the proximal radial head and neck with 
its pushing border displacing the radial nerve and the posterior interosseous nerve. At operation, a radical resection of 
the proximal radius with adjacent soft tissue is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 15% , Admitted (more than 24 hours) 85% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

.s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign informed consent. Mark surgical site. Review length and type of 
anesthesia with anesthesiologist. Assure appropriate selection, timing, and administration of antibiotic. Verify that all 
required instruments and supplies are available. Assist with patient positioning supine, with hand positioned on hand 
table and anesthesia staff and lines clear of operative site. Indicate areas of skin to be prepped and mark surgical 
incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape the arm. Exsanguinate the arm and inflate 
the pneumatic tourniquet. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A longitudinal incision is made utilizing a Henry approach extending from above the 
elbow anteriorly and paralleling the proximal radius anterolaterally. The prior biopsy site is ellipsed with the biopsy 
area staying with the resected specimen. Skin and subcutaneous flaps are developed avoiding entering the tissue plain of 

e prior biopsy. Deep fascial planes are opened. The radial nerve is followed proximally down towards the radial 
\..___ .ead. The supinator is identified. The posterior interosseous nerve is identified. The brachial artery and vein are 

identified. The elbow joint is opened and incised. The tissues about the midshaft of the radius are opened and incised. 
The radial collateral ligament is identified and divided extra-periosteally off of the humeral condylar region. The 
midshaft interval is identified and the radius is divided. During the procedure, preoperative image studies are reviewed 
to verify intended planes of dissection and proximity of neurovascular bundles. The specimen is then removed from the 
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CPT Code: 24152 
field and marked for anatomic orientation. This is documented on the pathology request form along with appropriate 
history and needed information. The surgeon then breaks scrub and carries the specimen to the pathology department 
while the anesthesiologist and other operative personnel remain with the patient. Prior to this, the surgeon assesses the 
stability of the operative field and discusses with the anesthesiologist the stability of the patient. In the patholr 
department, the surgeon then examines the resected specimen with the attending pathologist and orients the pathologi~ 
the specimen anatomy. The specimen is then inked for margins and any areas that are questionable are inspected by 
frozen section. Careful homeostasis is obtained and drains are appropriately placed deep in the wound to protect the 
flaps. A meticulous multilayered wound closure is accomplished. 

Description of Post-Service Work: Apply dressings and sling. Discuss surgery outcome with patient's family. Write 
brief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss ongoing care with floor 
nurses. Dictate operative report and complete medical record documentation. Later on the day of surgery, review 
medical records and interval data charted. Communicate with other professionals and with patient and patient's family. 
Examine patient, assessing open wound status and drain. Assess neurovascular status. Wound care and close 
observation are important to avoid or promptly treat compartment syndrome. Consider relevant data, options, and risks 
and revise treatment plan as necessary. On subsequent day(s), review medical records and interval data charted. 
Examine and talk with patient. Take down dressings, assess wound and patient status. When the patient is stable, make 
the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, 
including home restrictions (ie, activity, bathing) and use of sling. Reconcile medications with attention to pre-admission 
therapy, inpatient therapy and outpatient formulary and write order for antibiotic and pain medication. Provide 
necessary care coordination, telephonic or electronic communication assistance, and other necessary management. 
Inform the primary care or referring physician of discharge plans. All appropriate medical records are completed, 
including discharge summary and discharge instructions, and insurance forms. The patient will be examined in the 
office several times through the 90-day global period. Remove dressings, assess wound healing, and redress wound. 
Remove sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab 
and/or imaging, as necessary. Order occupational or physical therapy and assess functional recovery. Revise trec:ttm<!D 
plan(s) and communicate with patient and family/caregiver, as necessary. Provide necessary care 
telephonic or electronic communication assistance, and other necessary management for reconstruction and 
chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal and written). Dictate progress notes for 
medical record. 
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CPT Code: 24152 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 --
I Presenter(s): John Heiner, MD; William Creevy, MD; Daniel Nagle, MD 

pecialty(s): MSTS; AAOS; ASSH 

CPT Code: 24152 

Sample Size: 75 'Resp N: 27 I Response: 36.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl H!qh 

Service Performance Rate 0.00 1.00 1.00 3.00 20.00 

Survey RVW: 14.30 19.78 22.00 27.38 40.00 

Pre-Service Evaluation Time: 65.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 100.00 125.00 150.00 240.00 300.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

*PhysiCian standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40}; 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 124152 Recommended Physician Work RVU: 19.78 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 150.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

"""'ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

ffice time/visit(s): 102.00 99211x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

ProlongedJ~~rvices: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
24363 

Global 
090 

WorkRVU 
22.47 

CPT Code: 24152 

Time Source 
RUCTime 

CPT Descriptor Arthroplasty, elbow; with distal humerus and proximal ulnar prosthetic replacement (eg, total elbow) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIUP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 5 % of respondents: 18.5 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

24152 24363 

I Median Pre-Service Time II 60.00 II 83.00 

I Median Intra-Service Time II 150.00 II 150.00 

I Median Immediate Post-service Time 30.00 30.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 60.0 80.00 

I Median Discharge Day Management Time 38.0 38.00 

I Median Office Visit Time 102.0 92.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time ~I 
473.00 

Other time if appropriate 

1193 



INTENSITY/COMPLEXITY MEASURES (Mean) 

1ental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number ofl L. _....;4.;..:.60:...:....__1 L.I _ ___:3.;..:.80:...:....__......J 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~...-~4:..:...:;.60..:.______~1 ._I --=3:..:..:.so~___.J 

I._ U_r:::.ge_nc....:;y_o_f_m_edi_·cal_de_ci_sio_n_making __ · :::....-----------ll ._I __ 4_.60 _ _..1 ._I __ 3_.80 __ __J 

Technical Skill/Physical Effort (Mean) 

._I T_ec_hni_·cal_s_kil_l_reqwt'...!...-. _ed __________ ---11 ._I _4_.60.:....:...._____.1._1 __ 3:..:.·.:...:80_----.~ 

._I P--'hy'-s_ical_effi_o_n_re_,quired'-·-------------'1 ._I __ 4.60_----.~1 ~.-I __ 4 . ..:....00_----.~ 
Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or monality I ._I __ 4_.80_---.JI ._I __ 4:..:..00~-....J 

._I Ou_tc_om_e_depe_....._nds_o_n_th_e_skil_._l_and---"-ju_d;:::.gm_e_nt_o_f..._ph....::y_si_cian ___ --...~1 ._I __ 4_.60_---.JI ._I __ 4_.oo __ __J 

l& __ tima __ ted __ n_·~_m_mal~p_rn_ct_k_e_sw_·t_~_·th_.....poo_r_oo_~_o_m_e ____ ~I~.-1_:..:.4:..:..80~-....~1LI __ ~3:..:..60~-....J 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

L.l~_~_se_n1_·c_e_~_e_ns_i~ty_lc_om-'p~le_~....:·cy~--------------....II._I __ 4_.80 _ ___JIL.I ___ 4:..:..00.:...:__....J 

L.l Intra--=:....-Se_n1_·ce_inte_ns...:.....:ity:..../c;..;.om.;..:p~le.:.:..~=.::·cy~----------1' ._I _4_.80.:....:...._----.~1 ~.-I _....:4..:..:.00-=------.~ 

I L.P_o_&_-Se_~ __ ke_~_ens--'ey'-/c_o_mp..._l_e~_·cy~-----------~~._1 __ 4_.60 __ _..11~.... __ 4..:..:.00-=------.~ 

Additional Rationale 

CPT Code: 24152 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate forrrutla and format. 

')mpelling Evidence 
.. he MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
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CPT Code: 24152 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
the work to resect these bone tumors and care for these patients with bone cancer. 

Over the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advance. 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• ·Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey 25th percentile RVW of 19. 78. Along with the 
recommended time and visit information, this results in an IWPUT of 0.072. This RVW is less than the reference 
code 24363, which is also a demanding operation with similar total work. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 24152 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
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CPT Code: 24152 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Rarely 

.pecialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 4 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 4 Percentage 100.00% 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 

uo many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMMENDATION 

CPT Code: 25170 

CPT Code:25170 Tracking Number P48 Specialty Society Recommended RVU: 22.00 

Global Period: 090 RUC Recommended RVU: 22.00 

CPT Descriptor: Radical resection of tumor, radius or ulna 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 54-year-old-male presents with an osteosarcoma of the radius with extension through the 
interosseous membrane, abutting the ulna, with an associated soft tissue mass extending from the bone. At operation, a 
radical resection of the radius with adjacent soft tissue is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 19% , Admitted (more than 24 hours) 81% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign informed consent. Mark surgical site. Review length and type of 
anesthesia with anesthesiologist. Assure appropriate selection, timing, and administration of antibiotic. Verify that all 
required instruments and supplies are available. Assist with patient positioning supine, with hand positioned on hand 
table and anesthesia staff and lines clear of operative site. Indicate areas of skin to be prepped and mark surgical 
incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape the arm. Exsanguinate the arm and inflate 
the pneumatic tourniquet. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: An incision is made in a longitudinal orientation, ellipsing the biopsy tract in a wide 
en bloc fashion from the elbow, incorporating the biopsy tract, extending the incision to the wrist. The dissection is 
carried down through the subcutaneous fat maintaining a cuff of tissue surrounding the biopsy tract and tumor. The 
incision is carried down through the limiting fascia of the forearm, extending down to the wrist. The tumor originates 
the bone but is associated with a large soft tissue mass that involves the surrounding musculature. The dissectiL 
therefore proceeds through the volar musculature; once again, maintaining a cuff of normal, non-tumor involved muscle 
on the tumor to maintain a wide margin around the tumor. The flexor carpi radialis and flexor carpi ulnaris, along with 
the flexor digitorum sublimis and profundus muscles are dissected from the underlying soft tissue component of the bony 
tumor. The neurovascular bundle, associated with the tumor, is meticulously dissected free from the overlying tumor. 

1197 



CPT Code: 25170 
The artery, vein, and nerves are sharply dissected from their sheath maintaining the sheath as a margin on the tumor. 
The interosseous membrane is approached and identified and then carefully divided in order to mobilize the radius. At 
this point the dissection is carried over to the dorsal side of the forearm. The same approach is utilized here, dissecting 
the overlying extensor muscles from the underlying tumor, maintaining a cuff of normal tissue in a wide en bloc fashion. 
The neurovascular structures here are dissected free from the tumor and maintained to allow functional restoration of 

the limb. The dissection is carried further distal to the wrist joint. Proximally, the dissection is carried towards the 
elbow where the joint capsules of both the wrist and elbow are exposed. The remaining capsular structures are then 
transected being very careful to protect the neurovascular structures (artery, vein, and nerves, both radial and ulna) 
which lie intimately in contact with the capsular structures. The radius is then elevated forwards to allow for exposure 
of the forearm. Care is taken to ligate each feeding vessel into the tumor. The dissection is carried proximally in this 
fashion until the level of the proposed osteotomy dictated -by the pre-operative planning is reached. At this point, 
typically 12 em. above the wrist, the dissection is carried circumferentially around the entire bone. The bone is then cut 
with a saw and the remaining soft tissues are dissected free from the specimen. The specimen consists of the skin of the 
biopsy tract, the underlying subcutaneous fat, fascia, muscle, tumor, bone, ligaments, tendons, and capsular structures, 
all in one piece, without any contamination of either tumor or prior surgery. The specimen is then removed from the 
field and marked for anatomic orientation. This is documented on the pathology request form along with appropriate 
history and needed information. The surgeon then breaks scrub and carries the specimen to the pathology department 
while the anesthesiologist and other operative personnel remain with the patient. Prior to this, the surgeon assesses the 
stability of the operative field and discusses with the anesthesiologist the stability of the patient. In the pathology 
department, the surgeon then examines the resected specimen with the attending pathologist and orients the pathologist to 
the specimen anatomy. The specimen is then inked for margins and any areas that are questionable are inspected by 
frozen section. If positive margins are found, additional resection is required. The wound bed is inspected, bleeding 
vessels are ligated and the neurovascular structures are re-evaluated to ensure they are intact. During the remainder of 
the procedure, these structures must be protected from stretch, twisting, retraction, etc. as there is now no bone to 
provide structure of this limb. The soft tissue reconstruction can be begun once all frozen sections reveal clear margins. 
Gloves and instruments are changed to prevent any contamination. The muscles are mobilized in order to provide 

coverage over the remaining bone. The dissection is carried more proximally until the muscles can be rotated to fill in 
1e void left by the tumor. Muscle bellies are repaired to themselves as is the fascia. The fascial layers are closed in a 
watertight fashion over a drain, followed by closure of the subcutaneous tissues and skin. 

Description of Post-Service Work: Apply dressings and sling. Discuss surgery outcome with patient's family. Write 
brief operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss ongoing care with floor 
nurses. Dictate operative report and complete medical record documentation. Later on the day of surgery, review 
medical records and interval data charted. Communicate with other professionals and with patient and patient's family. 
Examine patient, assessing open wound status and drain. Assess neurovascular status. Wound care and close 
observation are important to avoid or promptly treat compartment syndrome. Consider relevant data, options, and risks 
and revise treatment plan as necessary. On subsequent day(s), review medical records and interval data charted. 
Examine and talk with patient. Take down dressings, assess wound and patient status. When the patient is stable, make 
the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, 
including home restrictions (ie, activity, bathing) and use of sling. Reconcile medications with attention to pre-admission 
therapy, inpatient therapy and outpatient formulary and write order for antibiotic and pain medication. Provide 
necessary care coordination, telephonic or electronic communication assistance, and other necessary management. 
Inform the primary care or referring physician of discharge plans. All appropriate medical records are completed, 
including discharge summary and discharge instructions, and insurance forms. The patient will be examined in the 
office several times through the 90-day global period. Remove dressings, assess wound healing, and redress wound. 
Remove sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab 
and/or imaging, as necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment 
plan(s) and communicate with patient and family/caregiver, as necessary. Provide necessary care coordination, 
telephonic or electronic communication assistance, and other necessary management for reconstruction and further 

temo/radiation therapy. Discuss progress with oncologist and PCP (verbal and written). Dictate progress notes for 
,nedical record. 
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CPT Code: 25170 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): John Heiner, MD; William Creevy, MD; Daniel Nagle, MD 

Specialty(s): MSTS;AAOS 

CPT Code: 25170 

Sample Size: 75 'Resp N: 27 l Response: 36.0 % 

Sample Type: Random 

Low 25th octl Median* 75th DCtl Hiah 

Service Performance Rate 0.00 1.00 2.00 3.00 15.00 

SurveyRVW: 10.00 20.00 22.00 29.63 45.00 

Pre-Service Evaluation Time: 65.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 90.00 120.00 180.00 203.00 300.00 

Immediate Post Service-Time: 30.00 

Post O_~:terative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238( 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 125170 Recommended Physician Work RVU: 22.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 180.00 

Immediate Post Service-Time: 30.00 

Post 0Derative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 102.00 99211x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Sell"Vice: 
Is this new/revised procedure considered to be a new technology or service? No 

AEY REFERENCE SERVICE: 

Key CPT Code 
24363 

Global 
090 

WorkRVU 
22.47 

CPT Code: 25170 

Time Source 
RUCTime 

CPT Descriptor Arthroplasty, elbow; with distal humerus and proximal ulnar prosthetic replacement (eg, total elbow) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

. CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the 'key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 5 % of respondents: 18.5 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPI' Code: CPI'Code: RUCTime 

25170 24363 

I Median Pre-Service Time II 60.00 II 83.00 

I Median Intra-Service Time II 180.00 II 150.00 

Median Immediate Post-service Time 30.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 60.0 80.00 

Median Discharge Day Management Time 38.0 38.00 

' 1:edian Office Visit Time I 102.0 92.00 

.-olonged Services Time I 0.0 0.00 

I Median Total Time I~ 473.00 

: Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 4.00 II 
management options that must be considered '-------' .__ ____ ____, 

3.33 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___4_._33 _ _.1 ._I __ 3_.83 _ ____. 

._I U_r;:;..ge_nc'"""y_o_f_m_edi_·cal_dec_is_io_n_making_·-=-----------'I..._J _4_._17 _ _.1._1 __ 3._83 _ __, 

Technical Skill/Pbysical Effort (Mean) 

._l T_ec_hni_._cal_s_kil_· l_re_,C}Ulf'-·-ed ___________ __.ll.___4...;...3;...;.3_.-~ll.___4_ . ...;..17_---..~ 

._I P_,hy:....st_·cal_effi_o_n_re_,qwr_·_ed ___________ __.I._J _4_._30 _ __,1._1 __ 4._17 _ ____. 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 4_.1_7 _ _,I ._I __ 3_.8_3 _ __, 

~..1 Ou_tc_om_e depe~_n_ds_o_n_tb_e_s_kil_l_an_d...o:.ju_dgm..:::,__en_t _of..:.p-'hy::....s_ic_ian __ ___,l ._I __ 4_.3_3 _ _.1 ._I __ 4_.00 __ _, 

~..1 Es_ttma_· _ted_n_·sk_o_f_mal~p_ra_cb_·ce_sw_·t_WI_·th~poo_r_ou_tc_o_m_e ___ __,l ._I __ 4_.5_0 _ _.1 ._I __ 4_.3_3 _ __. 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments <Mean) 

I._Pr_e_-Se_m_·ce_int_ens_i~ty_lc_omp_.__le_xi....::ty ________ ---'1._1 _4_._17 _ _.1 ._I __ 3_.3_3 _ __. 

~..IIntr___;.a_-Se __ rv_ic __ e --in--te_ns_ity,:../_co_mp...::..;...;le_xi...::ty _________ _,l ._I __ 4_.3_3 _ _.I ._I __ 3_.8_3 _ __, 

._I P_o_st-_S_em_·_ce_int_ens__,ity:..../c_o_m ..... pl_ext_.ty..:._ ________ ___.l ._I __ 3_.5_0 _ _.1 ._I __ 3_.3_3 _ __, 

Additional Rationale 

CPT Code: 25170 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and formtlt. 
Compelling Evidence 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 

1201 



CPT Code: 25170 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
the work to resect these bone tumors and care for these patients with bone cancer. 

Ner the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advances 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW of 22.00. Along with the 
recommended time and visit information, this results in an IWPUT of 0.073. This RVW is less than the reference 
code 24363, which is also a demanding operation with less intra-operative time, but similar total work. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all ofthese data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

REQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 25170 
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CPT "Code: 25170 
How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 30 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 26 Percentage 86.66 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0. 00 % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY_OF RECOMMENDATION 

CPT Code: 26250 

..::PT Code:26250 Tracking Number P55 Specialty Society Recommended RVU: 15.00 

Global Period: 090 RUC Recommended RVU: 15.00 

CPT Descriptor: Radical resection of tumor, metacarpal 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 50-year-old male presents with a chondrosarcoma of the frrst metacarpal of the thumb with a 
small soft tissue mass. A radical resection of the first metacarpal is performed with preservation of the thumb. 

Percentage of Survey Respondents who found Vignette to be Typical: 96% 

Percent of survey respondents who stated they perform the procedure; In the hospitallOO% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 36% , Kept overnight (less than 24 hours) 32% , Admitted (more than 24 hours) 32% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 78% 

• <i moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
'ercent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No . 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Mark surgical site. 
Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and administration of 
antibiotic. Verify that all required instruments and supplies are available. Assist with patient positioning supine, with 
hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate areas of skin to be prepped 
and mark surgical incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape the arm. ~levate the arm 
and inflate the pneumatic tourniquet. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: An incision is made over the dorsal aspect of the first metacarpal. The neurovascular 
structures are carefully retracted. The extensor mechanism is retracted. Extraperiosteal dissection is carried out around 
the metacarpal. The metacarpalphalangeal joint is identified and the capsule is incised. The flexor tendon sheath is 
opened and the flexor pollicis longus is retracted. The first metacarpal is carefully dissected away from the flexor pollicis 
longus and thenar muscles. The digital nerves and arteries are protected. The carpometacarpal joint is identified and its 
capsule incised. The metacarpal, the attached soft tissue tumor extension and the involved muscle are removed. The 

umiquet is released and meticulous hemostasis achieved. The wound is irrigated. A drain is placed in the wound. The 
ound is closed in layers. 

Description of Post-Service Work: Apply soft dressings. Discuss surgery outcome with patient's family. Write brief 
operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss ongoing care with floor 
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CPT Code: 26250 
nurses. Dictate operative report and complete medical record documentation. Later on the day of surgery, review 
medical records and interval data charted. Communicate with other professionals and with patient and patient's family. 
Perform an expanded problem focused exam, assessing open wound status and drain. Assess neurovascular status ... 
Consider relevant data, options, and risks and revise treatment plan as necessary. The next day, review medical recor 
and interval data charted. Examine and talk with patient. Take down dressings, asses wound and patient status, ' 
make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, 
including home restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, 
inpatient therapy and outpatient formulary and write order for antibiotic and pain medication. Provide necessary care 
coordination, telephonic or electronic communication assistance, and other necessary management. Inform the primary 
care or referring physician of discharge plans. All appropriate medical records are completed, including discharge 
summary and discharge instructions, and insurance forms. The patient will be examined in the office several times 
through the 90-day global period. Remove dressings, assess wound healing, and redress wound. Remove sutures and 
drain when appropriate. Discuss pathology report when available. Order and review periodic lab and/or imaging, as 
necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment plan(s) and 
communicate with patient and family/caregiver, as necessary. Provide necessary care coordination, telephonic or 
electronic communication assistance, and other necessary management reconstruction. Discuss progress with PCP 
(verbal and written). Dictate progress notes for medical record. 
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CPT Code: 26250 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter(s): John Heiner, MD; William Creevy, MD; Daniel Nagle, MD 

.pecialty(s): MSTS; AAOS; ASSH 

CPT Code: 26250 

Sample Size: 75 IResp N: 27 
I 

Response: 36.0 % 

Sample Type: Random 

Low 25th pctl Median* 75thpctl Hi.Q.h 

Service Performance Rate 1.00 1.00 1.00 2.00 15.00 

Survey RVW: 7.00 14.00 15.00 22.00 40.00 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 60.00 90.00 120.00 120.00 270.00 

Immediate Post Service-Time: 25.00 

Post ooerative Visits 
-- --

Total Min- CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): ~ 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

*Physrcran standard total minutes per ElM visrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16}; 99213 (23}; 99214 (40); 99215 (55); 99354 (60); 99355 (30}; 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 2b -FAC Diff Pat/Straightfor Proc(w sedation/anes) 

CPT Code: 126250 Recommended Physician Work RVU: 15.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Pack~e 

Pre-Service Time 

Pre-Service Evaluation Time: 23.00 33.00 -10.00 

Pre-Service Positioning Time: 10.00 1.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 5.00 10.00 

Intra-Service Time: 120.00· 

Immediate Post Service-Time: 25.00 

Post Operative Visits Total Min- CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

'"'lischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

ffice time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: ---- j 
Is this new/revised procedure considered to be a new technology or se~ice? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
25447 

WorkRVU 
10.95 

CPT Descriptor Arthroplasty, interposition, intercarpal or carpometacarpal joints 

KEY MPC COMPARISON CODES: 

CPT Code: 26250 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIUP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 6 % of respondents: 22.2 % 

TIME ESTIMATES (Median) 

I MP.dian Pre-Service Time II 
I Median Intra-Service Time II 

CPT Code: 
26250 

48.00 

120.00 

Key Reference 
CPT Code: 

25447 

II 45.oo 

11 100.00 

Median Immediate Post-service Time 20.00 I 25.00 

0.0 Median Critical Care Time 0.00 

20.0 Median Other Hospital Visit Time 0.00 

38.0 Median Discharge Day Management Time 19.00 

Median Office Visit Time 102.0 94.00 

Prolonged Services Time 0.0 0.00 

~M.;.:ed;;;;;:;;ia;:;;n..;;T;.;;.otal;;:;;;.,;T:.;;im;;;:.;;..e -----------~ ~ ~-2_7_8._00_--l 
Other time if appropriate C.===J 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

,fental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of 3. 75 I ._I __ 3_.00 __ _, 
management options that must be considered '------' 

The amotint and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____3_. 7_5 ___.I ...... 1 __ 2_. 75 _ ___, 

._I U_r"'-ge_nc...:.y_o_f m_edi_·cal_dec_is_io_n _making_·-=-----------'' ..... 1 _4_.00_---'1 ..... 1 __ 3_.1_5 -----~ 

Technical Skill/Physical Effort (Mean) 

..... IT_ec_~_·cal_s_kill __ r~~·-ed ____________________ ~l~l __ 3_.00 _ __,1 ..... 1 __ ~3._00 __ ~ 

..... 1 P__,hy:...s_ical_effi_o_rt_re_.quired._· ___________ __,l ..... 1 _3_.25_..---~1 ..... 1 ____ 3._00 __ ___, 

Psychological Stress (Mean) 

- I The risk of significant complications, morbidity and/or mortality I ._I __ 4_.00 _ ___,1 '-1 _ __;_3...;..5..;_0 ----l 

._I Ou_tco_m_e_depe~_nds_o_n_th_e_skill_._and~judgm-"'-_e_nt_o_f_._ph...::y_si_cian ___ __,l ..... 1 __ 3_.25_-...JI ..... 1 __ 3_.00 __ -' 

IEs __ tima_t_ed_n_·s_k_o_fma___,lp,_ra_c_tic_e_sw_._t Wl_._th...:.poo_r_o_ut_co_m_e ___ ___,ll.___3_.oo _ ___,l ._I __ 3_.2_5 -----~ 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

'-1 Pr_e_-Se_rv_ic_e_in_te_ns_ity..:.../_co_m_.p_le_XI...::.ty__;_ ________ __,l '-1 __ 3_.00_~1 '-1 __ 3_.2_5_---J 

'-IIntra __ -S_ern_·_ce_int_ens_i...::ty_lco_m_.p.__le_XI_,·ty:__ _______ ____JI ..... 1 _3_.2_5_-'11..___3_.00_---' 

._I P_o_st-_S_erv_i_ce_in_t_ens_•-=·ty'-/c_o_mp'-1-eXI_.ty.::._.. ________ __,l ._I __ 3_.00 _ ___,1 ._I __ 3_.00 __ -' 

Additional Rationale 

CPT Code: 26250 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and fonnat. 

ompelling Evidence 
... he MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
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CPT Code: 26250 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
the work to resect these bone tumors and care for these patients with bone cancer. 

Over the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advanct 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 2B with the following modifications: 
• Evaluation: Subtract 10 minutes- move to scrub/dress wait category for moderate sedation performed by 

anesthesiologist. 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: Add 10 minutes- moved from evaluation category for moderate sedation performed by 
anesthesiologist. 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring 
for compartment syndrome - the hand typically swells extensively after this procedure. The surgeon will examine 
the patient later on the day of the procedure. The consensus committee recommends the survey median RVW r~ 
15.00. Along with the recommended time and visit information, this results in an IWPUT of 0.065. This RVW 
less than the reference code 25447, accounting for less intra-op and total time. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 
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CPT Code: 26250 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 26250 

Low often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 23 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

'pecialty orthopaedic surgery Frequency 16 Percentage 69.56 % 

Specialty hand surgery Frequency 5 Percentage 21.73 % 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 26260 

CPT Code:26260 Tracking Number P56 Specialty Society Recommended RVU: 11.00 

Global Period: 090 RUC Recommended RVU: 11.00 

CPT Descriptor: Radical resection of tumor, proximal or middle phalanx of fmger 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 40-year-old woman presents with a chondrosarcoma of the proximal phalanx of the thumb 
in her dominant hand. A radical resection of the tumor is performed with preservation of the thumb. 

Percentage of Survey Respondents who found Vignette to be Typical: 96% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 62% , Kept overnight (less than 24 hours) 23% , Admitted (more than 24 hours) 15% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 83% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Mark surgical site. 
Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and administration of 
antibiotic. Verify that all required instruments and supplies are available. Assist with patient positioning supine, with 
hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate areas of skin to be prepped 
and mark surgical incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape the arm. Elevate the arm 
and inflate the pneumatic tourniquet. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: An incision is made over the dorsal aspect of the proximal phalanx. The 
neurovascular structures are carefully retracted. The extensor mechanism is retracted. Extraperiosteal dissection is 
carried out around the phalanx. The interphalangeal joint is identified and the capsule is incised. The flexor tendon 
sheath is opened and the flexor pollicis longus is retracted. The proximal phalanx is carefully dissected away from the 
flexor pollicis longus. The digital nerves and arteries are protected. The metacarpalphalangeal joint is identified and its 
capsule incised. The phalanx is excised. The tourniquet is released and meticulous hemostasis achieved. The wound · 
irrigated. A drain is placed in the wound. The wound is closed. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist to 
coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write brief 
operative note and medication orders. Monitor patient stabilization in the recovery room and neurovascular status of the 
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CPT Code: 26260 
operated extremity. After patient is awake, discuss surgery outcome with patient. Dictate operative report and complete 
medical record documentation. Communicate with other professionals and with patient and patient's family. Consider 
relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatment with the patient, 
+"amily and other healthcare professionals, including home restrictions (ie, activity, bathing). Reconcile medications and 
}'rite order for pain medication. Provide necessary care coordination, telephonic or electronic communication 
assistance, and other necessary management. Inform the primary care or referring physician of discharge plans. All 
appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office several times through the 90-day global period to remove dressings, 
assess wound healing, assess neurovascular status and redress wound; remove sutures; and discuss pathology report 
when available. Order and review periodic lab and/or imaging, as necessary. Order occupational or physical therapy 
and assess functional recovery. Revise treatment plan(s} and communicate with patient and family/caregiver, as 
necessary. Provide necessary care coordination, telephonic or electronic communication assistance, and other necessary 
management for reconstruction and further chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal 
and written). Dictate progress notes for medical record. 
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CPT Code: 26260 . 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): John Heiner, MD; William Creevy, MD; Daniel Nagle, MD 

Specialty(s): MSTS; AAOS; ASSH 
--

\ 

CPT Code: 26260 

Sample Size: 75 'Resp N: 27 I Response: 36.0 % 
-

Sample Type: Random 

Low 2Sth pctl Median* 75th Pctl Hi9_h 

Service Performance Rate 0.00 1.00 1.00 3.00 15.00 

SurveyRVW: 8.00 11.00 12.00 20.00 40.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 40.00 79.00 90.00 120.00 200.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 2b -FAC Diff Pat/Straightfor Proc(w sedation/anes) 

CPT Code: 126260 Recommended Physician Work RVU: 11.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 23.00 33.00 -10.00 

Pre-Service Positioning Time: 10.00 1.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 5.00 10.00 

Intra-Service Time: 90.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 79.00 99211x 0.00 12x 1.00 13x 1.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

AEY REFERENCE SERVICE: 

Key CPT Code 
25447 

Global 
090 

WorkRVU 
10.95 

CPT Descriptor Arthroplasty, interposition, intercarpal or carpometacarpal joints 

KEY MPC COMPARISON CODES: 

CPT Code: 26260 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 4 %of respondents: 14.8 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

26260 25447 

I Median Pre-Service Time II 48.00 II 45.00 

I Median Intra-Service Time II 90.00 II 100.00 

Median Immediate Post-service Time 20.00 I 20.00 

Median Critical Care Time 0.0 I 0.00 

Median Other Hospital Visit Time 0.0 I 0.00 

Median Discharge Day Management Time 19.0 I 19.00 

'1edian Office Visit Time 79.0 I 94.00 

rolonged Services Time 0.0 I 0.00 

I Median Total Time I~ 278.00 

: Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of .___3_.5_0 _ _.1 ._1 __ 2_.7_5_-J 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and! or other information that must be reviewed and analyzed 

.___3._75 _ _,1 ._I __ 3_.oo _ __. 

._I U_r=ge_n-"cy_o_f_m_edi_·cal_dec_i_sio_n_making __ · :...-_______ __.1 ._I __ 3_.7_5 _ _,1 ._I __ 2_. 7_5 _ __. 

Technical SkiiiiPhysical Effort (Mean) 

I.._T_~_~_·cal __ s_kill __ re~~-·----------------------~~~~--4.00_~1~1----3._~ __ ~ 

._IP~~~st_·cal __ effi_o_n_r~~·-ed ____________________ __.l._l __ 3.00_~1._1 ____ 3._00 __ __, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 3_. 7_5 _ _,1 ._I __ 3_.25 __ _, 

._I Ou_tc_om_e_depe-!..._nds_on_th_e_s_kill_· _and____::j_udgm..:::....._em_o.;...f~p_,hy.;...si_cian_...:. __ ....... l ._I _4_.00 _ __.11.__ __ 3_.5_0 __ __, 

._I Es_txma_· _ted_ris_k_o_f_mal-.:..pra_._cn_·ce_sw_·t_WI_·th~poo_r o_u_tc_om_e ___ ,.-~I ._I __ 3_.25 _ ___.1 ._I __ 3_.00 __ _. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

._I Pr_e_-S_e_rn_·c_e _int_e_ns_,ity:.-lco_mp.._l_ext_.ty..__ ________ ....... l ._I _3_.5_0 _ _,11._ __ 3_.00_~ 

._IIntra_.....;-S..:..erv--.:.ic.:..e .:...:int_e_ns--'ity::..../_co_m..!.,p_le_xi~ty--------___.1 ~~ __ 3_.5_0 _ _.11...___3_.00_~ 

._IP_o_s~_~_rv_i_ce_inte_ns_i~ty_lc_omp~le_xt-"·ty ________ ~l .... l __ 4_.oo _ __.l._l __ 3_.~_~ 

Additional Rationale 

CPT Code: 26260 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and formoJ. 

Compelling Evidence 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
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CPT Code: 26260 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
these codes - a change in patient population, a ~ange in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
'be work to resect these bone tumors and care for these patients with bone cancer. 

Over the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advances 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 1B with the following modifications: 
• Evaluation: Subtract 5 minutes- move to scrub/dress wait category for moderate sedation performed by 

anesthesiologist. 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: Add 5 minutes- moved from evaluation category for moderate sedation performed by 
anesthesiologist. 

Recommendation: The consensus committee recommends the survey 25th percentile R VW of 11.00. Along with the 
recommended time and visit information, this results in an IWPUT of 0.059. This RVW is similar to the reference 
ode 25447 which has very similar total work. 

SERVICES REPORTED WITH MULTIPLE CPr CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D · Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFOJRMATION 
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CPT Code: 26260 
How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 26260 

How often do physicians in your ~ecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 28 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 15 Percentage 53.57 % 

Specialty hand surgery Frequency 8 Percentage 28.57% 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMAJSPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 26262 

CPT Code:26262 Tracking Number P57 Specialty Society Recommended RVU: 8.13 

Global Period: 090 RUC Recommended RVU: 8.13 

CPT Descriptor: Radical resection of tumor, distal phalanx of fmger 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 35-year-old woman presents with chondrosarcoma of the distal phalanx of the thumb. A 
radical resection of the tumor is performed with preservation of the thumb. 

Percentage of Survey Respondents who found Vignette to be Typical: 98%. 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 81% , Kept overnight (less than 24 hours) 15% , Admitted (more than 24 hours) 4% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 100% 

·s moderate sedation inherent to this procedure in the Hospital/ASC setting? No 
./ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Mark surgical site. 
Review length and type of anesthesia with anesthesiologist. Assure appropriate selection, timing, and administration of 
antibiotic. Verify that all required instruments and supplies are available. Assist with patient positioning supine, with 
hand positioned on hand table and anesthesia staff and lines clear of operative site. Indicate areas of skin to be prepped 
and mark surgical incisions. Place tourniquet on arm, prep the arm, scrub and gown. Drape the arm. Elevate the arm 
and inflate the pneumatic tourniquet. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: An incision is made over the radial aspect of the distal phalanx. The neurovascular 
structures are carefully retracted. The extensor mechanism is retracted. Extraperiosteal dissection is carried out around 
the phalanx. The interphalangeal joint is identified and the capsule is incised. The flexor tendon sheath is opened and the 
flexor pollicis longus is retracted. The distal phalanx is carefully dissected away from the flexor pollicis longus, extensor 
policis longus and nail organ. The digital nerves and arteries are protected.. The phalanx is excised. The tourniquet is 
released and meticulous hemostasis achieved. The wound is irrigated. A drain is placed in the wound. The wound is 
'osed. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Take 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist to 
coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write brief 
operative note and medication orders. Monitor patient stabilization in the recovery room and neurovascular status of the 
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CPT Code: 26262 
operated extremity. After patient is awake, discuss surgery outcome with patient. Dictate operative report and complete 
medical record documentation. Communicate ~th other professionals and with patient and patient's family. Consider 
relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatment with the patient, 
family and other healthcare professionals, including home restrictions (ie, activity, bathing). Reconcile medications, 
write order for pain medication. Provide necessary care coordination, telephonic or electronic communicaL 
assistance, and other necessary management. Inform the primary care or referring physician of discharge plans. All 
appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office several times through the 90-day global period to remove dressings, 
assess wound healing, assess neurovascular status and redress wound; remove sutures; and discuss pathology report 
when available. Order and review periodic lab and/or imaging, as necessary. Order occupational or physical therapy 
and assess functional recovery. Revise treatment plan(s) and communicate with patient and family/caregiver, as 
necessary. Provide necessary care coordination, telephonic or electronic communication assistance, and other necessary 
management for reconstruction and further chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal 
and written). Dictate progress notes for medical record. 
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CPT Code: 26262 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

IPresenter(s): John Heiner, MD; William Creevy, MD; Daniel Nagle, MD 

pecialty(s): MSTS; AAOS; ASSH 

CPT Code: 26262 

Sample Size: 75 IResp N: 27 
I 

Response: 36.0 % 

Sample Type: Random 

Low 25th DCtJ Median* 75th octl Hi_g_h 

Service Performance Rate 0.00 1.00 1.00 3.00 15.00 

Survey RVW: 5.90 8.00 9.00 11.00 27.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 30.00 53.00 60.00 90.00 150.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 79.00 99211x 0.00 12x 1.00 13x 1.00 14x 1.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

*Physician standard total m1nutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23}; 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 126262 Recommended Physician Work RVU: 8.13 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 14.00 19.00 -5.00 

Pre-Service Positioning Time: 0 10.00 1.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 5.00 5.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

""'ischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

ffice time/visit(s): 79.00 99211x 0.00 12x 1.00 13x 1.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
24685 

Global 
090 

WorkRVU 
8.21 

CPT Code: 26262 

Time Source 
RUCTime 

CPT Descriptor Open treatment of ulnar fracture, proximal end (eg, olecranon or coronoid process[es]), includes 
internal fixation, when performed 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

-

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 % of respondents: 25.9 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPfCode: CPfCoBe: RUCTime 

26262 24685 

I Median Pre-Service Time II 34.00 II 65.00 

I Median Intra-Service Time II 60.00 II 60.00 

Median Immediate Post-service Time 20.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

Median Office Visit Time 79.0 78.00 

Prolonged Services Time 0.0 0.00 

~I 
252.00 Median Total Time 

Other time if appropriate 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

lental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 3.29 1 ..... 1 __ 2_.7_1 _ __, 
management options that must be considered ..__ ___ __, 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

......__3_.2_9 _ __.1 ._I __ 2_.1_1 _ ___, 

~...1 U_r.:::.ge_n....:cy~o_f_m_edi_.cal_dec_i_sio_n_makin __ · .:::.g _______ ___,I ~...1 __ 3_.2_9 _ __.11 ..... __ 3_.00 __ __. 

Technical Skill/Physical Effort (Mean) 

L..:l T:..:...ec:.::hni:::.'cal~s=kil:.:..l =reqwr=· __ ed __________ __...~ll ...._ _3_.4_3 _ _,1 L...l __ 3._29 _ __. 

L...l P....:hy:....s_ical_effi_o_rt_re.....!quired'--·-----------------'1 ._I _3_._14 _ _,1 ..... 1 __ 3.00 __ __, 

Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 11.___3...;,.5_7 _ _,I L...l __ 3_.14 __ ....~ 

L...IOu_~_om_e_~~~-~-o_n_th_e_skil_._l_and~j~-"'--e_n_to_f~~....:y~si_cian ___ ~l~...l __ 3_.7_l _ _,l ..... l ____ 3_.29 ____ ....~ 

I_Es_tima_t_ed_ns_· _k_o_f mal----'p,_ra_cn_·ce_SUl_._t WI_._th ..... poo_r_o_ut_co_m_e ___ __.ll....__3_.4_3 _ _,I .._I ____ 3_.00 ____ _, 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

L...l~_e_-~~nn...;,·c~e_m...;,re...;,ns...;,ity~/c_omp~~-~~·ty~---------....lll 3.29 11.____3.00 _ __. 

~~hma~~-S~enn~·c...;,e~~=e~ns:.::ity~/...;,co...;,m~p...;,le...;,xi~ty------------'11 3.29 I ~....I __ 3.4_3 _ _. 

L...IP_o_~-_S_e~_i_ce_m_t_ens~ity~/c_o_m~¢_e~_·ty~----------....lll 3.43. 11.____3_._14 _ _. 

Additional Rationale 

CPT Code: 26262 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fonnula and format. 

Compelling Evidence 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
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CPT Code: 26262 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
the work to resect these bone tumors and care for these patients with bone cancer. 

Over the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advances 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. . For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package lB with the following modifications: 
• Evaluation: Subtract 5 minutes- move to scrub/dress wait category for moderate sedation performed by 

anesthesiologist. 
• Positioning: Add 9 minutes. After induction of anesthesia in supine position, a hand table will be attached to 

the OR table. The hand is positioned on the arm table, anesthesia staff and lines will be adjusted for a clear 
operative site, and a tourniquet is applied. 

• Scrub/Dress/Wait: Add 5 minutes- moved from evaluation category for moderate sedation performed by 
anesthesiologist. 

Recommendation: The consensus committee recommends a RVW of 8.13. This is very similar to the survey 25m 
percentile RVW of 8.00 but allows 26262 to be valued the same as the recommended RVW for CPT code 28175 th 
maintaining rank order between 26262 and 28175. These two codes have virtually the exact same times and 
therefore, the committee believes their RVW and IWPUTs should be identical as well. The IWPUT is .061. In 
addition, this RVW is similar to the reference code 24685 which has very similar total work. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with ari add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 
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CPT Code: 26262 

FREQUENCY INFORMATION 

~ow was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
ode is reviewed) 26262 --

H9w often do physicians in your speCialty perform this service? (ie. commonly, sometimes, rarely) 
If the recoriunendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 32 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 

lC.plain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 14 Percentage 43.75 % 

Specialty hand surgery Frequency 2 Percentage 6.25 % 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPf code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27075 

CPT Code:27075 Tracking Number P64 Specialty Society Recommended RVU: 32.50 

Global Period: 090 RUC Recommended RVU: 32.50 

CPT Descriptor: Radical resection of tumor; wing of ilium, one public or ischial ramus or symphysis pubis 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 40-year-old male presents with a chondrosarcoma of the left superior pubic ramus involving 
the symphysis but sparing the acetabulum and an associated soft tissue mass into the obturator foramen. At operation, a 
radical resection of the tumor is performed with the resection of the soft tissue mass and preservation of the limb. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 100% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign informed consent. Review length and type of anesthesia with 
anesthesiologist. Assure appropriate selection, timing, and administration of antibiotics. Verify that all required 
instruments and supplies are available. Patient is placed in supine position. Indicate areas of skin to be prepped and 
mark surgical incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A skin incision is made from the pubic symphysis over the inguinal ligament and 
over the superior bony rim of the pelvis going back posteriorly to the sacro-iliac joint. A second incision is then made 
over the lateral aspect of the proximal femur extending proximally to the mid lateral aspect of the first incision creating a 
large laterally based "T". This is carried down sharply through the skin and subcutaneous tissues and hemostasis is 
obtained. The anterior portion of the incision is then taken down through the inguinal ligament from the pubic 
symphysis to the anterosuperior iliac spine. The femoral artery and vein are exposed and carefully dissected. Ves~ 

loops are carefully placed around the femoral artery and vein in the pelvis so that proximal control can be maintainel. 
The abdominal wall muscles are then dissected extraperiosteally from their insertion on the wing of the ileum. These 
muscles are retracted proximally. The lateral femoral cutaneous nerve is identified and protected. Dissection is then 
carried down over the iliacus muscle, which will be left with the resection specimen to form the medial wide margin. In 
the lower portion of the pelvis, the ureter is palpated and this is facilitated by the previously placed ureteral stent. The 
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CPT Code: 27075 
ureter is carefully swept posteriorly and the peritoneum in retracted away from the mass. Dissection is then carried 
through the iliacus muscle but the psoas muscle is left intact. The femoral nerve is exposed within the anterior aspect of 
the psoas muscle and protected. Dissection is then carried posteriorly over the posterior aspect of the iliac wing back to 
•be sacro-iliac joint again staying extraperiosteal to keep away form the tumor. The tensor fascia lata, sartorius and 
.!ctus femoris muscles originating from the anterior aspect of the pelvis are dissected. A lateral incision is made 

through the fascia lata and anterior and posterior flaps are fashioned. The gluteus maximus muscle is split in line with 
its fibers and the gluteus maximus is then separated from the underlying gluteus medius and minimus and is then 
retracted anteriorly and posteriorly. The gluteus medius is the separated from the underlying gluteus minimus, which is 
maintained with the specimen to serve as the lateral wide margin. This dissection is carried back to the sciatic notch and 
the gluteal vessels and nerves to the medius and maximus are preserved while the branches to the minimus are 
sacrificed. The sciatic notch is then exposed from within the pelvis and from without. A large Penrose drain is then 
drawn through the sciatic notch to protect the underlying vessels and nerves. The sciatic nerve is then dissected inside 
and outside the pelvis so that it is visualized throughout this region. The posterior aspect of the ileum is then exposed 
followed by exposure of the sacral ala by dissection of the paraspinous muscles to expose the posterior aspect of the 
sacral ala. Final exposure of the planned areas for the bone cuts above the acetabulum and along the sacrum are 
performed. A Steinman pin is then place through the supra-acetabular bone perpendicular to the long axis of the body 
with a second pin through the ala to outline the bone cuts and to make sure that the cuts will go through normal 
uninvolved bone to guarantee wide bone margins. With the portable x-ray obtained and showing the pins in good 
position, an oscillating saw is then used to make the bone cuts which are completed with a curved periosteal elevator and 
a mallet so as not to damage the underlying nerves and vessels. Once these cuts are completed, the ileum can be 
mobilized by careful incision of the remaining soft tissue attachments. The specimen is then removed from the field and 
marked for anatomic orientation. This is documented on the pathology request form along with appropriate history and 
needed information. The surgeon then breaks scrub and carries the specimen to the pathology department while the 
anesthesiologist and other operative personnel remain with the patient. Prior to this, the surgeon assesses the stability of 
the operative field and discusses with the anesthesiologist the stability of the patient. In the pathology department, the 
surgeon then examines the resected specimen with the attending pathologist and orients the pathologist to the specimen 
anatomy. The specimen is then inked for margins and any areas that are questionable are inspected by frozen section. 
ne surgeon then returns to the operative suite and scrubs in to the operation. Careful hemostasis is then obtained. And 

..ne wound is copiously irrigated. Two suction drains are then left deep in the wound and brought out proximally. The 
gluteus medius and maximus are repaired to the abdominal wall muscles with nonabsorbable suture. The remaining soft 
tissue is then repaired in layers with interrupted sutures and the skin with skin staples. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff ... 
Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient 
stabilization in the recovery room, including neurovascular status. After patient is awake, discuss surgery outcome with 
patient. Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative 
report and complete medical record documentation. Later on the day of surgery, review medical records and interval 
data charted. Communicate with other professionals and with patient and patient's family. Exam patient, assessing 
neurovascular status and drain. Order and review imaging as necessary. Consider relevant data, options, and risks and 
revise treatment plan as necessary. On subsequent days, review medical records and interval data charted. Examine 
and talk with patient. Take down dressings, assess wound and patient status. When the patient is stable, make the 
decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including 
home restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy 
and outpatient formulary and write order for continued anticoagulation and pain medication as necessary. Provide 
necessary care coordination, telephonic or electronic communication assistance, and other necessary management. 
Inform the primary care or referring physician of discharge plans. All appropriate medical records are completed, 
including discharge summary and discharge instructions, and insurance forms. The patient will be examined in the 
office several times through the 90-day global period to remove dressings, assess wound healing, and redress wound. 
Remove sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab 
~d/or imaging, as necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment 

m(s) and communicate with patient and family/caregiver, as necessary. Provide necessary care coordination, 
_.;lephonic or electronic communication assistance, and other necessary management for reconstruction and further 
chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal and written). Dictate progress notes for 
medical record. 
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CPT Code: 27075 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s ): John Heiner, MD; William Creevy, MD; 

Specialty(s): MSTS;AAOS 

CPT Code: 27075 

Sample Size: 60 'Resp N: 35 I Response: 58.3 % 

Sample Type: Random 

Low 25th octl Median* 75th_pctl H!g_h 

Service Performance Rate 0.00 2.00 2.00 4.00 10.00 

SurveyRVW: 20.00 27.25 32.50 37.75 50.00 

Pre-Service Evaluation Time: 88.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 120.00 180.00 240.00 260.00 720.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 175.00 99231x 2.00 99232x 2.00 99233x 1.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70}; 99292 (30}; 99231 (20); 99232 (40); 99233 (55); 99238(3b,, 
99239 (55); 99211 (7); 99212 (16}; 99213 (23}; 99214 (40); 99215 (55); 99354 (60); 99355 (30}; 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 127075 Recommended Physician Work RVU: 32.50 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 240.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 160.00 99231x 2.00 99232x 3.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

AEY REFERENCE SERVICE: 

Key CPT Code 
27134 

Global 
090 

WorkRVU 
30.13 

CPT Code: 27075 

Time Source 
RUCTime 

CPT Descriptor Revision of total hip arthroplasty; both components, with or without autograft or allograft 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

~PT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 %of respondents: 20.0 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27075 27134 

I Median Pre-Service Time II 63.00 II 90.00 

I Median Intra-Service Time II 240.00 II 240.00 

Median Immediate Post-service Time I 30.00 40.00 

Median Critical Care Time I 0.0 0.00 

Median Other Hospital Visit Time I 160.0 140.00 

Median Discharge Day Management Time I 38.0 38.00 

, 1edian Office Visit Time I 102.0 69.00 

:olonged Services Time I 0.0 0.00 

I Median Total Time 1~1 
617.00 

~ther time if appropriate 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The nwnber of possible diagnosis and/or the nwnber of 5.00 II 
management options that must be considered .___ ___ _. ._ ____ __, 

3.29 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___5_.oo _ ___.l ._I __ 3_.14 _ ___. 

._lu_r"'"ge_nc-"y_o_f_m_edi_·cal_d_ec_is_io_n_makin __ · "'"g _______ ____.ll._ __ 5_.oo _ _.ll .... __ 2_.5_7 _ ___. 

Technical SkiUJPhysical Effort (Mean) 

L..:l T~ec=-hni-·cal_s_kill_re~quired-· ------------~' ._I _5_.00_----IIIL---_4_.2_9_----l 

L..l P-'hy~s_ical_effi_o_n_reqwr-!._·_ed ___________ __.l ._I _5_.00_----11 L..l __ 4._57 _ ___. 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 5_.00 _ __,1 ._I __ 4_.00 __ _. 

L..:lau~oc~om_e_depe~~nds~o~n_th_e_skil_._l_and~ju~~~e_m_o_f~p~~~si_·c~an_· __ ~l._l __ 5_.oo_~l .... l ____ 4_.2_9 __ -.-~ 

L..:l Es:.:.tuna_· __ ted_ri_sk_o_f_mal......:,.p_ra_cn_·c_e _sw_·t_WI_.th__._poo __ r _ou_tc_o_m_e ______ .....~11.___ __ 4_.5_7_.-~1 ._I ____ 3_.5_7_-.-~ 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

.... l~_e_-S_e_~_ic_e_inte_ns--'ey~/c_o_mp~l_e~_·ty~---------~' .... 1 __ 5_.00 _ __,1._1 __ 3_.5_7 __ ~ 

L.:l lntr=a..;:-S..:..:e~ ..... i:..:..ce:....:int=ens:.:.i:..:::ty_lco..:..:mp....!....le ..... ~.....:·ty:...__ ________ __.l ._I _4_.86_----11 ._I __ 4_.1_4 ---' 

I._P_o_st-_S_e~_i_ce_int __ ens--.:.ity'-/c_o_m~pl_e~_·ty..:.,_ _____________ ___.ll._ ___ 4_.86 _ _.ll .... __ 4_.1_4 _ __, 

Additional Rationale 

CPT Code: 27075 

Describe the process by which your specialty society reached your final reconunendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence 
1. Evidence that technology has changed physician work (i.e., diffusion of technology). 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
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CPT Code: 27075 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
·nese codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
erform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 

the work to resect these bone tumors and care for these patients with bone cancer. Over the past ten years, 
significant advancement has been made in the treatment of bone tumors. Imaging advances have allowed for much 
more precise understanding of anatomic location and extent of tissue involvement. For malignant tumors, adjuvant 
treatments such as radiation therapy and chemotherapy have advanced greatly. This has enhanced our ability to kill 
tumors in situ at a higher level. While 20 years ago amputation was used most commonly, limb preservation 
resections have now become the rule with amputation being used in less than 5% of patients with pelvic and extremity 
sarcomas. As such, whereas in the past only small lesions were amenable to resection, now very large tumors are 
resected thereby sparing these patients the disfigurement and (more importantly) functional issues associated with 
amputation. The work associated with soft tissue resection procedures has increased as the magnitude of what is 
possible has increased dramatically. These procedures are more technically demanding, prolonged, and involve more 
risk. 

2. Evidence that incorrect assumptions were made in the previous valuation of the service. 
Of the 20 malignant bone tumor codes, only one code was surveyed during the Harvard study for all components 
(pre, intra, and post), and the survey consisted of only six general orthopaedic surgeons. The other 19 codes were 
only surveyed for intra-operative time/work, with pre and post-service work predicted by algorithm. The current 
Medicare frequency for these codes ranges from a low of four to a high of 417, with most of the codes performed 
less than 100 times annually. We believe it is fair to say that the six general orthopaedic surgeons surveyed during 
the Harvard study were not likely familiar and fit to rate these major procedures that are most often referred to 
musculoskeletal tumor specialists. Subsequent to the Harvard study, 27075 was submitted by MTS and AAOS for 
review during the second 5-year-review. During this review of physician work, the RUC reviewed all components of 
work. The RUC agreed that the patient population had become more complex and that the Harvard study did not 
orrectly estimate physician work for these codes. During the current survey process, we find that the intra-operative 

.ime and length of stay has decreased slightly for 27075. For this reason, we are asking for this code to be reviewed, 
as we are recommending that the work RVUs for 27075 be decreased slightly so that a rank order anomaly is not 
created with the other bone tumor codes. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: no change 
• Scrub/Dress/Wait: no change 

• 
Hospital Visits: With respect to the hospital visits for 27075, we are recommending 5 total hospital visits, 2 at a level 
99231 and 3 at a level of 99232. Our survey respondents indicated one visit would be at a level of 99233. However, 
the consensus committee felt that 3-99232 was the more appropriate recommendation. 

Recommendation: The consensus committee recommends the survey median RVW of 32.50. This is less than the 
current RVW. Along with the recommended time and visit information, this results in an IWPUT of 0.083. This 
RVW is slightly greater than the reference (and MPC) code 27134 which has less total time and a similar IWPUT. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 
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CPT Code: 27075 
D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work toget~~r to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27075 

How often do physicians in your ru>ecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 82 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 55 Percentage 67.07 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance lnfonnation (PLI) 
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CPT Code: 27075 
Does the reference CPT code selected for. physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

adicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMN.mNDATION 

CPT Code: 27076 

CPT Code:27076 Tracking Number P65 Specialty Society Recommended RVU: 40.00 

Global Period: 090 RUC Recommended RVU: 40.00 

CPT Descriptor: Radical resection of tumor; ilium, including acetabulum, both pubic rami, or ischium and acetabulum 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 60-year-old male presents with a malignant fibrous histiocytoma of the acetabulum and an 
associated soft tissue mass. At operation, a radical resection of the tumor with adjacent soft tissue is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 100% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

o Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign infonned consent. Review length and type of anesthesia with 
anesthesiologist. Assure appropriate selection, timing, and administration of antibiotic. Verify that all required 
instruments and supplies are available. After induction of anesthesia in supine position, assist with patient lateral 
positioning. Assess position of the extremities and head, adjust as needed. Indicate areas of skin to be prepped and 
mark surgical incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: The incision starts at the medial aspect of the inguinal ligament and goes laterally 
over the proximal border of the pelvis and posteriorly to the SI joint with a second arm of the incision coursing distally 
from the mid lateral portion of the previous incision to a points 10 em below the greater trochanter, ellipsing the biopsy 
tract in a wide en bloc fashion. The dissection is carried down through the subcutaneous fat maintaining a cuff of tissue 

-surrounding the biopsy tract and tumor. The incision is carried down through the limiting fascia of the groin and pelvis_ 
to the fascia of the gluteus maximus and the inguinal ligament. The inguinal ligament is opened and the femo· 
neurovascular bundle is exposed taking great care to protect these structures. The sartorius and tensor fascia Ia .. 
muscles are incised extra periosteally and the anterior aspect of the pelvis is exposed keeping normal tissues between the 
tumor and the plain of dissection. The gluteus maximus muscle is the split along the lateral potion of the proximal thigh 
and this dissection is carried proximally so that this can be separated from the underlying gluteus medius. The gluteus 
maximus is then retracted posteriorly as its proximal origin is removed from the ileum. The gluteus medius and 
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CPT Code: 27076 
minimus are kept with the specimen to effect a wide margin laterally. The iliacus and psoas muscles are divided in the 
pelvis after first dissecting the femoral vessels in this region to effect a wide margin on the interior of the pelvis. 
Posteriorly, the sciatic nerve must be found and protected from undue tension or retractors. The abductor muscles are 
•nen divined from the greater trochanter and the femur is internally rotated. The short external rotator muscles are then 
lvided and perforating vessels are ligated. The hip capsule is then dissected circumferentially and then incised keeping 

away from the pelvic origin which is in close proximity to tumor. The osteotomies of the posterior ileum, pubis and 
ischium are carefully planned and scribed on the honey pelvis. The ligamentum teres is then incised. The osteotomies 
are then performed with an oscillating saw and completed with a cob and a mallet. Soft tissue attachments still connect 
the specimen to the underlying structures and these are carefully divided. The hip is then dislocated and the specimen is 
lifted gently out of the wound as the remaining soft tissue attachments are divided. The specimen is then removed from 
the field and marked for anatomic orientation. This is documented on the pathology request form along with appropriate 
history and needed information. The surgeon then breaks scrub and carries the specimen to the pathology department 
while the anesthesiologist and other operative personnel remain with the patient. Prior to this, the surgeon assesses the 
stability of the operative field and discusses with the anesthesiologist the stability of the patient. In the pathology 
department, the surgeon then examines the resected specimen with the attending pathologist and orients the pathologist to 
the specimen anatomy. The specimen is then inked for margins and any areas that are questionable are inspected by 
frozen section. The surgeon then returns to the operative suite and scrubs in to the operation. Hemostasis of the wound 
is secured. The remaining bone edges are rasped to a fine finish. Irrigation is performed. The gluteus maximus is 
repaired and re-approximated to itself. The fascia is closed over a drain. Subcutaneous tissues and skin are closed in 
the usual fashion. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff ... 
Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient 
stabilization in the recovery room, including neurovascular status. After patient is awake, discuss surgery outcome with 
patient. Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative 
report and complete medical record documentation. Later on the day of surgery, review medical records and interval 
data charted. Communicate with other professionals and with patient and patient's family. Exam patient, assessing 

eurovascular status and drain. Order and review imaging as necessary. Consider relevant data, options, and risks and 
.evise treatment plan as necessary. On subsequent days, review medical records and interval data charted. Examine 
and talk with patient. Take down dressings, assess wound and patient status. When the patient is stable, make the 
decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including 
home restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy 
and outpatient formulary and write order for continued anticoagulation and pain medication as necessary. Provide 
necessary care coordination, telephonic or electronic communication assistance, and other necessary management. 
Inform the primary care or referring physician of discharge plans. All appropriate medical records are completed, 
including discharge summary and discharge instructions, and insurance forms. The patient will be examined in the 
office several times through the 90-day global period to remove dressings, assess wound healing, and redress wound. 
Remove sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab 
and/or imaging, (IS necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment 
plan(s) and communicate with patient and family /caregiver, as necessary. Provide necessary care coordination, 
telephonic or electronic communication assistance, and other necessary management for reconstruction and further 
chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal and written). Dictate progress notes for 
medical record. 
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CPT Code: 27076 
SURVEY DATA 
RUC Meeting Date {mm/yyyy) jo112009 

Presenter{s): John Heiner, MD; William Creevy, MD; 

Specialty{s): MSTS; AAOS 

CPT Code: 27076 

Sample Size: 60 IResp N: 35 
I 

Response: 58.3 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hig_h 

Service Performance Rate 0.00 2.00 3.00 4.00 10.00 

SurveyRVW: 32.00 40.00 40.00 45.00 90.00 

Pre-Service Evaluation Time: 95.00 

Pre-Service Positioning Time: 30.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 180.00 290.00 360.00 480.00 720.00 

Immediate Post Service-Time: 40.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 235.00 99231x 3.00 99232x 3.00 99233x 1.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit{s): 102.00 99211x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total minutes per ElM vis1t: 99291 {70); 99292 {30); 99231 {20); 99232 {40); 99233 {55); 99238{381, 

99239 {55); 99211 {7); 99212 {16); 99213 {23); 99214 {40); 99215 (55); 99354 {60); 99355 {30); 99356 {60); 99357 {30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: j27076 Recommended Physician Work RVU: 40.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 360.00 

Immediate Post Service-Time: 40.00 

Post OPerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 220.00 99231x 3.00 99232x 4.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

1235 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

.ffiY REFERENCE SERVICE: 

Key CPT Code 
20956 

Global 
090 

CPT Descriptor Bone graft with microvascular anastomosis; iliac crest 

KEY MPC COMPARISON CODES: 

WorkRVU 
40.90 

CPT Code: 27076 

Time Source 
RUC Time 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
15756 

Global Work RVU 
090 36.74 

Time Source 
RUCTime 

CPT Descriptor 1 Free muscle or myocutaneous flap with microvascular anastomosis 

MPC CPT Code 2 
19364 

Global 
090 

Work RVU Time Source 
36.74 RUC Time 

CPT Descriptor 2 Breast reconstruction with free flap 

Other Reference CPT Code 

~PT Descriptor 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

540 

Most Recent 
Medicare Utilization 

191 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 21 % of respondents: 60.0 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPfCode: CPf Code: RUCTime 

27076 20956 

I Median Pre-Service Time II 80.00 II 90.00 

I Median Intra-Service Time II 360.00 II 400.00 

Median Immediate Post-service Time 40.00 I 60.00 

Median Critical Care Time 0.0 I 0.00 

Median Other Hospital Visit Time 220.0 I 180.00 

Median Discharge Day Management Time 38.0 I 38.00 

'1edian Office Visit Time 102.0 I 126.00 

olonged Services Time 0.0 I 0.00 

I Median Total Time I~ I 894.00 

Other time if appropriate 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of ,___s_.oo _ __.l ._I __ 4_.00 __ _, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L...-_s.:......oo.;_;______JI L--1 __ 4_.1_7 _ __. 

._I U_r.::;.ge_n....:cy_o_f_m_edi_·cal_dec_is_io_n_mak:in __ · g;:;.._ _______ __.l ._I __ 4_.7_8 _ _.11...__ __ 3_. 7_2 _ ___, 

Technical Skill/Physical Effort (Mean) 

ll--T_~_~_·cal~s-~ __ r~~·-ed ____________________ __.IL--1 __ 5_.00 __ __,1..._1 ___ 4_._78 __ __, 

._I P-'hy::...s_ical __ effi_o_rt_r~....:.-.·-ed _______________ __.l ._I __ 5_.00 __ __,1 ._I ____ 4._50 __ __, 

Psvchological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ s_.oo _ __.l ._I __ 4_.3_9 _ __, 

~lOu_too_m_e_depe~_~_o_n_the_s_~_an_d~ju_dgm~e_m_o_f~p....:hy~st_·ci_an __ __.l~l __ 5_.00 _ __.1~1 __ 4_.7_8_----1 

~~ Es_ttma_· _ted_ris_k_o_f_mal_....p_ra_cn_·ce_sw_·t_WI_.th-..:..poo_r _ou_tc_o_m_e ___ __.I ._I __ 4_.44 _ __.1 ._I __ 4_.3_3 _ __, 

INfENSITY/COMPLEXITY MEASURES CPf Code Reference 
Service 1 

Time Segments (Mean) 

~~ Pr_e_-S_e_rv_ice_inte_ns-'ity::.../c_o_m ..... pl_ext_·ty-=------------'1 ._I __ 5_.00 _ __.1 ._I __ 4_.3_3 __ _, 

~~ Intra_....;-S....;..erv_l_·ce;_inte_ns...;..i...::ty_lc_om-'p!....Ie_xt_,·ty:__ _______ ---'1 ~~ __ 5_.00 _ __.1 ~~ ___ 4_. 7_2 __ _, 

~IP....;..os~~....;..~~m....;·....;ce....;inte~ns~ey~/....;oo....;mp~Ie....;xi...::ty ________ ---'l~l __ 5_.00 _ __.1~1 __ 4_.5_0_~ 

Additional Rationale 

CPT Code: 27076 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
Compelling Evidence 
1. Evidence that technology has changed physician work (i.e., diffusion of technology). 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the last 5-
year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are only 
performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all of the soft 
tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes had minor 
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CPT Code: 27076 
revisions made to their descriptors. The same compelling evidence arguments still apply to the review of these codes - a 
change in patient population, a change in technology, and the fact that the surgeons who most often perform these rarely 
performed procedures were not part of the Harvard study, which significantly underestimated the work to resect these 
l>one tumors and care for these patients with bone cancer. Over the past ten years, significant advancement has been made 

1 the treatment of bone tumors. Imaging advances have allowed for much more precise understanding of anatomic 
location and extent of tissue involvement. For malignant tumors, adjuvant treatments such as radiation therapy and 
chemotherapy have advanced greatly. This has enhanced our ability to kill tumors in situ at a higher level. While 20 
years ago amputation was used most commonly, limb preservation resections have now become the rule with amputation 
being used in less than 5% of patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions 
were amenable to resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more 
importantly) functional issues associated with amputation. The work associated with soft tissue resection procedures has 
increased as the magnitude of what is possible has increased dramatically. These procedures are more technically 
demanding, prolonged, and involve more risk. 

2. Evidence that incorrect assumptions were made in the previous valuation of the service. 
Of the 20 malignant bone tumor codes, only one code was surveyed during the Harvard study for all components (pre, 
intra, and post), and the survey consisted of only six general orthopaedic surgeons. The other 19 codes were only 
surveyed for intra-operative time/work, with pre and post-service work predicted by algorithm. The current Medicare 
frequency for these codes ranges from a low of four to a high of 417, with most of the codes performed less than 100 
times annually. We believe it is fair to say that the six general orthopaedic surgeons surveyed during the Harvard study 
were not likely familiar and fit to rate these major procedures that are most often referred to musculoskeletal tumor 
specialists. Subsequent to the Harvard study, 27076 was submitted by MTS and AAOS for review during the first 5-year­
review. The RUC agreed that the patient population had become more complex and that the Harvard study did not 
correctly estimate the intra-operative work: Total work, intra-operative intensity, and levels of hospital and office visits 
were not considered- only difference in intra-operative time. New work values were calculated by adding an additional 
RVU increment to account for the different in intra-operative time between the Harvard study and the RUC survey. The 
calculated RVW resulted in an IWPUT of 0.022. If the correct level of hospital visits were considered and corrected, a 
negative IWPUT results. The current survey provides time and visit data from surgeons familiar with these procedures. 
ntra-operative time for both codes is significantly greater than recorded in 1995. For this reason, we are asking for these 

.:odes to be reviewed at this time for all survey components (pre, intra, post). 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes for lateral positioning 
• Scrub/Dress/Wait: no change 

Hospital Visits: With respect to the hospital visits for 27076, we are recommending 7 total hospital visits, 3 at a level 
99231 and 4 at a level of 99232. Our survey respondents indicated one visit would be at a level of 99233. However, 
the consensus committee felt that 4-99232 was the more appropriate recommendation. 

Recommendation: The consensus committee recommends the survey median RVW of 40.00. Along with the 
recommended time and visit information, this results in an IWPUT of 0. 069. This R VW is less than the reference code 
20956 which has similar total time and IWPUT, but a different pattern of time and visit details. 

SERVICES REPORTED WITH MULTIPLE CPr CODES 

I. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 

1238 



0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

CPT Code: 27076 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include th. 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27076 

How often do physicians in your §J>eCialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty FrequencyO Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 82 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 55 Percentage 67.07 % 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance lnfonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 
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CPT Code: 27076 
Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27077 

CPT Code:27077 Tracking Number P66 Specialty Society Recommended RVU: 45.00 

Global Period: 090 RUC Recommended RVU: 45.00 

CPT Descriptor: Radical resection of tumor; innominate bone, total 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 25-year-old women presents with an osteosarcoma of the acetabulum with extension to the 
ilium, ischium and the superior pubic ramus to the symphysis. At operation a radical resection of the entire hemipelvis 
is performed with preservation of the limb. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 100% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign informed consent. Review length and type of anesthesia with 
anesthesiologist. Assure appropriate. selection, timing, and administration of antibiotic. r Verify that all required 
instruments and supplies are available. After induction of anesthesia in supine position, assist with patient lateral 
positioning. Assess position of the extremities and head, adjust as needed. Indicate areas of skin to be prepped and 
mark surgical incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A skin incision is then made from the pubic symphysis over the inguinal ligament 
and over the superior bony rim of the pelvis going back posteriorly to the sacro-iliac joint. A second incision is then 
made over the lateral aspect of the proximal femur extending proximally to the mid lateral aspect of the first incision 
creating a large laterally based "T". This is carried down sharply through the skin and subcutaneous tissues and 
hemostasis is obtained. The anterior portion of the incision is then taken down through the inguinal ligament from f 

pubic symphysis to the anterosuperior iliac spine. The femoral artery and vein are exposed and carefully dissecte .. 
Vessel loops are carefully placed around the femoral artery and vein in the pelvis so that proximal control can be 
maintained. The abdominal wall muscles are then dissected extraperiosteally from their insertion on the wing of the 
ileum. These muscles are retracted proximally. In the course of doing this, the lateral femoral cutaneous nerve is 
identified and protected. Dissection is then carried down over the iliacus muscle, which will be left with the resection 
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CPT Code: 27077 
specimen to form the medial wide margin. In the lower portion of the pelvis, the ureter is palpated and this is facilitated 
by the previously placed ureteral stent. The ureter is carefully swept posteriorly and the peritoneum in retracted away 
from the mass. Dissection is then carried through the iliacus and psoas muscles. The femoral nerve is exposed within 
the anterior aspect of the psoas muscle and protected. Dissection is then carried posteriorly over the posterior aspect of 
~1e iliac wing back to the sacro-iliac joint. The muscles originating from the anterior aspect of the pelvis are .then 

dissected extraperiosteally and these include the tensor fascia lata; sartorius and rectus femoris muscles. The lateral 
incision is then incised through the fascia lata and anterior and posterior flaps are fashioned. The gluteus maximus 
muscle is split in line with its fibers and the gluteus maximus is then separated from the underlying gluteus medius and 

I 
minimus and is then retracted anteriorly and posteriorly. The gluteus medius is the separated from the underlying 
gluteus minimus, which is maintained with the specimen to serve as the lateral wide margin. This dissection is carried 
back to the sciatic notch and the gluteal vessels and nerves to the medius and maximus are preserved while the branches 
tq the minimus are sacrificed. The sciatic notch is then exposed from within the pelvis and from without. A large 
P~nrose drain is then drawn through the sciatic notch to protect the underlying vessels and nerves. The sciatic nerve is 
then dissected inside and outside the pelvis so that it is visualized throughout this region. The posterior aspect of the 
ileum is then exposed followed by exposure of the sacral ala by dissection of the paraspinous muscles to expose the 
posterior aspect of the sacral ala. Dissection is then carried around the hip capsule circumferentially and the anterior and 
p9sterior circumflex vessels are identified, ligated and incised. The ligamentum teres is incised and the hip joint is 
dislocated. The insertion of the iliopsoas muscle on the lesser is identified and incised. Dissection is the carried down 
the outside of the ischium detaching the origin of the hamstring muscles and being careful to remain in the 
dtraperiosteal plane to keep away from the underlying tumor. Dissection is then carried over the pubis and the femoral 
artery and vein are skeletonized in this area and carefully retracted anteriorly. The inner wall of the pubis is then 
dissected and the pubis is separated from the bladder in the space of Retzius. The obturator vessels and nerves are 
visualized in the pelvis and ligated and incised. The origin of the adductor muscles is then dissected extraperiosteally 
and the obturator vessels and nerves are identified, ligated and incised in the adductor muscles outside the pelvis. A 
large Penrose drain is place around the pubic symphysis to protect the bladder during subsequent bone cuts. Final 
exposure of the planned areas for the bone cuts through the pubic symphysis and along the sacrum are performed. An 
oscillating saw is then used to make the bone cuts, which are then completed with a curved periosteal elevator and a 
lallet so as not to damage the underlying nerves and vessels. Once these cuts are completed, the innominate bone can 

..>e mobilized by careful incision of the remaining soft tissue attachments. The specimen is then removed from the field 
and marked for anatomic orientation. This is documented on the pathology request form along with appropriate history 
and needed information. The surgeon then breaks scrub and carries the specimen to the pathology department while the 
anesthesiologist and other operative personnel remain with the patient. Prior to this, the surgeon assesses the stability of 
the operative field and discusses with the anesthesiologist the stability of the patient. In the pathology department, the 
surgeon then examines the resected specimen with the attending pathologist and orients the pathologist to the specimen 
anatomy. The specimen is then inked for margins and any areas that are questionable are inspected by frozen section. 
The surgeon then returns to the operative suite and scrubs in to the operation. Careful hemostasis is then obtained and 
the wound is copiously irrigated. Two suction drains are then left deep in the wound and brought out proximally. The 
gluteus medius and maximus are repaired to the abdominal wall muscles with nonabsorbable suture. The remaining soft 
tissue is then repaired in layers with interrupted sutures and the skin with skin staples. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff ... 
Discuss surgery outcome wit.~ patient's family. Write brief operative note and medication orders. Monitor patient 
stabilization in the recovery room, including neurovascular status. After patient is awake, discuss surgery outcome with 
patient. Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative 
report and complete medical record documentation. Later on the day of surgery, review medical records and interval 
data charted. Communicate with other professionals and with patient and patient's family. Exam patient, assessing 
neurovascular status and drain. Order and review imaging as necessary. Consider relevant data, options, and risks and 
revise treatment plan as necessary. On subsequent days, review medical records and interval data charted. Examine 
and talk with patient. Take down dressings, assess wound and patient status. When the patient is stable, make the 
tiecision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including 

me restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy 
..nd outpatient formulary and write order for continued anticoagulation and pain medication as necessary. Provide 
necessary care coordination, telephonic or electronic communication assistance, and other necessary management. 
Inform the primary care or referring physician of discharge plans. All appropriate medical records are completed, 
including discharge summary and discharge· instructions, and insurance forms. The patient will be examined in the 
office several times through the 90-day global period to remove dressings, assess wound healing, and redress wound. 
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CPT Code: 27077 
Remove sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab 
and/or imaging, as necessary. Order occupatio~ or physical therapy and assess functional recovery. Revise treatment 
plan(s) and communicate with patient and family/caregiver, as necessary. Provide necessary care coordination, 
telephonic or electronic communication assistance, and other necessary management for reconstruction and furt' 
chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal and written). Dictate progress notes 
medical record. 
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CPT Code: 27077 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) _\01/2009 

Presenter(s): John Heiner, MD; William Creevy, MD; 

lpecialty(s): MSTS;AAOS 

CPT Code: 27077 

Sample Size: 60 IResp N: 35 
I 

Response: 58.3 % 

Sample Type: Random 

Low 25th octl Median* 75th~ctl Hi.Q.h 

Service Performance Rate 0.00 1.00 2.00 3.00 10.00 

Survey RVW: 35.00 40.00 45.00 49.00 60.00 

Pre-Service Evaluation Time: 90.00 

Pre-Service Positioning Time: 30.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 240.00 360.00 400.00 480.00 720.00 

Immediate Post Service-Time: §&Q 

Post Qperative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 255.00 99231x 4.00 99232x 3.00 99233x 1.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

*Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 {60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 127077 Recommended Physician Work RVU: 45.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 400.00 

Immediate Post Service-Time: 45.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 240.00 99231x 4.00 99232x 4.00 99233x 0.00 

"lischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

ffice time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: !LQQ 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
20956 

Global 
090 

CPT Descriptor Bone graft with microvascular anastomosis; iliac crest 

KEY MPC COMPARISON CODES: 

WorkRVU 
40.90 

CPT Code: 27077 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global Work RVU Time Source 
15756 090 36.74 RUC Time 

CPT Descriptor 1 Free muscle or myocutaneous flap with microvascular anastomosis 

MPC CPT Code 2 
20973 

Global 
090 

WorkRVU Time Source 
46.95 RUC Time 

Most Recent 
Medicare Utilization 

540 

Most Recent 
Medicare Utilization 

0 

CPT Descriptor 2 Free osteocutaneous flap with microvascular anastomosis; great toe with web space 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 21 %of respondents: 60.0 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27077 20956 

I Median Pre-Service Time II 80.00 II 90.00 

I Median Intra-Service Time II 400.00 II 400.00 

Median Immediate Post-service Time 45.00 60.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 240.0 180.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 102.0 126.00 

Prolonged Services Time 0.0 0.00 

~I 
894.00 Median Total Time 

Other time if appropriate 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

ilental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 5.00 II 
management options that must be considered '--------' '--------' 

4.04 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

._____5_.oo _ __.ll...___4_.2_1 _ __, 

._I U-'rg::;..e_nc..::..y_o_fm_edi_·cal_dec_is_ion_makin __ · ..:::.g _______ __.l ._I _4_.8_3_....~1 ._I __ 3._92 _ __. 

Technical Skill/Phvsical Effort (Mean) 

I._T_ec_~_·cal~s-~~lr~e~~-------------------....~1 ..... 1_5_.00 __ ~1~1 ___ 4_.7_9 __ ~ 

.... 1 P--'hyo....s_ical_effi_o_rt_reqwr....:._·_ed ___________ __.l ._I _5_.00 _ __.1 ._I __ 4_.54 __ __, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I L..l __ 5_.00 _ ___~1 L..l __ 4_.6_3 _ ___~ 

.... lam_c_om_e_de~~-nds_o_n_th_e_skill_._and~ju_~=-e_m_o_f..::..p~hy-'si_cian ___ ~IL..I __ 5_.00 _ __.11...__ __ 4_.7_9 _ __. 

I....;Es .... nma_· =ted.:..:.:ris:....::k:..:o..:..f :::mal.:;:!...pra_c;_ti..:..ce;_;sw;_·;_t _wx--·th.:;..!poo;:..:...:.:r;_;o:..:u.;.;..tco.:..:m:::e;__ __ --'11 .... __ 4_.5_8 _ _.11...__ __ 4_.4_2 _ ___. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

L..l~_e_-S_e_~_k_e_~_e_ns_ity..::../_c_omp~le_~~·ty~--------~~L..I __ 5_.oo _ ___~l._l __ 4_.3_8 _ __, 

'-1 Intra __ -S_em_·_ce_ime_ns...;..i..::..ty_lc_om~p'-le_~...:·ty~---------'ll.___5_.00 _ __.1 '-1 __ 4_.7_1_-.J 

L..IP_o_s~-~-~_i_ce_ime_ns~ey~/c_o_m~¢_e~_·ty~--------~~L..I __ 5_.oo _ ___~l'-l __ 4_.54 _ __. 

Additional Rationale 

CPT Code: 27077 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and fonnat. 

'ompelling Evidence 
. Evidence that technology has changed physician work (i.e., diffusion of technology). 

The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
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CPT Code: 27077 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
the work to resect these bone tumors and care for these patients with bone cancer. Over the past ten years, 
significant advancement has been made in the treatment of bone tumors. Imaging advances have allowed for mucl. 
more precise understanding of anatomic location and extent of tissue involvement. For malignant tumors, adjuvant 
treatments such as radiation therapy and chemotherapy have advanced greatly. This has enhanced our ability to kill 
tumors in situ at a higher level. While 20 years ago amputation was used most commonly, limb preservation 
resections have now become the rule with amputation being used in less than 5% of patients with pelvic and extremity 
sarcomas. As such, whereas in the past only small lesions were amenable to resection, now very large tumors are 
resected thereby sparing these patients the disfigurement and (more importantly) functional issues associated with 
amputation. The work associated with soft tissue resection procedures has increased as the magnitude of what is 
possible has increased dramatically. These procedures are more technically demanding, prolonged, and involve more 
risk. 

2. Evidence that incorrect assumptions were made in the previous valuation of the service. 
Of the 20 malignant bone tumor codes, only one code was surveyed during the Harvard study for all components 
(pre, intra, and post), and the survey consisted of only six general orthopaedic surgeons. The other 19 codes were 
only surveyed for intra-operative time/work, with pre and post-service work predicted by algorithm. The current 
Medicare frequency for these codes ranges from a low of four to a high of 417, with most of the codes performed 
less than 100 times annually. We believe it is fair to say that the six general orthopaedic surgeons surveyed during 
the Harvard study were not likely familiar and fit to rate these major procedures that are most often referred to 
musculoskeletal tumor specialists. Subsequent to the Harvard study, 27077 was submitted by MTS and AAOS for 
review during the second 5-year-review. During this review of physician work, the RUC reviewed all components of 
work. The RUC agreed that the patient population had become more complex and that the Harvard study did not 
correctly estimate physician work for these codes. During the current survey process, we fmd that the intra-operative 
time and length of stay has increased significantly for 27077. For this reason, we are asking for this code to be 
reviewed. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes for lateral positioning. 
• Scrub/Dress/Wait: no change 

Hospital Visits: With respect to the hospital visits for 27077, we are recommending 8 total hospital visits, 4 at a level 
99231 and 4 at a level of 99232. Our survey respondents indicated one visit would be at a level of 99233. However, 
the consensus committee felt that 4-99232 was the more appropriate recommendation. 

Recommendation: The consensus committee recommends the survey median RVW of 45.00. Along with the 
recommended time and visit information, this results in an IWPUT of 0.072. This RVW is greater than the reference 
code 20956 which has less total time and a different pattern of time and visit details. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, pleas·e respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
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CPT Code: 27077 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction -policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27077 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

pecialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 6 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 6 Percentage 100.00 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

'oes the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27078 . 

CPT Code:27078 Tracking Number P67 Specialty Society Recommended RVU: 32.00 

Global Period: 090 RUC Recommended RVU: 32.00 

CPT Descriptor: Radical resection of tumor; ischial tuberosity and greater trochanter of femur 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 52-year-old female presents with a malignant fibrous histiocytoma of the ischial tuberosity. 
At operation, a radical resection of the tumor with adjacent soft tissues is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 100% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

·<;moderate sedation inherent to this procedure in the Hospital/ASC setting? No 
'ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is o/IJical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign informed consent. Review length and type of anesthesia with 
anesthesiologist. Assure appropriate selection, timing, and administration of antibiotic. Verify that all required 
instruments and supplies are available. After induction of anesthesia in supine position, assist with patient prone 
positioning. Assess position of the extremities and head, adjust as needed. Indicate areas of skin to be prepped and 
mark surgical incisions. Place tourniquet. Prep and drape leg. Inflate pneumatic tourniquet. Scrub and gown. 
Perform surgical "tiffie out" with operating surgical team. 

Description of Intra-Service Work: A longitudinal incision is made, ellipsing the biopsy tract in a wide en bloc fashion. 
The incision is made from the upper buttocks to the upper thigh, incorporating the biopsy tract. The dissection is carried 
down through the subcutaneous fat maintaining a cuff of tissue surrounding the biopsy tract and tumor. The incision is 
carried down through the limiting fascia of the buttocks, to the fascia of the gluteus maximus. The fascia is opened and 

e fibers of the muscles are split in order to gain exposure down to the ischium without having to transect the muscle 
.!llies. Extreme care is required in order to prevent injury to the sciatic nerve. The sciatic nerve must be found and 

protected from undue tension or retractors. A tape is placed around the nerve and it is gently reflected to one side. The 
hamstring origin is then approached and transected from the underlying bone. A portion of the muscle origin however 
must be maintained in continuity with the ischium in order to secure a clear margin around the tumor. An extra­
periosteal dissection is then carried proximally along the ischium, towards the pubic rami, both superior and inferior to 

0 
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CPT Code: 27078 
the edges of the tumor. Once the affected bone is completely dissected free from surrounding soft tissues, a 
subperiosteal dissection is performed circumferentially around either end of the bone beyond the area of tumor 
involvement. A saw is then used to create the osteotomy at least 2 centimeters proximal to the tumor laden ischium, and 
then another osteotomy is created distal to the tumor. Large amounts of remaining soft tissue are then dissected leav · 
normal tissue with the specimen. By completing the osteotomies, the specimen can be mobilized and ultimately fi 
from the surrounding tissues. The specimen is then removed from the field and marked for anatomic orientation. This 
is documented on the pathology request form along with appropriate history and needed information. The surgeon then 
breaks scrub and carries the specimen to the pathology department while the anesthesiologist and other operative 
personnel remain with the patient. Prior to this, the surgeon assesses the stability of the operative field and discusses 
with the anesthesiologist the stability of the patient. In the pathology department, the surgeon then examines the resected 
specimen with the attending pathologist and orients the pathologist to the specimen anatomy. The specimen is then inked 
for margins and any areas that are questionable are inspected by frozen section. The remaining bone edges are rasped to 
a fine finish. Irrigation is performed. The gluteus maximus is repaired and re-approximated to itself. The fascia is 
closed over a drain. Subcutaneous tissues and skin are closed in the usual fashion. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff ... 
Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient 
stabilization in the recovery room, including neurovascular status. After patient is awake, discuss surgery outcome with 
patient. Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative 
report and complete medical record documentation. Later on the day of surgery, review medical records and interval 
data charted. Communicate with other professionals and with patient and patient's family. Exam patient, assessing 
neurovascular status and drain. Order and review imaging as necessary. Consider relevant data, options, and risks and 
revise treatment plan as necessary. On subsequent days, review medical records and interval data charted. Examine 
and talk with patient. Take down dressings, assess wound and patient status. When the patient is stable, make the 
decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including 
home restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy 
and outpatient formulary and write order for continued anticoagulation and pain medication as necessary. Provio"' 
necessary care coordination, telephonic or electronic communication assistance, and other necessary manageme 
Inform the primary care or referring physician of discharge plans. All appropriate medical records are completeu, 
including discharge summary and discharge instructions, and insurance forms. The patient will be examined in the 
office several times through the 90-day global period to remove dressings, assess wound healing, and redress wound. 
Remove sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab 
and/or imaging, as necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment 
plan(s) and communicate with patient and family/caregiver, as necessary. Provide necessary care coordination, 
telephonic or electronic communication assistance, and other necessary management for reconstruction and further 
chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal and written). Dictate progress notes for 
medical record. 

0 
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CPT Code: 27078 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter(s): John Heiner, MD; William Creevy, MD; 

;pecialty(s): MSTS;AAOS 

CPT Code: 27078 

Sample Size: 60 IResp N: 35 
I 

Response: 58.3 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hi.g_h 

Service Performance Rate 1.00 2.00 3.00 10.00 20.00 

Survey RVW: 20.00 29.00 32.00 40.00 50.00 

Pre-Service Evaluation Time: 90.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 150.00 180.00 240.00 300.00 720.00 

Immediate Post Service-Time: 45.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 175.00 99231x 2.00 99232x 2.00 99233x 1.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

.,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: j27078 Recommended Physician Work RVU: 32.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 240.00 

Immediate Post Service-Time: 45.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 160.00 99231x 2.00 99232x 3.00 99233x 0.00 

"lischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Afice time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27134 

Global 
090 

WorkRVU 
30.13 

CPT Code: 27078 

Time Source 
RUCTime 

CPT Descriptor Revision of total hip arthroplasty; both components, with or without autograft or allograft 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 
090 

CPT Descri:ptor 1 

MPC CPT Code 2 Global 
090 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
RUCTime 

WorkRVU Time Source 

WorkRVU 
0.00 

RUCTime 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

0 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post -service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 11 %of respondents: 31.4 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27078 27134 

I Median Pre-Service Time II 80.00 II 90.00 

I Median Intra-Service Time II 240.00 II 240.00 

I Median Immediate Post-service Time 

I' 
45.00 II 40.00 

o.o II 0.00 Median Critical Care Time I 
Median Other Hospital Visit Time 

BBI 
140.00 

Median Discharge Day Management Time I 38.00 

I Median Office Visit Time II 102.0 II 69.00 

I Prolonged Services Time II o.o II 0.00 

I Median Total Time 1~1 617.00 

Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

liental Effort and Judgment <Mean) 
The number of possible diagnosis and/or the number of L..-._5_.oo _ ____,I._I __ 3_.64 __ ...J 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

~-.-_5_.oo _ __,JI .__I _.....:.3_. 1.:,_3 _-..~ 

I._ U;_r.:::.ge_nc....::.y_o_f m_edi_.cal_dec_is_:.io_n_making_..:.... . .:=:_ _______ __,Jl .__I __ 4 . ..:.;;82 _ __JI ~...I _ __:.3.:..:.1.:..8 ---1 

Technical SkilliPbysical Effort (Mean) 

'-I T_ec_hni_·cal_s_kill_re....:..quired_· ___________ _.I .__I _5:...:..00.::...:.....____JI .__I __ 4..:.;;.4..:.:5 _ ___..J 

.__l~~y~si_cal_e_ffi_ort_required~·------------...JI.__I_5_.oo _ ___JI.__I_~4 • ..:.;;~ _ __.,~ 
Psychological Stress <Mean) 

I The risk of significant complications, morbidity and! or mortality I ~...1 _...:.5,;,:.00...:..___.11 '-_ ____:.4.:..:.3.:..6 ---1 

.__I Ou_tc_om_e_de__._pe_nds_o_n_th_e_skill_._and--::...judgm......:::._e_nt_o_f~ph....::y_:,si_ci_..:....an __ .......JI ._I __ 5_.00 _ __.1 ._I __ 4...:..5..;_5 _ __. 

I_Es_nma_· _t_ed_ns_._k_o_f mal---'p,_ra_c_ti_ce_sw_._t Wl_._th..:.poo_r_o_ut_co_m_e ___ ---JI ._I __ 4_.4_5 _ _.I ._I __ 3_.82 __ ...J 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

~.:I Pr.:..e:._-Se_m_·c_e _in.:..;,tens=ity:._/co;..::.=m!;.;pl.:..eXl::.:·ty~---------..11 .__I _4_;,.9:...:1_....~1 ~...I _...:.3.:..:.82:;...___. 

._IIntra __ -S_em_·_ce_int_ens_i....::.ty_lc_omp_._Ie_XI_,·ty:..,._ _______ ---....~1 ~...1 _..:.;;4.:....:91;,__...JI ._I __ 4_.2_7 -...J 

I L.: P....:.o.:....st-_Se_m_·_ce_inte____;ns,;,ity.=../;,.;..co.:..m:.:!p..:.:le..:..:xi;;:::ty ________ __.,~l ._I __ 4.64.;,____..Jl ~...1 _....:.3.:...:.64~----l 

Additional Rationale 

CPT Code: 27078 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

_ompelling Evidence 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
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CPT Code: 27078 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
the work to resect these bone tumors and care for these patients with bone cancer. 

Over the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advances 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: Add 20 minutes for extensive additional review of imaging and pathology studies to correctly 

mark and plan the procedure and consultation with reconstructive surgeon. 
• Positioning: Add 17 minutes for prone positioning. 
• Scrub/Dress/Wait: no change 

Hospital Visits: With respect to the hospital visits for 27078, we are recommending 5 total hospital visits, 2 at a level 
99231 and 3 at a level of 99232. Our survey respondents indicated one visit would be at a level of 99233. However, 
the consensus committee felt that 3-99232 was the more appropriate recommendation. 

Recommendation: The consensus committee recommends the survey median RVW of 32.00. Along with rr­
recommended time and visit information, this results in an IWPUT of 0.078. This RVW and IWPUT is similar 
the reference code 27134, which is also a demanding operation, but has less tota.J time. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 
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CPT Code: 27078 
How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27078 

qow often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
f the recommendation is from multiple specialties, please provide iriformation for each specialty. 

Specialty orthopaedic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 55 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 34 Percentage 61.81 % 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27365 

CPT Code:27365 Tracking Number P74 Specialty Society Recommended RVU: 32.00 

Global Period: 090 RUC Recommended RVU: 32.00 

CPT Descriptor: Radical resection of tumor, femur or knee 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 14-year-old female presents with an osteosarcoma of the distal femur. At operation, a 
radical resection of the tumor with adjacent soft tissues is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procequre in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 100% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure~ the office setting? No _ 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign informed consent. Review length and type of anesthesia with 
anesthesiologist. Assure appropriate selection, timing, and administration of antibiotic. Verify that all required 
instruments and supplie~ are available. Patient is placed in supine position. Indicate areas of skin to be prepped and 
mark surgical incisions. Place tourniquet. Prep and drape leg. Inflate pneumatic tourniquet. Scrub and gown. 
Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A longitudinal incision is made, ellipsing the biopsy tract in a wide en bloc fashion. 
The incision is made from the upper thigh, incorporating the biopsy tract, extending the incision to approximately 12 em 
below the knee. The dissection is carried down through the subcutaneous fat maintaining a cuff of tissue surrounding 
the biopsy tract and tumor. The incision is carried down through the limiting fascia of the thigh, extending down to the 
patella and along its side, then to the tibial tubercle. The tumor originated in the distal end of the femur but has an 
associated soft tissue mass that involves the quadriceps and hamstrings. The dissection therefore proceeds through t' 
quadriceps, once again, maintaining a cuff of quadriceps muscle on the tumor to maintain a wide margin. The rectL 
femoris muscle is dissected from the underlying vastus intermedius followed by dissection through a portion of the 
vastus lateralis and the vastus medialis. The vastus intermedius is maintained around the soft tissue component of the 
tumor. At the level of the knee, an arthrotomy is made, incising through the joint capsule at the level of the tibia to 
ensure a cuff of tissue being maintained around the tumor and distal femur. Dissection is carried further towards the 
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CPT Code: 27365 
patellar tendon, along its length down to its insertion into the tibia. This allows for the mobilization of the patella. The 
patella is everted thus exposing the joint. The anterior cruciate ligament is identified and divided. The posterior cruciate 
ligament is divided followed by subluxation of the knee forwards in order to bring the menisci into view. Both the 
·~teral collateral ligament is identified and divided as well as the medial collateral ligament followed by total 
.teniscectomy of both the medial and lateral menisci. The remaining capsular structures are then transected being very 

careful of the neurovascular structures (artery, vein, and both tibial and peroneal nerves) which lie intimately in contact 
with the back of the knee joint. The femur is elevated forwards to allow for exposure of the back of the thigh, The 
neurovascular structures are identified and carefully dissected one by one off of the overlying femur. The sheath must 
be opened in order to be able to dissect the vein, nerve and artery in a sub-adventitial fashion from the tumor. The 
hamstring muscles are carefully divided from the now overlying soft tissue component of the tumor and femur. Each 
hamstring muscle is individually divided by dissection from the overlying mass. This allows for completion of the 
dissection of the artery then vein, then both peroneal and tibial components of the sciatic nerve from the remaining 
muscles and tumor. Care is taken to ligate each feeding vessel into the tumor and femur as it is approached an s the 
tumor does often have neovascularity. The dissection is carried proximally in this fashion until the level of the proposed 
osteotomy dictated by the pre-operative planning. At this point, 18 em. above the knee, the dissection is carried 
circumferentially around the entire femur. The periosteum is elevated from the femur 2 em proximal to the proposed cut 
in the bone to allow for later overlap of the periosteum over the prosthesis. The bone is marked with a saw blade to 
demonstrate orientation once the prosthesis is inserted. The bone is then cut with a saw and the remaining soft tissues 
are dissected free from the specimen. The specimen consists of the skin of the biopsy tract, the underlying subcutaneous 
fat, fascia, muscle, tumor, bone, ligaments, tendons, and capsular structures, all in one piece. The specimen is then 
removed from the field and marked for anatomic orientation. This is documented on the pathology request form along 
with appropriate history and needed information. The surgeon then breaks scrub and carries the specimen to the 
pathology department while the anesthesiologist and other operative personnel remain with the patient. Prior to this, the 
surgeon assesses the stability of the operative field and discusses with the anesthesiologist the stability of the patient. In 
the pathology department, the surgeon then examines the resected specimen with the attending pathologist and orients the 
pathologist to the specimen anatomy. The specimen is then inked for margins and any areas that are questionable are 
inspected by frozen section. The surgeon then returns to the operative suite and scrubs in to the operation. The wound 

ed is inspected, bleeding vessels are taken care of and the neurovascular structures are re-evaluated to ensure they are 
111tact. During the remainder of the procedure, these structures must be protected from stretch, twisting, retraction, etc. 
as there is now no bone to provide structure of this limb. The fascial layers are closed in a watertight fashion over a 
large bore drain, followed by closure of the subcutaneous tissues and skin. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff ... 
Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient 
stabilization in the recovery room, including neurovascular status. After patient is awake, discuss surgery outcome with 
patient. Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative 
report and complete medical record documentation. Later on the day of surgery, review medical records and interval 
data charted. Communicate with other professionals and with patient and patient's family. Exam patient, assessing 
neurovascular status and drain. Order and review imaging as necessary. Consider relevant data, options, and risks and 
revise treatment plan as necessary. On subsequent days, review medical records and interval data charted. Examine 
and talk with patient. Take down dressings, assess wound and patient status. When the patient is stable, make the 
decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including 
home restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy 
and outpatient formulary and write order for continued anticoagulation and pain medication as necessary. Provide 
necessary care coordination, telephonic or electronic communication assistance, and other necessary management. 
Inform the primary care or referring physician of discharge plans. All appropriate medical records are completed, 
including discharge summary and discharge instructions, and insurance forms. The patient will be examined in the 
office several times through the 90-day global period to remove dressings, assess wound healing, and redress wound. 
Remove sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab 
md/or imaging, as necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment 

an(s) and communicate with patient and family/caregiver, as necessary. Provide necessary care coordination, 
.dephonic or electronic communication assistance, and other necessary management for reconstruction and further 
chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal and written). Dictate progress notes for 
medical record. 
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CPT Code: 27365 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter( s): John Heiner, MD; William Creevy, MD; 

Specialty(s): MSTS;AAOS 

CPT Code: 27365 

Sample Size: 60 'Resp N: 35 I Response: 58.3 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hiah 

Service Performance Rate 0.00 5.00 8.00 10.00 40.00 

Survey RVW: 25.00 30.00 32.00 36.00 45.00 

Pre-Service Evaluation Time: 85.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 120.00 180.00 240.00 300.00 480.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min- CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 175.00 99231x 2.00 99232x 2.00 99233x 1.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 {40); 99233 (55); 99238{3b,, 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 127365 Recommended Physician Work RVU: 32.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 240.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min- CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 160.00 99231x 2.00 99232x 3.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

. .EY REFERENCE SERVICE: 

Key CPT Code 
27134 

Global 
090 

WorkRVU 
30.13 

CPT Code: 27365 

Time Source 
RUCTime 

CPT Descriptor Revision of total hip arthroplasty; both components, with or without autograft or allograft 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

..:PT Descriptor 

Global Work RVU 
090 

Time Source 
RUC Time 

Global 
090 

Work RVU Time Source 
RUCTime 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

0 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 11 %of respondents: 31.4 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27365 27134 

I Median Pre-Service Time II 63.00 II 90.00 

I Median Intra-Service Time II 240.00 II 240.00 

Median Immediate Post-service Time 30.00 I 40.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 160.0 140.00 

Median Discharge Day Management Time 38.0 38.00 

(edian Office Visit Time 102.0 69.00 

Jlonged Services Time 0.0 0.00 

I Median Total Time ~ 617.00 

: Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES <Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of I 4.78 II 3.44 I· 
management options that must be considered ...__ ___ .....~ ~... _ ___;. __ __.~ 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

,____4_.8_9 _ _,11L...-._3_.44 _ __, 

._I U_r.:.ge_n..:.cy'-o_f_m_edi_._cai_d_ec_i_si_on_makin __ · .:.g _______ __.l ._I __ 4_. 7_2 _ _,1 ~...1 __ 2_.8_9 _ ___, 

Technical Skill/Physical Effort (Mean) 

._I T_ec_lmi_._ca_l s_kil_· l_re~qurr"--·-ed ___________ .-~1 ._I _4_.8_3 _ _,1 ._I __ 4_._28 _ ___, 

I._P_,hy:..-s_ical_effi_o_rt_requrr~·-ed ___________ .-~1 '-1 _4_.7_2_.....~1 ._I __ 4_._39 _ ___, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 11._ __ 4_. 7_2 _ _,11...._ __ 4_.06 __ _, 

._I Ou_tc_om_e_d_epe~nds_o_n_th_e_s_kil_l_an_d..:.ju_dgm..::...._en_t _of-=-p-'hy,_s_ic_ian __ __.l ._I __ 4_.8_3 _ _,1 .... 1 __ 4_.3_9 _ ___, 

~...l&_wm_._ted_ru_·k_o_f_mal~p_n_cn_·c_e_~_·t_~_·th~poo_r_ou_~_o_m_e ___ ~l~...l __ 4_.44 _ ___.l._l __ 3_.6_7_~ 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

~...1 Pr_e_-S_e_M_·ce_int_e_ns_ity~/_co_mp~l_eXI_.ty..::...._ ________ __JI '-1 _4_.7_2_.....~11._ __ 4_.1_1_.-~ 

._lln_tr_a_-S_erv_l_·ce_in_te_ns_l-=·ty_lco_m_p,_le_XI-'·ty,__ _______ ~l ._I _4_.5_0 _ _.11..___3_.6_7 _ __. 

._IP_o_~-_&_rv_i_ce_int_ens__,ity,_lc_o_mp~l_eXI_·ty~--------~~ .... 1 __ 4_.1_7_~1 .... 1 __ 4_.00 __ ~ 

Additional Rationale 

CPT Code: 27365 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and formo.t. 

Compelling Evidence 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
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CPT Code: 27365 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
the work to resect these bone tumors and care for these patients with bone cancer. 

Over the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advances 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 4 as follows: 
• Evaluation: no change 
• Positioning: no change 
• Scrub/Dress/Wait: no change 

Hospital Visits: With respect to the hospital visits for 27365, we are recommending 75 total hospital visits, 2 at a 
level 99231 and 3 at a level of 99232. Our survey respondents indicated one visit would be at a level of 99233. 
However, the consensus committee felt that 3-99232 was the more appropriate recommendation. 

Recommendation: The consensus committee recommends the survey median RVW of 32.00. Along with the 
recommended time and visit information, this results in an IWPUT of 0.081. This RVW is similar to the reference 
ode 27134 which has very similar total work. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27365 
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CPT Code: 27365 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often?- -Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 417 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 

explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 400 Percentage 95.92 % 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27645 

~PT Code:27645 Tracking Number P81 Specialty Society Recommended RVU: 27.00 

Global Period: 090 RUC Recommended RVU: 27.00 

CPT Descriptor: Radical resection of tumor; tibia 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 15-year-old female presents with a Ewing's sarcoma of the proximal tibia. At operation, a 
radical resection of the tumor with adjacent soft tissues is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 3% , Admitted (more than 24 hours) 97% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

-' modera~ sedation inherent to this procedure in the Hospital/ ASC setting? No 
ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign informed consent. Review length and type of anesthesia with 
anesthesiologist. Assure appropriate selection, timing, and administration of antibiotics. Verify that all required 
instruments and supplies are available. Patient is placed in supine position .. Indicate areas of skin to be prepped and 
mark surgical incisions. Place tourniquet. Prep and drape leg. Inflate pneumatic tourniquet. Scrub and gown. 
Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A longitudinal incision is made, ellipsing the biopsy tract in a wide en bloc fashion. 
The incision .is made from the lower thigh, incorporating the biopsy tract, extending the incision to approximately 4 
inches above the ankle. The dissection is carried down through the subcutaneous fat maintaining a cuff of tissue 
surrounding the biopsy tract and tumor. The incision is carried down through the limiting fascia of the leg, extending 
down to the patella and along its side, then towards the tibial tubercle. The dissection is then carried further down the 

1 to nearly the ankle. The tumor originated in the proximal end of the tibia but has an associated soft tissue mass that 
volves the anterior and posterior musculature of the entire leg. The dissection therefore then proceeds through the 

tibialis anterior, and extensors of the foot and ankle, then laterally through the peroneal muscles, once again, maintaining 
a cuff of normal tissue on the tumor to maintain wide margins around the tumor. The tibialis anterior, extensors and 
peroneals are dissected from the underlying musculature overlying the bone itself. All neurovascular structures are 
meticulously dissected free from the overlying tumor. At the level of the knee, an arthrotomy is made, incising through 
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CPT Code: 27645 
he joint capsule at the level of the femur to ensure a cuff of tissue being maintained around the tumor and proximal tibia. 
Dissection is carried further towards the patellar tendon, along its length up to its origin on the patella. This allows for 

the mobilization of the patella. The patella tendon is transected from the tibial tubercle. The patella is everted thus 
exposing the joint. The anterior cruciate ligament is identified and divided. The posterior cruciate ligament is divir' 
followed by subluxation of the lmee forwards in order to bring the menisci into view. Both the lateral collateral ligan 
is identified and divided as well as the medial collateral ligament followed by total meniscectomy of both the medial and 

lateral menisci. The remaining capsular structures are then transected being very careful of the neurovascular structures 
(artery, vein, and both tibial and peroneal nerves) which lie intimately in contact with the back of the lmee joint. The 
tibia is elevated forwards to allow for exposure of the back of the leg. The gastrocnemius and soleus muscles are 
carefully divided from the now overlying soft tissue component of the tumor and tibia. Dissection of the artery then 
vein, then both peroneal and tibial components of the sciatic nerve from the remaining muscles and tumor is performed. 
Care is taken to ligate each feeding vessel into the tumor and femur as it is approached as the tumor does often have 

neovascularity. The dissection is carried distally in this fashion until the level of the proposed osteotomy dictated by the 
pre-operative planning. At this point, 16 em. below the lmee, the dissection is carried circumferentially around the 
entire tibia. The periosteum is elevated from the tibia one to two em. distal from the proposed cut in the bone to allow 
for later overlap of the periosteum over the prosthesis. The bone is marked with a saw blade to demonstrate orientation 
for later reconstruction. The bone is then cut with a saw and the remaining soft tissues are dissected free from the 
specimen. The specimen consists of the skin of the biopsy tract, the underlying subcutaneous fat, fascia, muscle, tumor, 
bone, ligaments, tendons, and capsular structures, all in one piece, without any contamination of tumor from prior 
surgery. The specimen is then removed from the field and marked for anatomic orientation. This is documented on the 
pathology request form along with appropriate history and needed information. The surgeon then breaks scrub and 
carries the specimen to the pathology department while the anesthesiologist and other operative personnel remain with 
the patient. Prior to this, the surgeon assesses the stability of the operative field and discusses with the anesthesiologist 
the stability of the patient. In the pathology department, the surgeon then examines the resected specimen with the 
attending pathologist and orients the pathologist to the specimen anatomy. The specimen is then inked for margins and 
any areas that are questionable are inspected by frozen section. The surgeon then returns to the operative suite and 
scrubs in to the operation. The wound bed is inspected, bleeding vessels are ligated and the neurovascular structures 
re-evaluated to ensure they are intact. During the remainder of the procedure, these structures must be protected 
stretch, twisting, retraction, etc. as there is now no bone to provide structure of this limb. Muscles are mobilized 
order to' provide coverage for the closure. The remaining gastrocnemius, tibials, peroneals, etc. are mobilized by 
dissecting them free from their fascial boundaries and brought together to provide a good wound bed. Muscles are 
sutured to each other followed by closure of fascia over a drain, then skin closure. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff ... 
Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient 
stabilization in the recovery room, including neurovascular status. After patient is awake, discuss surgery outcome with 
patient. Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative 
report and complete medical record documentation. Later on the day of surgery, review medical records and interval 
data charted. Communicate with other professionals and with patient and patient's family. Exam patient, assessing 
neurovascular status and drain. Order and review imaging as necessary. Consider relevant data, options, and risks and 
revise treatment plan as necessary. On subsequent days, review medical records and interval data charted. Examine 
and talk with patient. Take down dressings, assess wound and patient status. When the patient is stable, make the 
decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including 
home restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy 
and outpatient formulary and write order for continued anticoagulation and pain medication as necessary. Provide 
necessary care coordination, telephonic or electronic communication assistance, and other necessary management. 
Inform the primary care or referring physician of discharge plans. All appropriate medical records are completed, 
including discharge summary and discharge instructions, and insurance forms. The patient will be examined in the 
office several times through the 90-day global period to remove dressings, assess wound healing, and redress wound. 
Remove sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lal-­
and/or imaging, as necessary. Order occupational or physical therapy and assess functional recovery. Revise treatm< 
plan(s) and communicate with patient and family/caregiver, as necessary. Provide necessary care coordinatioh, 
telephonic or electronic communication assistance, and other necessary management for reconstruction and further 
chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal and written). Dictate progress notes for 
medical record. 
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CPT Code: 27645 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 -
Presenter(s): John Heiner, MD; William Creevy, MD; . 
:pecialty(s): MSTS; AAOS 

CPT Code: 27645 

Sample Size: 100 'Resp N: 30 I Response: 30.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hj_g_h 

Service Performance Rate 0.00 3.00 4.00 6.00 20.00 

Survey RVW: 17.61 25.00 27.00 35.00 60.00 

Pre-Service Evaluation Time: 83.00 

Pre-Service Positioning Time: 20.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 120.00 180.00 200.00 240.00 420.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 120.00 99231x 2.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

"rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

*Physrcran standard total mmutes per ElM vrsrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 127645 Recommended Physician Work RVU: 27.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 200.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 120.00 99231x 2.00 99232x 2.00 99233x 0.00 

'"lischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Jfice ~ime/visit(s): 102.00 99211x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

jProlonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology /Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27156 

Global 
090 

WorkRVU 
26.03 

CPT Code: 27645 

Time Source 
RUCTime 

CPT Descriptor Osteotomy, iliac, acetabular or innominate bone; with femoral osteotomy and with open reduction of hip 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 
090 

CPT Descriptor 1 

MPC CPT Code 2 Global 
090 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
RUCTime 

WorkRVU Time Source 

WorkRVU 
0.00 

RUCTime 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

0 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 10 % of respondents: 33.3 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27645 27156 

I Median Pre-Service Time II 63.00 II 83.00 

I Median Intra-Service Time II 200.00 II 225.00 

I Median hmnediate Post-service Time I 30.00 40.00 

I Median Critical Care Time I 0.0 0.00 

Median Other Hospital Visit Time 120.0 60.00 

Median Discharge Day Managemem Time 38.0 38.00 

I Median Office Visit Time I 102.0 92.00 

I Prolonged Services Time I 0.0 0.00 

I Median Total Time I~ 538.00 

: Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

1ental Effort and Judgment <Mean) 
The nwnber of possible diagnosis and/or the nwnber of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

..___4_.8_0 _ _.1 L-1 __ 3_.90_---1 

.____4_.s_o _ _.IL-I __ 3_.m_---.~ 

L-1 u_r.=:.ge_n....::cy.;_o_f_m_edi_· cal_dec_i_sio_n_maki_._ng:::..__ _______ __JI L-1 __ 4_.7o_--..JII L.. __ 3_.w __ ....~ 

Technical Skill/Physical Effort (Mean) 

~~T~ec~mu=·cal~s=~~re~~·ed~----------------------''L-1 _4~.7~0 _ _.IIL-___ 4~.3~0----' 

L-1 P....:hy:...si_.cai_effi_o_rt_required~·--------------'' L-1 _4_.7_0 _ _.11.___4_.3_0 __ ---' 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality I L-1 __ 4_. 7_0 _ _.IIL--__ 4_.3_0 _ ___. 

L-1 Ou_tc_om_e_depe--!-._nds_o_n_th_e_skil_._l an_d.:::...ju_dgm:::..__e_nt_o_f~ph....:.y_si_cian ___ __,ll._ __ 4_.90 _ __.1 L-1 __ 4_.60 __ ....~ 

I Es_tima_t_ed_ns_· _k_of_mal__.p_ra_cn_·c_e_sw_·t_WI_.th__:..poo_r_ou_tc_o_m_e ___ __.ll.___4_.60 _ ___.1 ._I __ 4_.30 __ ....~ 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

L-1 Pr_e_-S_e_rv_ice_inte_ns__;_,_:ity:.../co_m~pl_eXI_·ty=-----------~' L-1 _5_.00_-.JI L-1 __ 4_.2_0 ---~ 

~lhmffi __ -s_erv_k_e_~_e_ns....:ity~/-co_m~p_leXI_·~ty--------~'L-1 __ 4_.90 _ ___.1._1 __ 4_.5_0_~ 

I L-P_os'--t-_Se_rv_i_ce_inte_ns_ity.:::...l_co_m~p-le_xi....:.ty ________ _,JI L-1 _4_.7_0 _ _.IIL-__ 3_.90 _ _,J 

Additional Rationale 

CPT Code: 27645 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recorrunendations for the appropriate formula and format. 

~ompelling Evidence 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
la~t 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
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CPT Code: 27645 
had minor revisions made to their descriptors. The saine compelling evidence arguments still apply to the review of 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were. not part of the Harvard study, which significantly underestimated 
the work to resect these bone tumors and care for these patients with bone cancer. 

Over the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advances 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 4 as follows: 
• Evaluation: no change 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW of 27.00. Along with the 
recommended time and visit information, this results in an IWPUT of 0.080. This RVW is similar to the reference 
code 27156 which has very similar total work. 

SERVICES REPORTED WITI1 MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27645 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Rarely 
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Specialty How often? 

<\pecialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 59 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 53 Percentage 89.83 % 

Specialty podiatryu Frequency 3 Percentage 5.08 % 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27646 

CPT Code:27646 Tracking Number P82 Specialty Society Recommended RVU: 23.00 

Global Period: 090 RUC Recommended RVU: 23.00 

CPT Descriptor: Radical resection of tumor; fibula 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 65-year-old female presents with a malignant fibrous histiocytoma of the fibula. At 
operation, a radical resection of the tumor with adjacent soft tissues is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 7% , Admitted (more than 24 hours) 93% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign informed consent. Review length and type of anesthesia with 
anesthesiologist. Assure appropriate selection, timing, and administration of antibiotic. Verify that all required 
instruments and supplies are available. After induction of anesthesia in supine position, assist with patient lateral 
positioning. Assess position of the extremities and head, adjust as needed. Indicate areas of skin to be prepped and 
mark surgical incisions. Place tourniquet. Prep and drape leg. Inflate pneumatic tourniquet. Scrub and gown. 
Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A longitudinal incision is made, ellipsing the biopsy tract in a wide en bloc fashion. 
The incision is made from the distal thigh, incorporating the biopsy tract, extending the incision to approximately 10 em 
above the ankle. The dissection is carried down through the subcutaneous fat maintaining a cuff of tissue surrounding 
the biopsy tract and tumor. The incision is carried down through the limiting fascia of the leg, extending down from the 
lateral distal thigh to the ankle. The tumor is associated with a large soft tissue mass that involves the anterior a· 
posterior musculature of the leg. The dissection therefore proceeds through the peroneal longus and brevis muscles, a1.. 
the extensor muscles of the foot and ankle, once again, maintaining a cuff of normal muscle on the tumor to affect a 
wide margin. The muscle bellies are dissected from the underlying musculature overlying the bone itself. All 
neurovascular structures are meticulously dissected free from the overlying tumor. At the level of the knee, an 
arthrotomy is made, through the capsule of the tibio-fibular joint in order to mobilize the fibula. Care is necessary, as 
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the anterior tibial vessels course directly in the path and must be dissected free and preserved. The lateral collateral 
ligament must be divided for resection of the fibula... The gastrocnemius and soleus muscles are carefully divided from 
the overlying soft tissue component of the tumor and tibia. Dissection of the popliteal artery, vein and tibial and 
"Jeroneal nerves from the remaining muscles and tumor is performed. Care is taken to ligate each feeding vessel into the 
Jmor. The dissection is carried distally in this fashion until the level of the proposed osteotomy dictated by the pre­

operative planning. At this point, 18 em. below the Imee, the dissection is carried circumferentially around the entire 
fibula... The bone is then cut with a saw and the remaining soft tissues are dissected free from the specimen. The 
specimen consists of the skin of the biopsy tract, the underlying subcutaneous fat, fascia, muscle, tumor, bone, 
ligaments, tendons, and capsular structures, all in one piece. The specimen is then removed from the field and marked 
for anatomic orientation. This is documented on the pathology request form along with appropriate history and needed 
information. The surgeon then breaks scrub and carries the specimen to the pathology department while the 
anesthesiologist and other operative personnel remain with the patient. Prior to this, the surgeon assesses the stability of 
the operative field and discusses with the anesthesiologist the stability of the patient. In the pathology department, the 
surgeon then examines the resected specimen with the attending pathologist and orients the pathologist to the specimen 
anatomy. The specimen is then inked for margins and any areas that are questionable are inspected by frozen section. 
The surgeon then returns to the operative suite and scrubs in to the operation. The wound bed is inspected, bleeding 
vessels are taken care of and the neurovascular structures are re-evaluated to ensure they are intact. During the 
remainder of the procedure, these structures must be protected from stretch, twisting, retraction, etc. as there is now no 
bone to provide structure of this limb and the nerve could inadvertently be stretched. The fascial layers are closed in a 
watertight fashion over a drain, followed by closure of the subcutaneous tissues and skin. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff ... 
Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient 
stabilization in the recovery room, including neurovascular status. After patient is awake, discuss surgery outcome with 
patient. Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative 
report and complete medical record documentation. Later on the day of surgery, review medical records and interval 
data charted. Communicate with other professionals and with patient and patient's family. Exam patient, assessing 
eurovascular status and drain. Order and review imaging as necessary. Consider relevant data, options, and risks and 

.evise treatment plan as necessary. On subsequent days, review medical records and interval data charted. Examine 
and talk with patient. Take down dressings, assess wound and patient status. When the patient is stable, make the 
decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including 
home restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy 
and outpatient formulary and write order for continued anticoagulation and pain medication as necessary. Provide 
necessary care coordination, telephonic or electronic communication assistance, and other necessary management. 
Inform the primary care or referring physician of discharge plans. All appropriate medical records are completed, 
including discharge summary and discharge instructions, and insurance forms. The patient will be examined in the 
office several times through the 90-day global period to remove dressings, assess wound healing, and redress wound. 
Remove sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab 
and/or imaging, as necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment 
plan(s) and communicate with patient and family/caregiver, as necessary. Provide necessary care coordination, 
telephonic or electronic communication assistance, and other necessary management for reconstruction and further 
chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal and written). Dictate progress notes for 
medical record. 
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CPT Code: 27646 
SURVEY DATA 
RUC Meeting Date (mm/yyyy} 101/2009 

Presenter(s}: John Heiner, MD; William Creevy, MD; 

Specialty(s}: MSTS;AAOS 

CPT Code: 27646 

Sample Size: 100 IResp N: 30 
I 

Response: 30.0 % 

Sample Type: Random 

Low 25th Dctl Median* 75th Dctl H!.9.h 
Service Performance Rate 0.00 2.00 3.00 3.00 10.00 

SurveyRVW: 10.63 23.00 23.00 28.00 50.00 

Pre-Service Evaluation Time: 80.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 75.00 150.00 180.00 200.00 420.00 

Immediate Post Service-Time: 40.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 100.00 99231x 1.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s}: 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 {60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPTC::Jde: 127646 Recommended Physician Work RVU: 23.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 180.00 

Immediate Post Service-Time: 40.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 100.00 99231x 1.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s}: 102.00 99211 x 0.00 12x 1.00 13x 2.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

.~Y REFERENCE SERVICE: 

Key CPT Code 
27447 

Global 
090 

WorkRVU 
23.04 

CPT Code: 27646 

Time Source 
RUCTime 

CPT Descriptor Arthroplasty, lmee, condyle and plateau; medial AND lateral compartments with or without patella 
resurfacing (totallmee arthroplasty) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
090 

Time Source 
RUCTime 

Global 
090 

Work RVU Time Source 
RUCTime 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

0 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service tm,.e (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 12 

TIME ESTIMATES <Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

I Median Immediate Post-service Time 

I Median Critical Care Time 

I Median Other Hospital Visit Time 
1 "'1edian Discharge Day Management Time 

!dian Office Visit Time 

1 Prolonged Services Time 

I Median Total Time 

CPT Code: 
27646 

II 80.00 II 
II 180.00 II 

40.00 I 
0.0 I 

100.0 

38.0 

102.0 

0.0 

1~1 
1274 

% of respondents: 40.0 % 

Key Reference Source of Time 
CPT Code: RUCTime 

27447 

75.00 

124.00 

30.00 

0.00 

100.00 

38.00 

102.00 

0.00 

469.00 



INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The nwnber of possible diagnosis and/or the number of ._I __ 5_.00_---.Jj ._I __ 3_.5_8_---.J 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___5_.oo_----~11~..--_3_.6_7 ---~ 

1 .._ u_r.:::.,ge_n_.cy_o_f_m_edi_·cal_dec_i_sio_n_maki __ .ng:::...__ _______ __.l ._I __ 4_.8_3 _ .... II.._ __ 3_.o_8 _ _.... 

Technical Skill/Physical Effort (Mean) 

I~...,;;T..;:.:ec:.;;:hni;:;;.·cal~s;:::kil::;..l r;,;.eqwr=· ed.;..:__ __________ ....JII.___4_;:;.92:....:;;._---JI ~...1 __ 4_;:;.25:;.:;._ _ _J 

.._IP~ey~si_cal_e_ffi_ort_reqwr~·-ed ___________ ---JII.___4_.8_3_~11.__ __ 4_.3_3_---J 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 4_.92 _ ___,~IIL.._ __ 4_.25 __ --' 

~...IOu~tco~m;:::e~~~-~~oo::;..th_e_s;:::kill;:;;.·_and~j~ud~gm~em;:;;.o~f~p~ey~si;:::cUm~----~~'-l--4-.92-_....l.._l __ 4_.4_2_~ 

.._l&~rum_ted_n_·~_o_f_m&~p_rn_cn_·c_e_ro_it_~_·th~poo_r_ou_~_o_m_e ___ _....l.._l __ 4_.5_8_ ..... 1.._1 ___ 4_.3_3 __ ----J 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

~.-I Pr_e-:....Se_rv_ice_im_ens___,ity:..../co_mp~l-eXI_.ty.::...._ ________ ___.JII.___5_.oo_---JII~... __ 3_.5_8 ---' 

._I Intta ___ -Se_rv_ic_e _im_ens---'ity.._/_co_m..:..p_le_xi .... ty _________ ____.ll.._ __ 4_.92 __ ___.l._l __ 4_.3_3 _ __, 

I.._P_os_t-_S_erv_i_ce_int_ens_i....:=ty:..../c_o_m~pl_eXI_.ty..::..._ __________ __.ll..___4_.7_5 _ _.I ._I __ 3_. 7_5 _ __, 

Additional Rationale 

CPT Code: 27646 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and fonnat. 

Compelling Evidence 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
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had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
•ne work to resect these bone tumors and care for these patients with bone cancer. 

Over the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advances 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes for lateral positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW of 23.00. Along with the 
recommended time and visit information, this results in an IWPUT of 0.067. This RVW is similar to the reference 
code 27447 which has very similar total work and similar post-operative time, although the IWPUT for 27646 is less 
than that of 27447 (.099). The intra-service times between 27447 and 27646 are quite distinct, however the survey 
intra-service time for 27646 is consistent with the intra-service times for other radical bone tumor codes that were 
surve ed. 

SERVICES REPORTED WITH MULTIPLE CYf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario . 

. U:QUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27646 
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CPT Code: 27646 
How often do physicians in your g>ecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 31 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 22 Percentage 70.96 % 

Specialty podiatry Frequency 4 Percentage 12.90 % 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLO 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 27647 

..;PT Code:27647 Tracking Number P83 Specialty Society Recommended RVU: 20.10 

Global Period: 090 RUC Recommended RVU: 20.10 

CPT Descriptor: Radical resection of tumor; talus or calcaneus 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 14-year-old female presents with a Ewing's sarcoma of the calcaneus. At operation, a 
radical resection of the calcaneus is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 96% 

Percent of survey respondents who stated they perform the procedure; In the hospitallOO% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 10% , Admitted (more than 24 hours) 90% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 67% 

· \ moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No . 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign informed consent. Review length and type of anesthesia with 
anesthesiologist. Assure appropriate selection, timing, and administration of antibiotic. Verify that all required 
instruments and supplies are available. After induction of anesthesia in supine position, assist with patient prone 
positioning. Assess position of the extremities and head, adjust as needed. Indicate areas of skin to be prepped and 
mark surgical incisions. Place tourniquet. Prep and drape foot. Inflate pneumatic tourniquet. Scrub and gown. 
Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A longitudinal incision is made, ellipsing the biopsy tract in a wide en bloc fashion. 
The incision is made from the distal leg, incorporating the biopsy tract, extending the incision to the mid foot in a 
hockey stick configuration. The dissection is carried down through the subcutaneous fat maintaining a cuff of tissue 
surrounding the biopsy tract and tumor. The incision is carried down through the limiting fascia of the foot and ankle, 

·tending down from the distal leg to the midfoot. The tumor is associated with a soft tissue mass that involves the 
tdial and lateral compartments at the ankle. The dissection therefore proceeds and flaps are created to allow for later 

reconstruction. Due to the soft tissue component of the tumor, this requires intra-operative modification of flaps in order 
to ensure that the wound will be able to be closed and that the skin flaps will survive. A cuff of normal muscle is 
maintained on the tumor to insure a wide margin. The muscle bellies are dissected from the underlying musculature. 
All neurovascular structures are meticulously dissected free from the overlying tumor. At the level of the articular 
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surface, an arthrotomy is made, through the capsule of the ankle joint in order to mobilize the calcaneus. Care is 
necessary, as the dorsal vessels course directly in the path and must be dissected free and preserved. The collateral 
ligament must be divided for resection of the bone. Care is taken to ligate each feeding vessel into the tumor. 
The dissection is carried distally in this fashion until the level of t' he proposed resection dictated by the pre-ope rat· 

planning. At this point, typically, the dissection is carried circumferentially around the entire bone. The remaining 
tissues are dissected free from the specimen. The specimen consists of the skin of the biopsy tract, the underlying 
subcutaneous fat, fascia, muscle, tumor, bone, ligaments, tendons, and capsular structures, all in one piece, without any 
contamination from tumor from prior surgery. The specimen is then removed from the field and marked for anatomic 
orientation. This is documented on the pathology request form along with appropriate history and needed information. 
The surgeon then breaks scrub and carries the specimen to the pathology department while the anesthesiologist and other 
operative personnel remain with the patient. Prior to this, the surgeon assesses the stability of the operative field and 
discusses with the anesthesiologist the stability of the patient. In the pathology department, the surgeon then examines 
the resected specimen with the attending pathologist and orients the pathologist to the specimen anatomy. The specimen 
is then inked for margins and any areas that are questionable are inspected by frozen section. The surgeon then returns 
to the operative suite and scrubs in to the operation. The wound bed is inspected, bleeding vessels are taken care of and 
the neurovascular structures are re-evaluated to ensure they are intact. During the remainder of the procedure, these 
structures must be protected from stretch, twisting, retraction, etc. as there is now no bone to provide structure of this 
limb and the nerve could inadvertently be stretched. The remaining muscles are rotated to fill in the void left by the 
resection. All muscle flaps are sutured in place to ensure that the prosthesis is completely covered... The fascial layers 
are closed in a watertight fashion followed by closure of the subcutaneous tissues and skin. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff ... 
Discuss surgery outcome with patient's family. Write brief operative note and medication orders. Monitor patient 
stabilization in the recovery room, including neurovascular status. After patient is awake, discuss surgery outcome with 
patient. Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. Dictate operative 
report and complete medical record documentation. Later on the day of surgery, review medical records and interval 
data charted. Communicate with other professionals and with patient and patient's family. Exam patient, asseSSUli 
neurovascular status and drain. Order and review imaging as necessary. Consider relevant data, options, and risks 
revise treatment plan as necessary. On subsequent days, review medical records and interval data charted. 
and talk with patient. Take down dressings, assess wound and patient status. When the patient is stable, make the 
decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professionals, including 
home restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, inpatient therapy 
and outpatient formulary and write order for continued anticoagulation and pain medication as necessary. Provide 
necessary care coordination, telephonic or electronic communication assistance, and other necessary management. 
Inform the primary care or referring physician of discharge plans. All appropriate medical records are completed, 
including discharge summary and discharge instructions, and insurance forms. The patient will be examined in the 
office several times through the 90-day global period to remove dressings, assess wound healing, and redress wound. 
Remove sutures and drain when appropriate. Discuss pathology report when available. Order and review periodic lab 
and/or imaging, as necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment 
plan(s) and communicate with patient and family/caregiver, as necessary. Provide necessary care coordination, 
telephonic or electronic communication assistance, and other necessary management for reconstruction and further 
chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal and written). Dictate progress notes for 
medical record. 
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CPT Code: 2764 7 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter(s): 
John Heiner, MD; William Creevy, MD;Tye Ouzounian, MD; Frank Spinosa, DPM; Robb 
Mothershed, DPM; Timothy Tille, DPM 

Jpecialty(s): MSTS;AAOS;AOFAS;APMA 

CPT Code: 27647 

Sample Size: 100 IResp N: 30 
I 

Response: 30.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hjg_h 

Service Performance Rate 0.00 1.00 1.00 3.00 10.00 

SurveyRVW: 10.60 18.65 20.10 25.00 45.00 

Pre-Service Evaluation Time: 65.00 
I 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 80.00 120.00 144.00 180.00 360.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 100.00 99231x 1.00 99232x 2.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 79.00 99211x 0.00 12x 1.00 13x 1.00 14x 1.00 15x 0.00 

rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23}; 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 127647 Recommended Physician Work RVU: 20.10 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 43.00 33.00 10.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 144.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291 x 0.00 . 99292x 0.00 

Other Hospital time/visit(s): 100.00 99231x 1.00 99232x 2.00 99233x 0.00 

'scharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

L .Afice time/visit(s): 79.00 99211x 0.00 12x 1.00 13x 1.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 27647 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27580 

Global 
090 

CPT Descriptor Arthrodesis, knee, any technique 

KEY MPC COMPARISON CODES: 

WorkRVU 
20.90 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
090 

Time Source 
RUCTime 

Global 
090 

WorkRVU Time Source 
RUCTime 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

0 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 10 % of respondents: 33.3 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

27647 27580 

I Median Pre-Service Time II 78.00 II 60.00 

I Median Intra-Service Time II 144.00 II 150.00 

Median Immediate Post-service Time 30.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 100.0 80.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time I 79.0 92.00 

Prolonged Services Time I 0.0 0.00 

I Median Total Time ~ 450.00 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

[ental Effort and Judgment (Mean) 

fhe number of possible diagnosis and/or the number of ...__4_. 7_8 _ _.1 ._I __ 3_.6_7 _ ____, 
management options that must be considered 

The amount and/or· complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

'----4_.6_7_.....~1 '-I __ 3_.s_9 _ __. 

._I U_rg"'-e_nc~y_o_fm_edi_·cal_,_dec_is•_·on_making __ · .::;._ _______ _.I ._I _4_.6_7 _ _.11..____3_.2_2 _ ___. 

Technical Skill/Phvsical Effort (Mean) 

._b_~ec_hni_._cal_s_kil_·l_re_,qwr._·_ed ___________ .....~l ._I _4_.6_7 _ _.11..____4_.22 __ __. 

I._ Ph-'y::....s_ical_effi_o_rt_re_,qwr'-·-ed ___________ _.l L-1 _4....;...2;;.:;2 _ _,1._1 __ 4._22 _ ____, 

Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 4_.5_6_.....~11 ._ __ 4_.oo __ ..... 

._I Ou_tco_m_e_depe--=-_n_ds_o_n_th_e_skil_._l_and--=-ju_dgm:.......e_nt_o_f-=-ph-"y_si_cian ___ __.l ._I __ 4_.6_7 _ _.I ._I __ 4_.1_1 _ __, 

I_Es_tima ___ t_ed_n_·s_k_o_f mal-'p~ra_c_tic_e_sw_._t WI_._th..,.!.poo_r_o_ut_co_m_e ___ ___JII._ __ 4_.3_3 _ _.I ._I __ 4_.2_2 _ __, 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

1~..-Pr_e_-Se_ro_·c_e m_· t_ens___,ity._lc_o_mp.._l_eXI_.ty.__ ________ __.l._l _4_.5_6_.....~1._1 __ 3_.5_6 _ __, 

._IIntra __ -Se_ro_·ce_int_ens_i....::ty_lc_omp-.!..-le_XI_,·ty'-------------'1._1 _4_.3_3_.....~1 ~.-I __ 4_.1_1 _ __. 

I ._P_o_~_S_e~_i_ce_int_ens_i....::ty_lc_o_m.._pl_eXI_.ty..__ ________ __.l~l __ 4_.3_3 _ _.ll._ __ 3_.5_6 _ __, 

Additional Rationale 

CPT Code: 27647 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 

1282 



CPT Code: 27647 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
the work to resect these bone tumors and care for these patients with bone cancer. 

Over the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advances 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: Add 10 minutes for extensive additional review of imaging and pathology studies to correctly 

mark and plan the procedure and consultation with reconstructive surgeon. 
• Positioning: Add 17 minutes for prone positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey median RVW of 20.10. Along with the 
recommended time and visit information, this results in an IWPUT of 0.071. This RVW is similar to the reference 
code 27580 which has very similar total work. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 27647 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
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CPT Code: 2764 7 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Rarely 

pecialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 167 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 

explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 65 Percentage 38.92 % 

Specialty podiatry Frequency 100 Percentage 59.88 % 

-- Specialty Frequency 0 Percentage 0.00% 

...>o many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLn 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
~YOFRECO~ATION 

CPT Code: 28171 

CPT Code:28171 Tracking Number P90 Specialty Society Recommended RVU: 16.25 

Global Period: 090 RUC Recommended RVU: 16.25 

CPT Descriptor: Radical resection of tumor; tarsal (except talus or calcaneus) 

CLINICAL I)ESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 30-year-old male presents with a giant cell tumor with complete destruction of the cuboid 
bone and a soft tissue mass. A radical resection of the tumor is performed with excision of the cuboid and the soft tissue 
mass with preservation of the foot. 

Percentage of Survey Respondents who found Vignette to be Typical: 96% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 3% , Kept overnight (less than 24 hours) 40% , Admitted (more than 24 hours) 57% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 42% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies with special attention to review of x-ray, CT, MRI, 
MRA, as well as consulting with radiology regarding margins. Communicate with vascular and/or plastic surgeon 
regarding operative plan and future reconstruction. Meet with patient/family to review planned procedure and post­
operative management. Review and have patient sign informed consent. Review length and type of anesthesia with 
anesthesiologist. Assure appropriate selection, timing, and administration of antibiotic. Verify that all required 
instruments and supplies are available. After induction of anesthesia in supine position, assist with patient lateral 
positioning. Assess position of the extremities and head, adjust as needed. Indicate areas of skin to be prepped and 
mark surgical incisions. Place tourniquet. Prep and drape foot. Inflate pneumatic tourniquet. Scrub and gown. 
Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A 6 em incision is made over the lateral aspect of the foot over the distal calcaneus 
and cuboid bones. Subcutaneous flaps are raised. The deep fascia is split and the cuboid and its soft tissue mass are 
exposed. The calcaneocuboid joint is exposed. The cuboid - metatarsal joints are exposed. The peroneal tendons are 
retracted out of the way. The distal sural nerve is protected. Wide resection of the tumor is performed around the nu 
to the navicular bone medially. Surrounding tissue is sent for margins along with the tumor to pathology for froz\. 
section. The pathology report is received and additional tissue is removed as necessary. The wound is inspected and 
irrigated. The tourniquet is deflated and hemostasis is obtained. A deep drain is placed. The deep tissue is closed with 
interrupted sutures. The superficial wound is closed in layers with interrupted sutures. 
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CPT Code: 28171 
Description of Post-Service Work: Apply sterile dressings. Discuss surgery outcome with patient's family. Write brief 
operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss ongoing care with floor 
·mrses. Dictate operative report and complete medical record documentation. Later on the day of surgery, review 

1edical records and interval data charted. Communicate wlih other professionals and with patient and patient's family. 
Perform an expanded problem focused exam, assessing open wound status and drain. Assess neurovascular status ... 
Consider relevant data, options, and risks and revise treatment plan as necessary. The next day, review medical records 
and interval data charted. Examine and talk with patient. Take down dressings, asses wound and patient status, and 
make the decision for discharge. Discuss aftercare treatmenfwith the patient, family and other healthcare professionals, 
including home restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, 
inpatient therapy and outpatient formulary and write order for antibiotic and pain medication. Provide necessary care 
coordination, telephonic or electronic communication assistance, and other necessary management. Inform the primary 
care or referring physician of discharge plans. All appropriate medical records are completed, including discharge 
summary and discharge instructions, and insurance forms. The patient will be examined in the office several times 
through the 90-day global period. Remove dressings, assess wound healing, and redress wound. Remove sutures and 
drain when appropriate. Discuss pathology report when available. Order and review periodic lab and/or imaging, as 
necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment plan(s) and 
communicate with patient and family/caregiver, as necessary. Provide necessary care coordination, telephonic or 
electronic communication assistance, and other necessary management reconstruction. Discuss progress with PCP 
(verbal and written). Dictate progress notes for medical record. 
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CPT Code: 28171 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter(s): John Heiner, MD; William Creevy, MD; Tye Ouzounian, MD; Frank Spinosa, DPM; Rob 
Mothershedd, DPM; Timothy Tillo, DPM 

Specialty(s): MSTS; AAOS; AAOS; APMA 

CPT Code: 28171 

Sample Size: 100 IResp N: 30 I Response: 30.0 % 

Sample Type: Random 

Low 25th Dctl Median* 75th octl High 

Service Performance Rate 0.00 1.00 2.00 3.00 10.00 

SurveyRVW: 10.36 16.25 19.00 25.00 40.00 

Pre-Service Evaluation Time: 65.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 75.00 101.00 120.00 159.00 360.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 79.00 99211x 0.00 12x 1.00 13x 1.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

-Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 128171 Recommended Physician Work RVU: 16.25 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 43.00 33.00 10.00 

Pre-Service Positioning Time: 20.00 3.00 17.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 120.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 79.00 99211x 0.00 12x 1.00 13x 1.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
-

Modifier -51 Exempt Status 
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CPT Code: 28171 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology /Senice: 
·~this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27580 

Global 
090 

CPT Descriptor Arthrodesis, knee, any technique 

KEY MPC COMPARISON CODES: 

WorkRVU 
20.90 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
090 

Time Source 
RUCTime 

Global 
090 

Work RVU Time Source 
RUCTime 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

0 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 

TIME ESTIMATES <Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

I Median Immediate Post-service Time 

I Median Critical Care Time 

I Median Other Hospital Visit Time 
1 "ledian Discharge Day Management Time 

:dian Office Visit Time 

1 Prolonged Services Time 

I Median Total Time 

CPT Code: 
28171 

II 78.00 II 
II 120.00 II 
I 30.00 

I 0.0 

I 20.0 

I 38.0 

I 79.0 

I 0.0 

I~ 
1288 

%of respondents: 23.3 % 

Key Reference Source of Time 
CPT Code: RUC Time 

27580 

60.00 

150.00 

30.00 

0.00 

80.00 

38.00 

92.00 

0.00 

450.00 



INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The nwnber of possible diagnosis and/or the number of ._I __ 4_.4.:...3_.-JII._ __ 3_.7_1 _ __, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____4_.4_3_...JI L-1 __ 4_.oo.;______J 

._I u_r~ge_n..::cy.;_o_f_m_edi_· cal_dec_i_si_on_making __ · ~-----------~' L..l __ 4_.oo _ _.JII ._ __ 3_.4.;_3 -----~ 

Technical Skill/Physical Effort (Mean) 

IL-T_ec_hni_·ca~_s_kil_l_reqwr_.__· _ed __________ ___.l ..... 1 _4_.2_9_.-JI ._I __ 4_._14 _ __, 

._I P_,hy:...-st_·cal_effi_o_rt_re_.qwr'"""·-ed ___________ _,l ._I _4_._14 _ _.11.____4_._14 _ ___. 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality 1._1 __ 4_.2_9 _ _.11....__ __ 4_.00 __ __. 

._I Ou_tc_om_e_de~pe_nds_o_n_th_e_s_kil_l_and--::.judgm~_ent_of..:.p.....:by::....s_ic_ian __ ____.ll._ __ 4_.5_7 _...JI ._I __ 4_.4_3 ----1 

._I Es_nma_· _ted_ris_k_o_f_mal......:.p_ra_cn_·ce_sw_·t_wt_·th~poo_r_ou_tc_o_m_e ___ __.ll._ __ 4_.5_7 _ _.I ._I __ 4_.4_3 _ ___, 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

I ..... Pr_e-_Se_m_·ce_in_tens----=ity:...-/c_o_mp.:...l_eXI_.ty.::..-________ ~1 ._I _4_._14 _ _.11._ __ 3_. 7_1 _ _, 

._llntr---.......a_-Se_m_·ce_int_ens_t..::·ty_lco_mp~Ie_XI.....:.ty::...._ _______ ---.JI ._I _4_.2_9_...JIIL--_4_.2_9 _ _. 

L.:l P...:.o.:.:;st-...:.S....:em_·:..;.ce.;...int...:.;.;..ens=ity::..../c_o_m~pl_eXI_·ty~-----------11 ._I __ 4_.00_-.JI ._I __ 3_.5_7 _ _, 

Additional Rationale 

CPT Code: 28171 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
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had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures werenot part of the Harvard study, which significantly underestimated 
'lte work to resect these bone tumors and care for these patients with bone cancer. 

Over the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advances 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: Add 10 minutes for extensive additional review of imaging and pathology studies to correctly 

mark and plan the procedure and consultation with reconstructive surgeon. 
• Positioning: Add 17 minutes for lateral positioning. 
• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring 
for compartment syndrome. The surgeon will examine the patient later on the day of the procedure. The consensus 
committee recommends the survey 25th percentile RVW of 16.25. Along with the recommended time and visit 
information, this results in an IWPUT of 0.077. This RVW is less than the reference code 27580 which has more 
intra-operative time and post work, but similar intensity. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes~ please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 28171 
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How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 41 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 3 Percentage 7.31 % 

Specialty podiatry Frequency"35 Percentage 85.36 % 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 28173 

.:PT Code:28173 Tracking Number P91 Specialty Society Recommended RVU: 14.00 

Global Period: 090 RUC Recommended RVU: 14.00 

CPT Descriptor: Radical resection of tumor; metatarsal 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 45-year-old woman presents with a chondrosarcoma of her first metatarsal with a small soft 
tissue mass. A radical resection of the first metatarsal and the mass is performed with preservation of the great toe. 

Percentage of Survey Respondents who found Vignette to be Typical: 96% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

·-
Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 3% , Kept overnight (less than 24 hours) 60% , Admitted (more than 24 hours) 33% 

Percent of survey reSpondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 61 % 

~.,moderate sedation inherent to this procedure in the Hospital/ASC setting? No 
ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Meet with patient/family to review planned 
procedure and post-operative management. Review and have patient sign informed consent. Verify that all required 
instruments and supplies are available. Assist with patient supine positioning and padding to stabilize foot. Perform 
regional block. Indicate areas of skin to be prepped and mark surgical incisions. Place tourniquet. Prep and drape 
foot. Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A seven em incision is made excising the previous biopsy tract to keep it with the 
specimen. Subcutaneous flaps are raised. The sensory nerves are retracted carefully. The extensor tendons are 
retracted and carefully protected. The metatarsal -navicular joint is identified and isolated. The metatarsal- phalangeal 
joint is isolated and protected. A wide dissection is carried around the metatarsal with the chondrosarcoma .. The plantar 
neurovascular bundles are identified and retracted. The plantar flexor tendons are retracted. The tumor is removed 
through the two joints including the joint capsules. Surrounding tissue is sent for frozen section along with the tumor to 
pathology. Any additional resection will be performed pending the report of the frozen sections results. The wound is 
then inspected and irrigated. A deep drain is placed. The tourniquet is let down and hemostasis is achieved. Deep 
'osure is performed with interrupted sutures. Superficial closure is performed with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss surgery outcome with patient's family. Write brief 
operative note and medication orders. Monitor patient stabilization in the recovery room. After patient is awake, 
discuss surgery outcome with patient. Write orders for transferring to surgical floor and discuss ongoing care with floor 
nurses. Dictate operative report and complete medical record documentation. Later on the day of surgery, review 
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medical records and interval data charted. Communicate with other professionals and with patient and patient's family. 
Perform an expanded problem focused exam, assessing open wound status and drain. Assess neurovascular status ... 
Consider relevant data, options, and risks and revise treatment plan as necessary. The next day, review medical records 
and interval data charted. Examine and talk with patient. Take down dressings, asses wound and patient status, · 
make the decision for discharge. Discuss aftercare treatment with the patient, family and other healthcare professior. 
including home restrictions (ie, activity, bathing). Reconcile medications with attention to pre-admission therapy, 
inpatient therapy and outpatient formulary and write order for antibiotic and pain medication. Provide necessary care 
coordination, telephonic or electronic communication assistance, and other necessary management. Inform the primary 
care or referring physician of discharge plans. All appropriate medical records are completed, including discharge 
summary and discharge instructions, and insurance forms. The patient will be examined in the office several times 
through the 90-day global period. Remove dressings, assess wound healing, and redress wound. Remove sutures and 
drain when appropriate. Discuss pathology report when available. Order and review periodic lab and/or imaging, as 
necessary. Order occupational or physical therapy and assess functional recovery. Revise treatment plan(s) and 
communicate with patient and family/caregiver, as necessary. Provide necessary care coordination, telephonic or 
electronic communication assistance, and other necessary management reconstruction. Discuss progress with PCP 
(verbal and written). Dictate progress notes for medical record. 
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CPT Code: 28173 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): 
John Heiner, MD; William Creevy, MD; Tye Ouzounian, MD; Frank Spinosa, DPM; Rob 
Mothershedd, DPM; Timothy Tillo, DPM 

Jpecialty(s): MSTS; AAOS; AOFAS; APMA 

CPT Code: 28173 

Sample Size: 100 IResp N: 30 J Response: 30.0 % 
- --

Sample Type: Random 

Low 25th DCtl Median* 75th octl Hj_g_h 

Service Performance Rate 0.00 1.00 2.00 3.00 10.00 

Survey RVW: 9.87 14.00 16.00 20.00 35.00 

Pre-Service Evaluation Time: 65.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 60.00 90.00 110.00 140.00 300.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 79.00 99211x 0.00 12x 1.00 13x 1.00 14x 1.00 15x 0.00 

rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

**Phys1c1an standard total mmutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: j28173 Recommended Physician Work RVU: 14.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 19.00 19.00 0.00 

Pre-Service Positioning Time: 3.00 1.00 2.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 5.00 0.00 

Intra-Service Time: 110.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

;scharge Day Mgmt: ~ 99238x 1.0 99239x 0.0 

1 
..1ffice time/visit(s): 79.00 99211 x 0.00 12x 1.00 13x 1.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
28715 

Global 
090 

CPT Descriptor Arthrodesis; triple 

KEY MPC COMPARISON CODES: 

WorkRVU 
14.40 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
090 

Time Source 
RUCTime 

Global 
090 

WorkRVU Time Source 
RUCTime 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

0 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 8 %of respondents: 26.6 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

28173 28715 

I Median Pre-Service Time II 27.00 II 60.00 

I Median Intra-Service Time II 110.00 II 130.00 

Median Immediate Post-service Time I 30.00 30.00 

Median Critical Care Time I 0.0 0.00 

Median Other Hospital Visit Time I 20.0 40.00 

Median Discharge Day Management Time I 38.0 38.00 

Median Office Visit Time I 79.0 92.00 

Prolonged Services Time I 0.0 0.00 

~I 
390.00 Median Total Time 

Other time if appropriate 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

!ental Effort and Judgment (Mean) 

ilte number of possible diagnosis and/or the number of ._1_.....:4..::.2::..5_.....JI._I _ ___..:4..:..:.00:...:.__....J 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-4~-~l3--~ILI __ ~4~.oo~_....J 

._I U_r:::..ge_nc...:.y_o_f m_edi_.cal_dec_is_io_n_making_· =-----------ll ._I __ 4_.00 __ --..JII._ __ 3_.3_8_---l 

Technical SkiU/Pbysical Effort (Mean) 

._IT~ec~~-·_ca~_s_~_l_r~~·-ed ____________________ ~ILI ___ 4.~13--~ILI--~4.~oo~_....J 

._I P-'hy::....s_ical_efti_o_rt_re_,quired,_· ___________ ---JI ._I __ 4_.00 __ --..JI Ll -~3 . ..:...88 __ ----l 

Psvcbological Stress (Mean) 

I The risk of significant complications, morbidity and! or mortality 1._1 __ 4 __ . 1::..3_~11 L... _---=.3..:..:.8:...:.8_---' 

._I Ou_tc_om_e_depe_..:.__nds_o_n_tb_e_s_kill_an_d..::..ju_dgm~e-nt_o_f..!,.p-'hy--sl_.cian ___ ---JI ._I __ 4_.3_8_-JI ._I __ 4_.2_5_--..J 

I Es_tima_ted_ns_· k_o_f_mal___._p_ra_cu_·c_e_sw_·t_Wl_.th_..:._poo_r _ou_tc_o_m_e ___ ___,~IIL_....:.4.:.::.2::..5 -~~ ._I __ 4_.00 __ .....~ 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

._I Pr_e __ -Se_rv_ic_e_in_te_ns_ity..::._/c_om...::p._Ie_Xl__,·ty:.__ ________ ---JI._I _...:.3.....:.8...:.8_~1 Ll _...:..3..:.... 7.:...5 _....J 

~~fum~_-S_erv_ice_~_ens~ity--/c_o_mp~l--eXl=-·ty~-------_....JIL...I __ ..:...3.~88 __ .....JIL...I_...:..3~.8=-8-....J 

I._ P....:.o_st-_Se_rv_i_ce_~_ns_i...:.ty_lco_mp-"-Ie_Xl....:.ty:__ _______ _....JI L...l __ ..:...3 . ...:..75 __ .....Jil L... _...:..3..:..:.3..::..8_....J 

Additional Rationale 

CPT Code: 28173 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
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of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
the work to resect these bone tumors and care for these patients with bone cancer. 

Over the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advances 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. . For 
malignant tumors,-·adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic. and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package lB with the following modifications: 
• Evaluation: no change 
• Positioning: Add 2 minutes. Patient's leg is elevated and foot is stabilized. Opposite extremity is padded. 

Tourniquet is applied. 
• Scrub/Dress/Wait: no change 

Recommendation: This patient will typically require a drain and will stay overnight in the hospital for monitoring 
for compartment syndrome. The surgeon will examine the patient later on the day of the procedure. The consensus 
committee recommends the survey 25th percentile RVW of 14.00. Along with the recommended time and visit 
information, this results in an IWPUT of 0.071. This RVW is similar to the reference code 28715 which has more 
intra-operative time but is less intense and complex. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 
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CPT Code: 28173 
How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 28173 · 

qow often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
:the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 262 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 

explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 18 Percentage 6.87 % 

..,pecialty podiatry Frequency 202 Percentage 77.09 % 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 28175 

CPT Code:28175 Tracking Number P92 Specialty Society Recommended RVU: 8.13 

Global Period: 090 RUC Recommended RVU: 8.13 

CPT Descriptor: Radical resection of tumor; phalanx of toe 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 30-year-old woman presents with a giant cell tumor of the proximal phalanx of the great toe 
with complete destruction of the phalanx and a small soft tissue mass. A radical resection of the tumor and soft tissue 
mass is performed with preservation of the great toe. 

Percentage of Survey Respondents who found Vignette to be Typical: 96% 

Percent of survey respondents who stated they perform the procedure; In the hospital97% , In the ASC 0%, In the 
office 3% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 66% , Kept overnight (less than 24 hours) 28% , Admitted (more than 24 hours) 7% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 75% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review labs and imaging studies. Meet with patient/family to review planned 
procedure and post-operative management. The patient is in the supine positioning and padded to stabilize foot. 
Perform regional block. Indicate areas of skin to be prepped and mark surgical incisions. Place tourniquet. Prep and 
drape foot. Inflate pneumatic tourniquet. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A 5 em incision is made over the dorsomedial proximal phalanx of the great toe. 
Subcutaneous flaps are raised and the deep tissue is exposed. The extensor tendons are retracted laterally. The 
metatarsal-phalangeal joint is exposed and protected. The interphalangeal joint is exposed and protected. The 
neurovascular bundle is identified and protected. The deep flexor tendons are mobilized and protected. Careful 
dissection is carried around the tumor and it is removed en bloc. Frozen section margins are taken from the surrounding 
tissue. The pathology report is received and any additional tissue is removed as necessary. Inspection and irrigation of 
the wound is performed. The tourniquet is let down and hemostasis is obtained. Deep closure is performed with 
interrupted sutures. Superficial closure is performed with interrupted sutures. 

Description of Post-Service Work: Apply sterile dressings. Discuss postoperative care with recovery room staff. Ta. 
specimen to pathology, along with the appropriate history and information. The MRI is also shown to the pathologist to 
coordinate orientation of the specimen and location. Discuss surgery outcome with patient's family. Write brief 
operative note and medication orders. Monitor patient stabilization in the recovery room and neurovascular status of the 
operated extremity. After patient is awake, discuss surgery outcome with patient. Dictate operative report and complete 
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medical record documentation. Communicate with other professionals and with patient and patient's family. Consider 
relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatment with the patient, 
family and other healthcare professionals, including home restrictions (ie, activity, bathing). Reconcile medications and 
·vrite order for pain medication. Provide necessary care coordination, telephonic or electronic communication 

;sistance, and other necessary management. Inform the primary care or referring physician of discharge plans. All 
appropriate medical records are completed, including discharge summary and discharge instructions, and insurance 
forms. The patient will be examined in the office several times through the 90-day global period to remove dressings, 
assess wound healing, assess neurovascular status and redress wound; remove sutures; and discuss pathology report 
when available. Order and review periodic lab and/or imaging, as necessary. Order occupational or physical therapy 
and assess functional recovery. Revise treatment plan(s) and communicate with patient and family/caregiver, as 
necessary. Provide necessary care coordination, telephonic or electronic communication assistance, and other necessary 
management for reconstruction and further chemo/radiation therapy. Discuss progress with oncologist and PCP (verbal 
and written). Dictate progress notes for medical record. 
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CPT Code: 28175 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) lo112oo9 

Presenter(s): John Heiner, MD; William Creevy, MD; Tye Ouzounian, MD; Frank Spinosa, DPM; Robb 
Mothershedd, DPM; Timothy Tillo, DPM 

Specialty(s): MSTS; AAOS; AOFAS; APMA 

CPT Code: 28175 

Sample Size: 100 IResp N: 30 I _ Response: 30.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hj_g_h 

Service Performance Rate 0.00 1.00 2.00 2.00 20.00 

SurveyRVW: 6.73 8.13 9.45 12.28 19.20 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 40.00 45.00 60.00 90.00 135.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 79.00 99211x 0.00 12x 1.00 13x 1.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 1b-Straightforward Pat Procedure(w sedation/anes) 

CPT Code: 128175 Recommended Physician Work RVU: 8.13 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 19.00 19.00 0.00 

Pre-Service Positioning Time: 3.00 1.00 2.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 5.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 79.00 99211x 0.00 12x 1.00 13x 1.00 14x 1.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 28175 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
29891 

Global 
090 

WorkRVU 
9.47 

Time Source 
RUCTime 

CPT Descriptor Arthroscopy, ankle, surgical, excision of osteochondral defect of talus and/or tibia, including drilling of 
the defect 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 
090 

CPT Descriptor 1 

MPC CPT Code 2 Global 
090 

CPT Descriptor 2 

)ther Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
RUCTime 

WorkRVU Time Source 

WorkRVU 
0.00 

RUCTime 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

0 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post -service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 6 % of respondents: 20.0 % 

TIME ESTIMATES <Median) Key Reference 
CPT Code: CPT Code: 

28175 29891 

L-1 M_edian_._P_re-_S_eM_·ce_T_im_e _________ ___.ll 27.00 ll..___s_o._oo_----1 

L-1 M_edian_· _Intr_a_-S_erv_i_ce_T_im_e __________ _.ll 60.00 11..___60_._00_-----~ 

I Median Immediate Post-service Time 20.00 25.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

edian Discharge Day Management Time 19.0 0.00 

1 Median Office Visit Time 79.0 I 92.00 
I Prolonged Services Time I 0.0 11===0=.00====1 
1=1 M=ed=ja=n=T=otal=T=im=e==============l ~ 1=1 ==22=7=.00====1 

Other time if appropriate c=:==:J . 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of ..___3_.6_7 _ _.1 ~-.1 __ 2_.8_3 _ ___. 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L...--_3_.6_7_-'11'--__ 2_.8_3 ---I 

~-.1 U_r.::..ge_nc...::y_o_f_m_edi_'caJ_dec_is_io_n_making_ . ..::::..... _______ --'1 ~-.1 __ 3_.8_3 _...JI ~-.1 __ 2_.8_3 ---l 

Technical Skill/Physical Effort (Mean) 

'-1 T_ec_hni_·c_al_s_kil_l_reqwr...:,_· _ed __________ ____.l '-1 _3_.5_0 _ __.1 '-1 __ 3_.3_3 _ __, 

~~P~ey~s~ical~effi~o~rt~re~~~·~ed ____________________ --.~1~1 _2_.6_7 _ __.1~1 __ 3_.00 ____ __. 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I '-1 __ 3_.1_7 _ __.11'-__ 2_.8_3 _ ____. 

1~...-0u_tco_m_e_depe--!-,_nds_on_th_e s_kil_· l_and__,j:....ud-=gm;__ent_of ...... p--'hy:....s_ic_ian __ ___,IIL...--_3_.6_7 _ __,11.___3_._17 _ ___. 

~l&_ilim_ted_ru_·k_o_f_mal~p_m_cn_·c_e_sw_·t_M_·th~poo_r_oo_tco_m_e ___ ___,l~l __ 3_.3_3_~l~l __ 3_.oo __ ~ 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

'-1 Pr_e_-Se_rv_ic_e_int_e_ns--'ity._/_com_..:..pl_eXI_·ty-=-------------'1 ~~ _2_.8_3 _ __.1 '-1 ___ 2_.8_3 __ _, 

~~ Intra:.:.;,::.,.,._:-S_erv_l_·ce_int_ens_i...::ty_lc_om_.p~le_XI-'.ty:...,_ _______ ___,l ~..-I _3_.00 _ __,1 ~...-1 ___ 2_.3_3 __ _. 

~~ P..:..o.:.:st-..:..S.:.:erv,_i:..:..ce:....:int:::....:..:ens=ity:..../c_:o_mp,!;,l_eXI_.ty...::....... ________ __.l ~-.1 __ 2_.3_3_-'l ~...-1 ___ 2_.6_9 __ _, 

Additional Rationale 

CPT Code: 28175 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

Compelling Evidence 
The MTS and the AAOS presented the malignant bone tumor codes as misvalued to CMS and the RUC during the 
last 5-year-review. Although these codes were a subset of all of the tumor codes presented by MTS, and they are 
only performed by orthopaedic surgeons (and podiatry for some of the foot/toe codes), they were put on hold until all 
of the soft tissue and bone tumor codes could be reviewed at CPT. Subsequent to that decision, the bone tumor codes 
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CPT Code: 28175 
had minor revisions made to their descriptors. The same compelling evidence arguments still apply to the review of 
these codes - a change in patient population, a change in technology, and the fact that the surgeons who most often 
perform these rarely performed procedures were not part of the Harvard study, which significantly underestimated 
•be work to resect these bone tumors and care for these patients with bone cancer. 

Over the past ten years, significant advancement has been made in the treatment of bone tumors. Imaging advances 
have allowed for much more precise understanding of anatomic location and extent of tissue involvement. For 
malignant tumors, adjuvant treatments such as radiation therapy and chemotherapy have advanced greatly. This has 
enhanced our ability to kill tumors in situ at a higher level. While 20 years ago amputation was used most 
commonly, limb preservation resections have now become the rule with amputation being used in less than 5% of 
patients with pelvic and extremity sarcomas. As such, whereas in the past only small lesions were amenable to 
resection, now very large tumors are resected thereby sparing these patients the disfigurement and (more importantly) 
functional issues associated with amputation. The work associated with soft tissue resection procedures has increased 
as the magnitude of what is possible has increased dramatically. These procedures are more technically demanding, 
prolonged, and involve more risk. 

Pre-Time: With respect to the pre-service time, we recommend package 1B with the following modifications: 
• Evaluation: no change 
• Positioning: Add 5 minutes for patient positioning supine, with foot elevated and stabilized with padding 

(including padding the opposite leg), and application of a tourniquet. 
• Scrub/Dress/Wait: no change 

Recommendation: The consensus committee recommends the survey 25th percentile RVW of 8.13. Along with the 
recommended time and visit information, this results in an IWPUT of 0.059. This RVW is less than the reference 
code 29891 which has sin}.ilar time and visits, but is more complex and intense intra-operatively and thus has a higher 
IWPUT (.069) and a commiserate higher RVW of9.47. 

ERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

'lmQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 28175 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
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CPT Code: 28175 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Rarely 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 269 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 

explain the rationale for this _estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 13 Percentage 4.83 % 

Specialty podiatry Frequency 247 Percentage 91.82 % 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? No 

Professional Liabllity Insurance Information (PLn 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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Date: 

To: 

From: 

Subject: 

Introduction 

January 6, 2009 

William L. Rich, III, MD, FACS, Chair, AMA/Specialty Society RVS Update Committee 

John Heiner, MD, Musculoskeletal Tumor Society 
William Creevy, MD, RUC Advisor, American Academy of Orthopaedic Surgeons 
Daniel Nagle, MD, FACS, RUC Advisor, American Society for Surgery of the Hand 
Tye Ouzounian, MD, RUC Advisor, American Orthopaedic Foot and Ankle Society 
Frank Spinosa, DPM, HCPAC Advisor, American Podiatric Medical Association 

RUC Work Value Recommendations for Bone Tumor Codes 

On behalf of the Musculoskeletal Tumor Society (MSTS), American Academy of Orthopaedic Surgeons 
(AAOS), American Society for Surgery of the Hand (ASSH), American Orthopaedic Foot and Ankle Society 
(AOFAS), and the American Podiatric Medical Association (APMA) are pleased to provide (after 14 years of 
on-going work) physician work RVU recommendations for excision of bone tumor codes as identified in the 
RUC agenda for Jan/Feb 2009 Tab 8: 

P57-26262 

P92-28175 

P56-26260 

P91-28173 

P55-26250 

P90-28171 

P41-24152 

P83-27647 

P48-25170 

P31-23200 

P82-27646 

P40-24150 

P81-27645 

P32-23210 

P33-23220 

P74-27365 

P67-27078 

P64-27075 

P65-27076 

P66-27077 

In 1993, eight codes for resection of bone tumors were brought to CPT for editorial changes (27075, 27365, 
27645, 27646, 27647, 28171, 28173, and 28175). These were part of the extensive revision to the 
musculoskeletal section of CPT. No RUC surveys were conducted. 

Of the 20 malignant bone tumor codes, only one code was surveyed during the Harvard study for all 
components (pre, intra, and post), and the survey consisted of only six general orthopaedic surgeons. The other 
19 codes were only surveyed for intra-operative time/work, with pre and post-service work predicted by 
algorithm. The current Medicare frequency for these codes ranges from a low of four to a high of 417, with 
most of the codes perfonned less than 100 times annually. We believe it is fair to say that the six general 
orthopaedic surgeons surveyed during the Harvard study were not likely familiar and fit to rate these major 
procedures that are most often referred to musculoskeletal tumor specialists. 

In 1994, the AAOS responded to CMS's first 5-year review request for comment on misvalued codes with a 
letter that included approximately 1,300 codes. Because a significant portion of the musculoskeletal section of 
CPT were in an extensive revision process at the same time the Harvard Study results were being sent to CMS 
for the first physician fee schedule, codes were incorrectly crosswalked and anomalies were created. The 
comment letter included the results of an Abt study, similar to the Harvard study methodology. The AAOS 
presented this study to the AMAIRUC Research Subcommittee and it was rejected. The AAOS was allowed to 
withdraw the original comment and submit a modest list of 83 codes believed to be "most" misvalued for survey 
and review during the first 5-year review. 

Two of the 83 codes were for radical resection of bone tumors (27076 and 27365). The RUC agreed that the 
patient population had become more complex and that the Harvard study did not correctly estimate the intra­
operative work. Total work, intra-operative intensity, and levels ofhospital and office visits were not 
considered. New work values were calculated by adding an additional RVU increment to account for the 
different in intra-operative time between the'Harvard study and the RUC survey. The calculated work RVU's 
resulted in an IWPUT of0.022 for both codes. If the level of hospital visits are considered and corrected, a 
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William L. Rich, III, MD, FACS 
September 9, 2008 
Page2 

negative IWPUT results. The current survey provides time and visit data from surgeons familiar with these 
procedures. Intra-operative time for both codes is significantly greater than recorded in 1995. For this reason, 
we are asking for these codes to be reviewed at this time for all survey components (pre, intra, post) 

Two additional codes were submitted by the MSTS and the AAOS for review during the second 5-year-review 
(27075 and 27077). During this review of physician work, the RUC reviewed all components of work. The 
RUC agreed that the patient population had become more complex and that the Harvard study did not correctly 
estimate physician work for these codes. During the current survey process, we find that the intra-operative 
time and length of stay has decreased slightly for 27075 and has increased slightly for 27077. For this reason, 
we are asking for these codes to be reviewed, as we are recommending that the work RVUs for 27075 be 
decreased slightly and the work RVUs for 27077 be increased slightly. 

Significant advancement in imaging has allowed for much more precise. understanding of anatomic location and 
extent of tissue involvement. For malignant tumors, adjuvant treatments such as radiation therapy and 
chemotherapy have advanced greatly. This has enhanced our ability to kill tumors in situ at a higher level. 
While 20 years ago amputation was used most commonly, limb preservation resections have now become the 
rule with amputation being used in less than 5% of patients with pelvic and extremity sarcomas. As such, 
whereas in the past only small lesions were amenable to resection, now very large tumors are resected thereby 
sparing these patients the disfigurement and functional issues associated with amputation. The work associated 
with soft tissue resection procedures has increased as the magnitude of what is possible has increased 
dramatically. These procedures are more technically demanding, prolonged, and involve more risk. 

The Musculoskeletal Tumor Society and the AAOS have presented bone tumor codes to G:MS and the RUC 
during at least one of three 5-year-reviews. The most recent 5-year-review outcome was to send the issue to 
CPT for coding changes before reviewing work changes. 

Methodology 

The MSTS and the AAOS, along with the ASSH, AOF AS, and APMA conducted a full RUC survey for each of 
the 20 bone tumor codes, with varying involvement. Surveying specialties for each code are shown the SoRs. 
Multiple conference calls before, during and after the survey process were held to be certain everyone was 
involved. We attempted to identify surgeons familiar with the procedures to survey and except for some of the 
very low volume codes, a minimum of 30 survey responses was obtained and almost all respondents had 
experience for the codes they were reviewing. 

In developing our recommendations for pre-service time, we utilized the pre-time packages. For some codes, 
we also added time in a standardized fashion for positioning beyond supine (eg, prone, lateral, beach chair). For 
each code, a description of pre-time changes (additions and subtractions) is presented in the rationale section. 

Frequency and Impact 

None of the 20 codes had a change in CPT code numbering. The Medicare frequency is not expected to be 
different based on CPT nomenclature changes. 

One recommendation is less than the current RVW. The Medicare impact for the bone tumor code 
recommendations would be a net increase of approximately $500,000. 

Summary 

Although these codes were a subset of all of the codes presented by the MSTS at the last 5-year-review, they 
were put on hold until all of the soft tissue and bone tumor codes could be reviewed at CPT. For these reasons, 
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and the compelling evidence arguments discussed above, we request that the RUC agree to review all of these 
bone tumor codes under the 5-year-review of physician work rules. 

Attachments 

Attachment A-Radical Bone Tumor Codes Summary File 
Attachment B-Radical Bone Tumor Codes With Key References Summary File 
Attachment C-Bone Tumor Codes History Summary 
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ID 

P31 

P32 

P33 

P40 

P41 

P48 

P55 

P56 

P57 

P64 

P65 

P66 

P67 

P74 

P81 

P82 

P83 

P90 

P91 

P92 

CPT 

23200 

23210 

23220 

24150 

24152 

25170 

26250 

26260 

26262 

27075 

27076 

27077 

27078 

27365 

27645 

27646 

27647 

28171 

26173 

28175 

Descriptor 
Radical resection of tumor, 

clavicle 

scapula 

proxtmal humerus 

shafl or distal humerus 

radtal head or neck 

radaus or ulna 

metacarpal 

proximal or middle phalanx of Unger 

distal phalanx of finger 

wing of Ilium, one pubic or ischial ramus or symphysis pubis 

iliUm, including acetabulum. both pubic ramt, or Ischium and acetabulum 

innominate bona, total 

Ischial tuberosity and greater trochanter of femur 

remur or knee 

bbla 

fibula 

talus or calcaneus 

tarsal (except talus or calcaneus) 

metatarsal 

phalanx of toe 

TABLE 1: Radical Excision of Bone Tumor- Recommendations 

5-Year RUC 2!l10 2009 2009 2010. ·RUC RECOMMENDATION "' .RVW. Total PRE PRE 
Review VIIUtd UU/ RVW RW1 .RWa_ .STAT RVW IWPUT MIN. 25TH lVI_ ED 75TH -MAX Tim• PKG EVAl POSI 

y N 36 12.69 457 810 med 22.50 0.077 16.00 20.00 22.50 28.50 35.00 497 4 '40 '12 

y N 35 13.16 461 945 25th 21:oo 0.078 23.00 27.00 30.00 30.00 45.00 560 4 40 20 

y N 41 15.36 630 1,230 25th 3i>.oo 0.078 23.00 30.00 32.50 35.00 50.00 602 4 40 12 
y N 85 13.70 1,165 1,976 med 23.25 0.074 14.00 22.00 23.25 30.00 45.00 502 4 40. 12 
y N 4 10.24 41 79 25th 19.78 0.072 14.30 19.78 22.00 27.38 40.00 440 3 33 12 
y N 30 11.34 340 660 med 22.00 0.073 10.00 20.00 22.00 29.63 45.00 470 3 33 12 

N N 23 7.61 175 345 med 15.00 0.065 7.00 14.00 15.00 22.00 40.00 353 28 23 10 

N N 28 7.09 199 308 25th 11.00 0.070 8.00 11.00 12.00 20.00 40.00 256 28 23 10 

N N 32 5.72 183 260 blend 8.13 0.061 5.90 8.00 9.00 11.00 27.00 212 18 14 10 

N y 82 36.77 3,015 2,665 med 32.50 0.083 20.00 27.25 32.50 37.75 50.00 633 4 40 3 
y y 89 24.25 2,158 3,560 med 40.00 0.069 5.00 40.00 40.00 45.00 90.00 840 4 40 20 

N y 6 42.54 255 270 med 45.00 0.072 35.00 40.00 45.00 49.00 60.00 905 4 '40 :20 
y N 55 14.54 800 1,760 med 32.0_0 0.078 20.00 29.00 32.00 40.00 50.00 665 4 _40 20 
y y 417 17.93 7,477 13,344 med 32.00 0.081 25.00 30.00 32.00 36.00 45.00 633 4 <40 3' 

y N 59 14.78 872 1,593 med 27.00 0.080 17.61 25.00 27.00 35.00 60.00 553 4 40 3 
y N 31 13.21 410 713 med 23.00 0.067 10.63 23.00 23.00 28.00 50.00 540 4 40 '20 

y N 167 12.85 2,146 3,357 med 20.10 0.071 10.60 16.65 20.10 25.00 45.00 469 3 43 20 

N N 41 9.65 404 666 25th 16.25 0.077 10.36 16.25 19.00 25.00 40.00 365 3 43 20 

N N 262 9.05 2,371 3,668 25th 14.00 0.072 9.87 14.00 16.00 20.00 35.00 307 18 19 3 

N N 269 6.17 1,660 2,187 25th 8.13 0.061 6.73 6.13 9.45 12.28 19.20 206 18 19 3 

POST·HOSPITAL POST ·OFFICE 
SO\\ INTRA P·SD sos LOS SD·Y LOS tt23f tt232 ttne ov tt2f2 tt2f3 tt2f< 

20 155 30 FAC ADM YES 4 . 1 2 1 4 1 2 1 

20 210 30 FAC ADM YES 4 1 2 1 4 1 2 1 

20 240 30 FAC ADM YES 5 2 2 1 4 1 2 1 

20 180 3D FAC ADM YES 4 2 1 1 4 1 2 1 

15 150 30 FAC ADM YES 3 1 1 1 4 1 2 1 

15 180 30 FAC ADM YES 3 1 1 1 4 1 2 1 

15 120 25 FAC ADM YES 2 1 1 4 1 2 1 

15 90 20 FAC so NO 0.5 0.5 3 1 1 1 

10 60 20 FAC so NO 0.5 0.5 3 1 1 1 

20 240 30 FAC ADM YES 6 2 3 1 4 1 2 1 

20 . 360 40 FAC ADM YES 8 3 '4. 1 4 1 2 1 

20 400. . 45 FAC ADM YES 9 '4 4 1 4 1 2 1 

20 240- 45 FAC ADM YES 6 2 3 1 4 1 .2 1 

20 240 30 FAC ADM YES 6 2 3 1 4 1 2 1 

20 . 200 30 FAC ADM YES 5 2 2 1 4 1 2 1 

2o 180 40 FAC ADM YES 4 1 2 1 4 1 2 1 

15 144 30 FAC ADM YES 4 1 2 1 3 1 1 1 

15 120, 30 FAC ADM YES 2 1 1 3 1 1 1 

5 110 30 FAC ADM YES 2 1 1 3 1 1 1 

5 60- 20 FAC so NO 0.5 0.5 3 1 1 1 
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CPT Code: See Below 
Specialty Society('s) AAOS, ACS, AOFAS, APMA, ASPS, AAOHNS 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 

Facility Direct Inputs 

CPT Long Descriptor: 

P31 23200 Radical resection of tumor; clavicle 

P32 23210 Radical resection of tumor; scapula 

P33 23220 Radical resection of tumor, proximal humerus 

P40 24150 Radical resection of tumor, shaft or distal humerus 

P41 24152 Radical resection of tumor, radial head or neck 

P48 25170 Radical resection of tumor, radius or ulna 

P55 26250 Radical resection of tumor, metacarpal 

P56 26260 Radical resection of tumor, proximal or middle phalanx of finger 

P57 26262 Radical resection of tumor, distal phalanx of finger 

P64 27075 
Radical resection of tumor; wing of ilium, one pubic or ischial 
ramus or sym_physis pubis 

P65 27076 Radical resection of tumor; ilium, including acetabulum, both 
pubic rami, or ischium and acetabulum 

P66 27077 Radical resection of tumor; innominate bone, total 

)7 27078 
Radical resection of tumor; ischial tuberosity and greater 
trochanter of femur 

P74 27365 Radical resection of tumor, femur or knee 

P81 27645 Radical resection of tumor; tibia 

P82 27646 Radical resection of tumor; fibula 

P83 27647 Radical resection of tumor; talus or calcaneus 

P90 28171 Radical resection of tumor; tarsal (except talus or calcaneus) 

P91 28173 Radical resection of tumor; metatarsal 

P92 28175 Radical resection of tumor; phalanx of toe 

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

A consensus committee of orthopaedic surgeons; foot and ankle orthopaedic surgeons, and podiatrists representing all types 
of practices and all geographic settings discussed the practice expense details for the new codes shown above. The 
consensus was that none of these procedures are emergent. 
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CPT Code: See Below 
Specialty Society('s) AAOS, ACS, AOFAS, APMA, ASPS, AAOHNS 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
The clinical staff completes pre-service diagnostic and referral forms. They call the hospital to schedule space and 
equipment needed in the facility and coordinate with the facility, the patient and other offices as necessary to prepare for 
the procedure. Clinical staff will provide and review educational materials and information prior to the procedure. 
Clinical staff will also call in any prescriptions necessary for the patient prior to the procedure and contact the patient 
prior to the procedure to confirm pre-procedure instructions are being carrier out. Calls may also be necessary to 
coordinate changes in polypharmacy prior to the procedure. 

Intra-Service Clinical Labor Activities: 
NIA 

Post-Service Clinical Labor Activities 
Discharge management (standard 6 minutes for same day or 12 minutes for overnight/admit) and standard office visit 
related activities are performed. 
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Rescectlon Rescectlon 
of tumor; of tumor; 
clavicle scapula 

Rescectlon Rescecilon Rescectlon 
of tumor; of tumor; oftumor; 
proximal shaft or radial head 
humerus distal or neck 

humerus 

Rescectlon Rescectlon Rescectlon Rescectlon Rescectlon 
of tumor; of tumor; of tumor; of tumor; oftumor; 
radius or metacarpal proximal or distal wing of 

ulna middle phalanx of Ilium, one 
phalanx of finger pubic or 

finger Ischial 
ramus or 

symphysis 
pubis 
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tumor; ilium, 
Including 

acetabulum, 
both pubic 

rami, or 
Ischium and 
acetabulum 

Rescection Rescection Rescection 
of tumor; 

tibia 
of tumor; 

fibula 
of tumor; 
talus or 

calcaneus 

Rescectlon 
of tumor; 
phalanx of 

toe 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated from the Five Year Review 

April2009 

Arteriovenous Shunt Imaging 

The RUC identified 36145, Introduction of needle or intracatheter; arteriovenous shunt created for dialysis (cannula, fistula, or graft) 
and 75790, Angiography, arteriovenous shunt (eg, dialysis patient), radiological supervision and interpretation through the Five Year 
Review Identification Workgroup's Codes Reported Together screen as they are reported together more than 95% of the time and 
referred to CPT for creation of a new bundled service. At its November 2008 meeting, the CPT Editorial Panel created three new 
codes to describe the work previously reported in 36145 and 75790. The Panel created: 36147, Introduction of needle and/or catheter, 
arteriovenous shunt created for dialysis (graft/fistula); with complete radiological evaluation of dialysis access, including fluoroscopy, 
image documentation and report (includes access of shunt, injection(s) of contrast, and all necessary imaging from the arterial 
anastomosis and acijacent artery through entire venous outflow including the inferior or superior vena cava) to describe the combined 
service; 36148, additional access for therapeutic intervention (List separately in addition to code for primary procedure), an add-on 
service to describe instances where the practitioner requires additional access to the arteriovenous shunt; and 75791, Angiography, 
arteriovenous shunt (dialysis fistula/graft), complete evaluation of dialysis access, including fluoroscopy, image documentation and 
report (includes injections of contrast and all necessary imaging from the arterial anastomosis and adjacent artery through entire 
venous outflow including the inferior or superior vena cava), radiological supervision and interpretation, which describes the work 
previously reported with either 36147 or 75790. 

36147 
The specialty society presented the results of a survey of 68 vascular surgeons and interventional radiologists. Survey respondents 
indicated a median intra-service time of 45 minutes, which the specialty society expert panel and the RUC agreed was appropriate. In 
consideration of the physician time, the RUC noted that the total time of36145 plus 75790 is 57 minutes (23 minutes and 34 minutes), 
though these services have never been RUC reviewed. The specialty noted that the typical patient has changed from a patient with a 
graft to a patient with a fistula. Fistulas are inherently more difficult to manage. Survey respondents also indicated that moderate 
sedation is inherent, as it is performed 73% of the time. The survey respondents indicated a median work RVU of 4.70, which the 
specialty expert panel noted was evidence that the typical patient had changed and is now more difficult. However, the specialty expert 
panel did not agree that this was an appropriate valuation of the work, nor did they feel the survey 25th percentile work RVU was 
appropriate. Rather, the specialty recommended and the RUC agreed that the appropriate work RVU for 36147 is 3.72 RVUs. To 
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calculate this value, the RUC reviewed the survey key reference service, 36558, Insertion of tunneled centrally inserted central venous 
catheter, without subcutaneous port or pump; age 5 years or older (work RVU = 4.81, intra-service time= 30 minutes) and subtracted 
the value of the post-operative hospital visits within its global period. The visits include one 99212 (0.45) and one-half99238 (0.64). 
4.81 - 1.09 = 3. 72. The RUC also noted that the current values of 36145 and 75790 are 2.01 and 1.84 (2.01 + 1.84 = 3.85), respectively 
and the correct value of36147 should be slightly lower to account for any efficiencies by performing the procedures together. The RUC 
also compared the surveyed service to 36145, Mechanical removal of pericatheter obstructive material (eg, fibrin sheath) from central 
venous device via separate venous access (work RVU = 3.59, intra-service time= 45 minutes) and agreed that the two services are 
comparable, though 36147 is requires greater intensity, accounting for a slightly higher work RVU. Therefore, the RUC recommends 
the new physician time as surveyed and a work RVU of3.72 for CPT code 36147. 

36148 
The specialty society presented the results of a survey of 45 vascular surgeons and interventional radiologists. The societies involved 
convened an expert panel as the surveyees indicated physician time which included pre and post service work for this add-on service, 
selected a key reference code 36558, Insertion of tunneled centrally inserted central venous catheter, without subcutaneous port or 
pump; age 5 years or older (work RVU = 4.81), and indicated a median work RVU of 4.13 for 36148. Survey respondents also 
indicated that moderate sedation is inherent, as it is performed 74% of the time. The expert panel did not agree that the survey results 
appropriately reflected the time or work required to perform this procedure. The expert panel instead derived a work value of 1.00 for 
36148 by dividing the existing work value of 36145, Introduction of needle or intracatheter; arteriovenous shunt created for dialysis 
(cannula, fistula, or graft) (work RVU = 2.01) by two. Currently, when an additional access is required, a physician will report an 
additional 36145, subject to a modifier 51 reduction of 50%. The new add-on code describes the same intra-service work originally 
reported by 36145, which was subjected to the 50% reduction. As such, the expert panel and the RUC agreed that one-half the current 
value is appropriate (2.01 I 2 = 1.00). The RUC also reviewed another reference service, 36620, Arterial catheterization or 
cannulation for sampling, monitoring or transfusion (separate procedure); percutaneous), (work RVU = 1.15, 7 minutes pre, 10 
minutes intra, and 5 minutes post-service time). Though the specialty society agreed that the work of cannulating a poorly functioning 
dialysis graft or fistula is more difficult than placement of a routine arterial line, the RUC agreed that 36620 represents the most 
reasonable comparison. The specialties' expert panel posits that respondents may not have understood the complexities of add-on 
codes and modifier -51 exempt codes, which skewed the physician time and work values. The panel recommended and the RUC 
agreed that 15 minutes of intra-service time best reflects the time involved for 36148. Therefore, the RUC recommends a work 
RVU of 1.00 and an intra-service time of 15 minutes with no pre and post service times for CPT code 36148. 
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75791 
The specialty society presented the results of a survey of 45 vascular surgeons and interventional radiologists. The survey respondents 
indicated a median intra-service time of30 minutes. However, the specialties' expert panel agreed that this was slightly higher than 
required. The work involved in 75791 represents a very rare scenario. For a 75791, a patient is sent to the physician once dialysis has 
begun, but the fistula or graft is not functioning properly. The dialysis needle is still in place and the imaging is conducted through that 
access point. The specialty commented that the overestimation of the intra-service time may also be due to the mix of specialties 
completing the survey. As such, the specialty recalculated the survey results between interventional radiologists and vascular surgeons 
based on utilization and revised their recommendations to a the median intra-service time of25 minutes and the median work RVU of 
1.71. To substantiate this recommendation, the RUC noted that the work of75791 is very similar to that of75790, though the intra­
service time is slightly lower than the existing physician time of34 minutes. Moreover, the existing physician work RVU of75790 is 
slightly higher than the recommended work RVU, 1.84 versus 1.71, respectively. Therefore, the RUC recommends a work RVU of 
1.71 and an intra-service time of25 minutes, with 15 minutes pre-service evaluation and 15 minutes immediate post-service time 
for CPT code 75791. 

~ Work Neutrality 
The specialty society provided data to the RUC showing that the new coding structure will account for an overall decrease in work 
relative values for this family of services to be redistributed in the Medicare conversion factor. Currently, 36145 and 75790 are reported 
together approximately 95% of the time accounting for roughly 250,000 combined reporting. The specialty society estimates that 36147 
will be reported approximately 188,000 times and 36148 will be reported 62,000 times. 75791 will only be reported on rare occasions 
(i.e., less than 1,000 per year). 

Practice Expense 
The RUC agreed that moderate sedation is inherent in 36147 and 36148. The supplies, equipment and clinical staff time were edited to 
reflect that moderate sedation is inherent. 
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CPT Code 
(•New) 

D 36145 

13•36147 

13 •+36148 

D 75790 

Tracking 
Number 

--

W1 

W2 

CPT Descriptor Global WorkRVU 
Period Recommendation 

Introdtletion of needele or intraeatheter; arterio .. 'enous shunt ereated for XXX N/A 
dialysis (eannula, fistula, or graft) 

(For insertion of arteriovenous cannula, see 36810-36821) 

(36145 has been deleted. To reoort see 36147 36148_) 
Introduction of needle and/or catheter, arteriovenous_ shunt created for XXX 3.72 
dialysis (graft/fistula); initial acess, with complete radiological evaluation of 
dialysis access, including fluoroscopy, image documentation and report 
(includes access of shunt, injection(s) of contrast, and all necessary imaging 
from the arterial anastomosis and adjacent artery through entire venous 
outflow including the inferior or superior vena cava) 

(lf36147 indicates the need for a theraneutic intervention reguiring a second 
catheterization of the shunt. use 36148) 
(Do not reoort 36147 with 75791) 

additional access for therapeutic intervention (List separately in zzz 1.00 
addition to code for primary procedure) 

(Use 36148 in conjunction with 36147) 

ABgiography, arterio•tenous shunt (eg, dialysis pateint), radiologieal XXX N/A 
supeF¥ision interpretation 

(Code 75790 has been deleted. To renort, use 36147, 75791) 



CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

i 

' 

•75791 W3 Angiography, arteriovenous shunt (dialysis fistula/graft), complete XXX 1.71 
evaluation of dialysis access, including fluoroscopy, image documentation 

' 
and report (includes injections of contrast and all necessary imaging from 
the arterial anastomosis and adjacent artery through entire venous outflow 
including the inferior or superior vena cava), radiological supervision and 
interpretation 

Do not reQort 75791 in conjunction with 36147) 

(For introduction of catheter, if necessary, see 36140, 36215-36217, 36245-
36247) 

(Use 75791 only if radiological evaluation is Qerformed through an already 
existing access into the shunt or from an access that is not a direct Quncture 
of the shunt) 

(For radiological evaluation with needle/catheter introduction, A V dialysis 
shunt, comQlete Qrocedure, use 36147) 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 36147 

CPT Code:36147 Tracking Number W1 Specialty Society Recommended RVU: 3. 72 

Global Period: XXX RUC Recommended RVU: 3.72 

CPT Descriptor: Introduction of needle and/or catheter, arteriovenous shunt created for dialysis (graft/fistula); with 
complete radiological evaluation of dialysis access, including fluoroscopy, image documentation and report (includes 
access of shunt, injection(s) of contrast, and all necessary imaging from the arterial anastomosis and adjacent artery 
through entire venous outflow including the inferior or superior vena cava) 

CLINICAL DESCRIPfiON OF SERVICE: 

Vignette Used in Survey: A 65-year-old man with ESRD is referred for evaluation because of increased difficulty 
puncturing the A V shunt for dialysis. He has been on hemodialysis for 5 years, and this is his second A V shunt. He has 
an AV fistula in the left upper arm, and was most recently studied 10 months ago, at which time a 2cm stenosis of the 
arteriovenous anastomosis and immediate outflow was found and treated with balloon angioplasty. 

Percentage of Survey Respondents who found Vignette to be Typical: 100% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 81 % 

Is moderate sedation inherent to this procedure in the office setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 73% 

Is moderate sedation inherent in your reference code (Office setting)? Yes 
Is moderate sedation inherent in your reference code (Hospital/ASC setting)? Yes 

Description of Pre-Service Work: 
-Discuss procedure details, including alternatives and risks with the patient and family and informed consent is reviewed 
-Estimate the range of devices that may be required and ensure all are available for use 
-Ensure all technical personnel have been familiarized with the procedure and are fully familiar with all required devices 
-Check the interventional suite to ensure proper function and configuration of the imaging equipment including 
compliance with all radiation safty issues 
-Re-review applicable, available prior films 
-Don radiation protection device 

Description of Intra-Service Work: 
- Position (or supervise) proper positioning of patient 
- IV set up is checked and moderate sedation administered 
- Local anesthesia is applied to the entry site and the arterivenous shunt is punctured and sheath placed 
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CPT Code: 36147 
- Angiography is performed to include the entire length of the graft and all outflow veins to the level of the superior vena 
cava. Compression may be applied to allow visualization of the arterial anastamosis 
- Technical personel are directed throughout 
- Interpretation of the imaging of all views obtained 

Sheath and any neccesary catheters and wires are removed from the body 
- Hemostasis is obtained by direct compression 
- Review and interpret all images 
- Dictate a report for the medical record 

Description of Post -Service Work: 
- Make a note in the patient record 
- Discuss the outcome of the procedure with the patient and family and instructions are given 
- Review, revise and sign final report 
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CPT Code: 36147 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) Jo4/2009 

Presenter(s): 
Geraldine McGinty, MD, Ezequiel Silva, MD, Sean Tutton, MD, Gerald Niedzwiecki, MD, 
Robert Vqgelzang, MD, Robert Zwolak, MD, David Han, MD, Matthew Sideman, MD 

Specialty(s): ACR, SIR, SVS 

CPT Code: 36147 

Sample Size: 450 'Resp N: 68 I Response: 15.1 % 

Sample Type: Panel 

Low 25th Dctl Median* 75th DCtl Hi_g_h 

Service Performance Rate 3.00 30.00 50.00 100.00 500.00 

SurveyRVW: 1.00 3.96 4.70 5.00 16.02 

Pre-Service Evaluation Time: 20.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 15.00 30.00 45.00 60.00 90.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 2b -FAC Diff Pat/Straightfor Proc(w sedation/anes) 

CPT Code: 136147 Recommended Physician Work RVU: 3.72 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 20.00 33.00 -13.00 

Pre-Service Positioning Time: 0.00 1.00 -1.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 5.00 -5.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 36147 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
•s this new/revised procedure considered to be a new technqJogy or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
36558 

Global 
010 

WorkRVU 
4.81 

Time Source 
RUCTime 

CPT Descriptor Insertion of tunneled centrally inserted central venous catheter, without subcutaneous port or pump; age 
5 years or older 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
43260 000 5.95 RUC Time 16,802 
CPT Descriptor 1 Endoscopic retrograde cholangiopancreatography (ERCP); diagnostic, with or without collection of 
specimen(s) by brushing or washing (separate procedure) 

MPC CPT Code 2 

CPT Descriptor 2 

CPT Descriptor 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 30 % of respondents: 44.1 % 

TIME ESTIMATES lMedian) Key Reference Source of Time 
CPfCode: CPfCode: RUCTime 

36147 36558 

I Median Pre-Service Time II 20.00 II 36.00 

I Median Intra-Service Time II 45.00 II 30.00 

15.00 I 15.00 

0.0 I 0.00 

0.0 I 0.00 

0.0 

I 
19.00 

0.0 16.00 

0.0 I 0.00 

80.00 I 116.00 
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~lo_ili_~ __ mn_·_e_n_a~p~pr_o~pna_·_t_e ____________________ ~I~I------~~~L--------~ 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-3_.2_3 __ ~1~1 ___ 2_.4_3 __ ~ 

~....--_3_.3_7 ---..~1 .__I __ 2.1_o _ __. 

~lu_r~~-n~cy~o_f_m_edi __ ·cal __ dec __ is_io_n_~--·~----------------~~~~ ___ 3_.2_0 __ ~'~' ____ 2_.6_3 __ ~ 

Technical Skill/Physical Effort (Mean) 

Ll~~~~ruu~·~cal~s~_·I~re~~~·ed ______________________ ~ll~ __ 3_.4_3 __ ~1~1 ____ 2_.9_o __ ~ 

~~ P_hy._s_ical __ e_fti_on_r_~...:,_· _ed ______________________ __.l._l ___ 3_.4_7 __ _.1 ._1 ____ 2_.8_7 __ ___. 

Psychological Stn>ss (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._1 ___ 3_.1_3 __ ~, Ll ____ 2._9_3 __ ___. 

~~ Ou __ tco __ m_e_depe_,__nds ___ on __ the __ skill_· _and __ .::..ju_dgm.:::..-e_nt_o_f..:.p_hy._s_ic_ian ____ ~l ._I ___ 3_.6_0 __ ~1 ._I ____ 3_.0_3 __ ~ 

~~ Es...:_tima_ted_ns_· _k_of_mal---.:p:...ra_c_ti_ce_sw __ ·t _WI_.th_.!...poo __ r _outco ___ m_e _____ --..~1 Ll ___ 3_.o_7 __ ~''L----2_.9_3 __ ~ 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPrCode Reference 
Service 1 

~.,;.1 Pr...:..:..e-_Se_M_._ce_int __ ens~ity::../co __ m~p_Ie_xi..::ty __________________ ~l ~'---3_.0_7 __ _.1 ~~--2_.4_7 __ ~ 

~.,;.lumm...:..:.._-Se __ ~_k_e_int_e_ns_i..::ty_lc_omp_.!...l_e~_·cy~---------------~~L~ ___ 3_.4_3 __ ~~~~ ___ 2_.11 ____ ~ 

L.:l P:..:o.:..:st...:-Se...:~:....:..:ic.:..e .:..:inte=ns:.:.ity:::..l_co_mp....!....le_~...:·cy::-.._. ______________ --..~l Lj ___ 3_.o_o __ ~l ~~--2_.4_0 __ ~ 

Additional Rationale 

CPT Code: 36147 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative 
Recommendations for the appropriate formula and fonnat. 

ACR, SIR, and SVS convened a panel that included a number of physicians familiar with this servic~ to review the 
RUC survey data. The reference code selected most commonly was code 36558 with work value of 4.81. The median 
survey data for 36XX 1 shows work value of 4. 70 with 20 min pre, 45 min intra, and 15 min post. 
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CPT Code: 36147 

The societies are recommending a work value of 3.85 (which falls just below the 25th percentile) and median physician 
time of20 min pre, 45 min intra, and 15 min post. Code 36147 was previously coded using codes 36145 (Introduction 
fneedle or intracatheter; arteriovenous shunt created for dialysis) with work value of2.01 ~d 75790 (Angiography, 

arteriovenous shunt (eg, dialysis patient), radiological supervision and interpretation) with work value of 1.84. The 
panel believes that the sum of 2.01 and 1.84 best reflects the work involved with code 36XX1. Moreover, the total time 
of the codes 36145 I 75790 equal 57 minutes, which compares favorably to the 80 minutes of median physician time of 
our surveys. CMS required us to survey 36147 as an XXX code, which makes it somewhat difficult to allocate 
respondents' time. When compared to the reference service, the panel recognizes that 36558 has 1.09 RVU post­
operative care in the global period making the comparable value for 36558 3.72 RVU; however, survey respondents 
rated the intensity and complexity of36147 greater than 36558, for alii I measures, which, combined with our 
recommendation for a lower RVU as compared to the median RVU, is believed to account for the difference in RVUs. 

SERVICES REPORTED WITH MULTIPLE CPr CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 36145, 75790 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Radiology How often? Commonly 

Specialty Interventional Radiology 
How often? Commonly 

.,pecialty Vascular Surgery How often? Commonly 

Estimate the number of times this service might be provided nationally in a one-year period? 1436454 

1332 



CPT Code: 36147 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. The overall number of services for 36145 and 75790 in a one year period 
is estimated to be 1436454 (765384 for 36145 and 671070 for 75790). 

Specialty Radiology Frequency 649421 Percentage 45.21 % 

Specialty Interventional Radiology Frequency 160596 Percentage 11.18 % 

Specialty Vascular Surgery Frequency 149391 Percentage 10.39 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
478,818 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please ~xplain the rationale for this estimate. The 2007 Medicare data estimates that codes 36145 and 75790 
were billed approximately 478818 (255128 for 36145 and 223690 for 75790). 

Specialty Radiology Frequency 216519 Percentage 45.21 % 

Specialty Interventional Radiology Frequency 53556 Percentage 11.18 % 

Specialty Vascular Surgery Frequency 49816 Percentage 10.40 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLO 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 19103. Physician work involved for 36XX1 is 
more comparable to code 19103. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 36148 

lPT Code: 36148 Tracking Number W2 Specialty Society Reconunended RVU: 1.00 

Global Period: ZZZ RUC Reconunended RVU: 1.00 

CPT Descriptor: Introduction of needle and/or catheter, arteriovenous shunt created for dialysis (graft/fistula); 
additional access for therapeutic intervention (List separately in addition to code for primary procedure) 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A patient with ESRD is referred for study of a dialysis access (either graft or fistula) that is 
not performing well. The patient is seen in an angiographic laboratory. The A V shunt is punctured under local 
anesthesia and a diagnostic study of the AV shunt is performed (coded as 36XX1). The diagnostic study demonstrates a 
significant stenosis just below the puncture site that requires balloon angioplasty. A second puncture is required to reach 
the lesion. 

Percentage of Survey Respondents who found Vignette to be Typical: 96% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

· l>ercent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
)ischarged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 82% 

Is moderate sedation inherent to this procedure in the office setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 74% 

Is moderate sedation inherent in your reference code (Office setting)? Yes 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? Yes 

Description of Pre-Service Work: 

Description of Intra-Service Work: 
- Local anesthesia is applied to the second entry site and the arterivenous shunt is punctured and sheath placed 
Moderate sedation is monitored 
-Required interventions are performed (reported separately) 
- Sheath and any neccesary catheters and wires are removed from the body 

Hemostasis is obtained by direct compression 
Dictate a report for the medical record 

Description of Post-Service Work: 
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CPT Code: 36148 · 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) Jo4t2009 

Presenter(s): Geraldine McGinty, MD, Ezequiel Silva, MD, Sean Tutton, MD, Gerald Niedzwiecki, MD, 
Robert Vogelzang, MD, Robert Zwolak, MD, David Han, MD, Mathew Sideman, MD 

Speciaity(s): ACR, SIR, SVS 

CPT Code: 36148 

Sample Size: 450 'Resp N: 45 I Response: 10.0 % 

Sample Type: Panel 

Low 25th octl Median* 75th octl Hjg_h 

Service Performance Rate 3.00 20.00 50.00 100.00 500.00 

Survey RVW: 1.00 2.37 4.13 5.00 10.00 

Pre-Service Evaluation Time: 15.00 

Pre-Service Positioning Time: 

Pre-Service Scrub, Dress, Wait Time: 

Intra-service Time: 5.00 15.00 30.00 45.00 90.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): - 99291x 99292x 

Other Hospital time/visit(s): - 99231x 99232x 99233x 

Discharge Day Mgmt: -- 99238x 99239x 

Office time/visit(s): -- 99211x 12x 13x 14x 15x 

Prolonged Services: -- 99354x 55x 56x 57x 
.. 

**Physrcran standard total mrnutes per ElM visrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238( 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 2b -FAC Diff Pat/Straightfor Proc(w sedation/anes) 

CPT Code: 136148 Recommended Physician Work RVU: 1.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-service Time 

Pre-Service Evaluation Time: 0.00 33.00 -33.00 

Pre-Service Positioning Time: 0.00 1.00 -1.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 5.00 -5.00 

Intra-Service Time: 15.00 

Immediate Post Service-Time: !!:QQ 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): !!:QQ 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: !!:QQ 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 36148 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? Yes 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
36558 

Global 
010 

WorkRVU 
4.81 

Time Source 
RUCTime 

CPT Descriptor Insertion of tunneled centrally inserted central venous catheter, without subcutaneous port or pump; age 
5 years or older 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
13102 ZZZ 1.24 RUC Time 11,931 
CPT Descriptor 1 Repair, complex, trunk; each additional 5 em or less (List separately in addition to code for primary 
procedure) 

MPC CPT Code 2 

CPT Descriptor 2 

Jther Reference CPT Code 

CPT Descriptor 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): ' 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 12 % of respondents: 26.6 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPfCode: CPfCode: RUCTime 

36148 36558 

I Median Pre-Service Time II 0.00 II 36.00 

I Median Intra-Service Time II 15.00 II 30.00 

I Median Immediate Post-service Time 0.00 15.00 

I Median Critical Care Time 0.0 0.00 

"edian Other Hospital Visit Time 0.0 0.00 

,fedian Discharge Day Management Time 0.0 19.00 

I Median Office Visit Time 0.0 16.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time 15.00 116.00 
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~lo_ili_u __ mn __ e_u~ap~p~ro~p_na_·t_e ____________________ ~l~l ------~~~~--------~ 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 3.08 II 
management options that must be considered '----------' ~----------' 

2.67 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.__ __ 2_.9_2 __ _.1 .... 1 ____ 2_.5_8 __ ~ 

.... I U_r=ge_nc...:y_o_f_m_edi_·cai __ d_ec_is_i_on_making ___ · =-------------------'l._l ___ 3_.o_o __ _,l .... l ____ 2_.7_5 __ __, 

Technical SkiU/Physical Effort (Mean) 

~~ T_ec_hni_._cai __ skil_· _1 f_eqwr..__· ed--------~--------------'1 ~...I __ 3_.5_o __ _.l .... 1 ____ 2_.8_3 __ __, 

~...I P-'hy~s_icai __ effi_o_rt_r_equired..__· _____________________ ___.II 3.25 11~..-___ 2._9_2 ------~ 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I .... l ___ 3_.o_o __ _,l .... 1 ____ 2_.8_3 __ ~ 

I Outcome depends on the skill and judgment of physician II 3.50 I ._1 ____ 2_.9_2 __ ----J 

._I Es_tuna_· __ ted __ ns_· k_o_f_mal__._p_ra_cn_·c_e _sw_·t_WI_·th .......... poo __ r _ou_tc_om __ e ---------'1 ~~ ___ 2_.8_3 __ _.1 .... 1 ____ 3_.o_o ------~ 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

~~ Pre-__ Se __ rv_ic_e_int_e_ns_ity...__/co_mp_._le_XI--'.ty'----------------------'11 2.82 
1 .__I _2.6_7----~ 

I Intra-Service intensity/complexity II 3 08 
~-------~~~~----------~ . 1 .__I _2.8_3----~ 

~st-Service intensity/complexity II 2.83 1 ~-.-1 _2.5_o~ 

Additional Rationale 

CPT Code: 36148 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Vatu 
Recommendations for the appropriate formula and format. 

ACR, SIR, and SVS convened a panel that included a number of physicians familiar with this service to review the 
RUC survey data. The reference code selected most commonly was code 36558 with work value of 4.81. Although the 
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CPT Code: 36148 
survey median work value is 4.13, the panel recommends a work value of 1.00 as code 36148 was previously coded 
using code 36145 with a work value of2.01 subject to modifier-51. A value of 1.00 maintains the current work value. 

Another example is 36620 (Arterial catheterization or cannulation for sampling, monitoring or transfusion (separate 
rocedure); percutaneous), which is modifier -51 exempt. It has a work value of 1.15 RVU with 7 minutes pre, 10 

minutes intra, and 5 minutes post. While we believe the work of cannulating a poorly functioning dialysis graft is more 
difficult than placement of a routine arterial line, we believe that this code represents a reasonable comparison since as 
a ZZZ code, 36148 is also modifier -51 exempt. Since the respondents may not have understood the complexities of add 
on codes and modifier -51 exempt codes, we believe that 15 minutes of intra-service time best reflects the tinie involved 
for 36148. Therefore, the panel recommends a work RVU of 1.00 and an intra-service time of 15 minutes with no pre 
and post service times. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: Yes 

3. 
4. 
5. 
6. 
7. 
8. 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

--t8J The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

Work value Pre Intra Post Total Global 
36148 1.00 '15 15 zzz 
36147 3.85 15 45 15 75 XXX 
G0393 6.03 000 
75978 0.54 12 XXX 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 36145 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

'ecialty Radiology How often? Commonly 

Specialty Interventional Radiology How often? Commonly 

Specialty Vascular Surgery How often? Commonly 
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CPT Code: 36148 
Estimate the number of times this service might be provided nationally in a one-year period? 765384 
If the recommendation is from multiple specialtie~, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. The overall number of services for 36145 in a one year period is estimated 
to be 765384. 

Specialty Radiology Frequency 352995 Percentage 46.11 % 

Specialty Interventional Radiology Frequency 88708 Percentage 11.58 % 

Specialty Vascular Surgery Frequency 76385 Percentage 9. 97 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
255,128 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. The 2007 Medicare data estimates that CPT code 36145 was 
billed approximately 255128 times. 

Specialty Radiology Frequency 117687 Percentage 46.12 % 

Specialty Interventional Radiology Frequency 29588 Percentage 11.59 % 

Specialty Vascular Surgery Frequency 25485 Percentage 9. 98 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 36620. PhysiCian work for code 36XX2 is more 
comparable to code 36620. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 75791 

.:PT Code:75791 Tracking Number W3 Specialty Society Recommended RVU: 1.71 

Global Period: XXX RUC Recommended RVU: 1.71 

CPT Descriptor: Angiography, arteriovenous shunt (eg, dialysis patient fistula/graft), complete evaluation of dialysis 
access, including fluoroscopy, image documentation and report (includes injection(s) of contrast and all necessary 
imaging from the arterial anastomosis and adjacent artery through entire venous outflow including the inferior or 
superior vena cava), radiological supervision and interpretation 

CLINICAL DESCRIPriON OF SERVICE: 

Vignette Used in Survey: A patient with ESRD is found to have poor flows during dialysis, with clotting of the needle, 
such that dialysis cannot be completed. The patient is sent to the angiographic suite with needles in place for a diagnostic 
study to evaluate the A V shunt. 

Percentage of Survey Respondents who found Vignette to be Typical: 87% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

0 
0 ercent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Jischarged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 71 % 

Is moderate sedation inherent to this procedure in the office setting? Yes 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 55% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 
-Ensure all technical personnel have been familiarized with the procedure and are fully familiar with all required devices 
-Re-review applicable, available prior films 
-Check the interventional suite to ensure proper function and configuration of the imaging equipment including 
compliance with all radiation safty issues 
-Re-review applicable, available prior films 
- Don radiation protection device 

""'escription of Intra-Service Work: 
-\ngiography is performed to include the entire length of the graft and all outflow veins to the level of the superior vena 

cava. Compression may be applied to allow visualization of the arterial anastamosis 
- Technical personel are directed throughout 
- Interpretation of the imaging of all views obtained 
- Review and interpret all images 
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- Dictate a report for the medical record 

Description of Post-Service Work: 
- Make a note in the patient record 

CPT Code: 75791 

- Discusse the outcome of the procedure with the patient and family and instructions are given 
- Review, revise and sign final report 
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CPT Code: 75791 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2009 

Presenter(s): 
Geraldine McGinty, MD, Ezequiel Silva, MD, Sean Tutton, MD, Gerald Niedzwiecki, 
MD, Robert Vogelzang, MD, Robert Zwolak, MD, David Han, MD, Mathew Sideman, MD 

;pecialty(s): ACR, SIR, SVS 

CPT Code: 75791 

Sample Size: 450 IResp N: 31 1- Response: 6.8 % 

Sample Type: Panel 

Low 25th octl Median* 75th octl Hjg_h 

Service Performance Rate 3.00 10.00 25.00 58.00 500.00 

Survey RVW: 0.70 1.00 1.84 2.84 6.75 

Pre-Service Evaluation Time: 15.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 5.00 18.00 30.00 45.00 60.00 

Immediate Post Service-Time: 15.00 

Post Op_erative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

lrolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

""Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 2b -FAC Diff Pat/Straightfor Proc(w sedation/anes) 

CPT Code: 175791 Recommended Physician Work RVU: 1.71 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 15.00 33.00 -18.00 

Pre-Service Positioning Time: 0.00 1.00 -1.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 5.00 -5.00 

Intra-Service Time: 25.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

~ischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

_~ffice time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 75791 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Teclmology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
49424 

Global 
000 

WorkRVU 
0.76 

Time Source 
RUCTime 

CPT Descriptor Contrast injection for assessment of abscess or cyst via previously placed drainage catheter or tube 
(separate procedure) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
93312 XXX 2.20 RUC Time 211,899 
CPT Descriptor 1 Echocardiography, transesophageal, real-time with image documentation (2D) (with or without M­
mode recording); including probe placement, image acquisition, interpretation and report 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 7 % of respondents: 22.5 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPI' Code: RUCTime 

75791 49424 

I Median Pre-Service Time II 15.00 II 12.00 

I Median Intra-Service Time II 25.00 II 15.00 

Median lnunediate Post-service Time 15.00 10.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time 55.00 37.00 
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CPT Code: 75791: 
I Other time if appropriate II II 

lNTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Jud!!ment <Mean} 
The number of possible diagnosis and/or the number of 2.86 II 2.14 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 2.43 II 2.29 
tests, and! or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 2.29 II 2.14 

Technical Skill!Phil!ical Effort <Mean} 

I Technical skill required II 2.14 II 1.86 

I Physical effort required 'I 1.86 II 1.86 

PsvchoiQgjcal Stress <Mean} 

I The risk of significant complications, morbidity and! or mortality II 2.00 II 1.86 

I Outcome depends on the skill and judgment of physician II 2.43 II 2.00 

:Stimated risk of malpractice suit with poor outcome ,, 
2.14 II 1.86 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Se2ments <Mean} 

I Pre-Service intensity/complexity ,, 
2.14 II 1.71 

!Intra-Service intensity/complexity II 2.43 II 1.71 

[Post-Service intensity/complexity II 1.86 II 1.86 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
'WPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 

!commendations for the appropriate formula and format. 

ACR, SIR, and SVS convened a panel that included a number of physicians familiar with this service to review the 
RUC survey data. The reference code selected most commonly was code 49424 with work value of 0. 76. The panel 
recommends median work value of 1.84 with the median percentile physician time of 15 min pre, 30 min intra, and 15 
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CPT Code:-75791 . . 
min post. Our experts acknowledge that 75791 is more complex than the reference code. This is due to the increased . 
complexity and variability of the vasculature compared to assessing healing of an abscess cavity. 75791 requires a 
greater number of views, patient positions and graft compression to visualize the length the fistula, arterial inflow and 
venous outflow. 

Additionally 75791 can be considered the sum of75820 (Venography, extremity, unilateral, radiological supervision 
and interpretation) 0.7 RVU + 75827 (Venography, caval, superior, with serialography, radiological supervision and 
interpretation) 1.14 R VU, which is our median value of 1.84 R VU. While the codes are not RUC valued, the Harvard 
times of 14 min for 75820 plus 22 min for 75827 (total36 miii) compare favorably with the survey times for 75791. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 75790 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Radiology How often? Commonly 

Specialty Interventional Radiology How often? Commonly 

Specialty Vascular Surgery How often? Commonly 

Estimate the number of times this service might be provided nationally in a one-year period? 296496 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. The overall number of services for 75790 in a one year period is estimate 
to be 296496. 

Specialty Radiology Frequency 13099 Percentage 4.41 % 

Specialty Interventional Radiology Frequency 31754 
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CPT Code: 75791 

Specialty Vascular Surgery Frequency 32229 Percentage 10.86 % 

Bstimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
23,690 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 

specialty. Please explain the rationale for this estimate. The Medicare data estimates that code 75790 was billed 
approximately 98,832 times. 

Specialty Radiology Frequency 98832 Percentage 44.18 % 

Specialty lnterventional Radiology Frequency 23968 Percentage 10.71 % 

Specialty Vascular Surgery Frequency 24331 Percentage 10.87 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 75662 

lr1dicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Facility Direct Inputs 

CPT Code: 36147 

CPT Long Descriptor: Introduction of needle and/or catheter, arteriovenous shunt created for dialysis (graft/fistula); with 
complete radiological evaluation of dialysis access, including fluoroscopy, image documentation and report (includes access 
of shunt, injection(s) of contrast, and all necessary imaging from the arterial anastomosis and adjacent artery through entire 
venous outflow including the inferior or superior vena cava) 

Sample Size: N/ A Response Rate:(%): N/A Global Period: XXX 

Geographic Practice Setting %: All geographical practice settings represented 

Type of Practice%: All practice types represented 

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

The SIR, ACR, and SVS convened a group of radiologists and vascular surgeons from a broad range of geographic locations 
with differing practice circumstances and settings, who typically perform this service. The committee served as the 
consensus panel to finalize these recommendations. 

Please describe in detail the clinical activities of your staff: 

~-Service Clinical Labor Activities: 

• Follow up phone calls and prescriptions 

Intra-Service Clinical Labor Activities: 

Post-Service Clinical Labor Activities: 

• Conduct phone calls/ call in prescriptions 

Please see corresponding PERC spreadsheet for additional detail. 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Code: 36147 

CPT Long Descriptor: Introduction of needle and/or catheter, arteriovenous shunt created for dialysis (graft/fistula); with 
complete radiological evaluation of dialysis access, including fluoroscopy, image documentation and report (includes access 
of shunt, injection(s) of contrast, and all necessary imaging from the arterial anastomosis and adjacent artery through entire 
venous outflow including the inferior or superior vena cava) 
Global Period: XXX 

Geographic Practice Setting %: All geographical practice settings represented 
Type of Practice%: All practice types represented 

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

The SIR, ACR, and SVS convened a group of radiologists and vascular surgeons from a broad range of geographic locations 
with differing practice circumstances and settings, who typically perform this service. The committee served as the 
consensus panel to finalize these recommendations. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
• Complete pre-service diagnostic & referral forms 
• Coordinate pre-surgery services 
• Follow-up phone calls & prescriptions 
• Retrieve prior appropriate imaging exams and hang for MD review, verify ord~rs, review the chart to incorporate 

relevant clinical information and confirm contrast protocol with interpreting MD 

Intra-Service Clinical Labor Activities: 
• Review charts 
• Greet patient and provide gowning 
• Obtain vital signs 
• Provide pre-service education/obtain consent 
• Prepare room, equipment, supplies 
• Prepare and position the patient/monitor patient/set up N 
• Sedate/apply anesthesia 
• Monitor the patient during the procedure 
• Assist MD in the procedure 
• Assist MD in fluoroscopy and acquisition of imaging data 
• Monitor pt. after service: check tubes, monitors, puncture sites 
• Clean room/equipment by physician staff 
• Check dressings and wound/home care instructions/coordinate office visits/prescriptions 
• Pre-procedure Doppler check in addition to initial vitals 
• Post procedure Doppler check in addition to initial vitals 
• Post procedure film development and hanging of films 

Post-Service Clinical Labor Activities: 
• Conduct phone calls/ call in prescription 

Please see corresponding PERC spreadsheet for additional detail. 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

ZZZ Day Global Period 
Non-Facility Direct Inputs 

CPT Code: 36148 

CPT Lorig Descriptor: Introduction of needle and/or catheter, arteriovenous shunt created for dialysis (graft/fistula); 
additional access for therapeutic intervention (List separately in addition to code for primary procedure) 

Sample Size: NA Response Rate:(%): NA Global Period: ZZZ 

Geographic Practice Setting %: All geographical practice settings represented 

. Type of Practice%: All practice types represented 

Please provide a brief description of the process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: 

The SIR, ACR, and SVS convened a group of radiologists and vascular surgeons from a broad range of geographic locations 
with differing practice circumstances and settings, who typically perform this service. The committee served as the 
consensus panel to finalize these recommendations. 

Please describe in detail the clinical activities of your staff: 

e-Service Clinical Labor Activities: 

Intra-Service Clinical Labor Activities: 
• Prepare additional supplies 
• Sedate/apply anesthesia 
• Monitor the patient during the procedure 
• Assist MD in the procedure 
• Clean room/equipment by physician staff 

Post-Service Clinical Labor Activities: 

Please see corresponding PERC spreadsheet for additional detail. 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Code:75791 

CPT Long Descriptor: Angiography, arteriovenous shunt (eg, dialysis patient fistula/graft), complete 
evaluation of dialysis access, including fluoroscopy, image documentation and report (includes injection(s) 
of contrast and all necessary imaging from the arterial anastomosis and adjacent artery through entire 
venous outflow including the inferior or superior vena cava), radiological supervision and interpretation 

Sample Size: NA_ Response Rate:(%): NA Global Period: XXX 

Geographic Practice Setting %: All geographical practice settings represented 

Type of Practice%: All practice types represented 

Please provide a brief description of the process used to develop your recommendation and the composition 
of your Specialty Society Practice Expense Committee: 

The SIR, ACR, and SVS convened a group of radiologists and vascular surgeons from a broad range of 
geographic locations with differing practice circumstances and settings, who typically perform this service. 
The committee served as the consensus panel to finalize these recommendations. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
• Retrieve prior appropriate imaging exams and hang for MD review, verify orders, review the 

chart to incorporate relevant clinical information and confirm contrast protocol with interpreting 
MD 

Intra-Service Clinical Labor Activities: 
• Prepare room, equipment, supplies 
• Prepare and position the patient/monitor patient/set up IV 
• Sedate/apply anesthesia 
• Monitor the patient during the procedure 
• Assist MD in fluoroscopy and image acquisition 
• Assist MD in the procedure 
• Monitor pt. after service: check tubes, monitors, drains 
• Clean room/equipment by physician staff 
• Post procedure film development and hanging. of films 

Post-Service Clinical Labor Activities: 

Please see corresponding PERC spreadsheet for additional detail. 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated from the Five Year Review 

April2009 

Perforator Vein Ligation 

CPT code 37760 Ligation of perforator veins, subfascial, radical (Linton type), with or without skin graft, open was identified by the 
Five Year Review Identification Workgroup as potentially misvalued through its site of service anomaly screen in September 2007. 
The specialty societies agreed that this code was inappropriately being used to report a less extensive perforating vein operation stems 
therefore, the specialty society requested and the RUC agreed that the service be referred to CPT to clarify the descriptor of the 
existing code and create a new code to report a less extensive perforator vein ligation. To address this concern the CPT Editorial 
Panel editorially revised 37760 and established a new code to report 37761 which is a subfascialligation of the perforator vein 
through a direct open surgical approa~h . 

The RUC reviewed the survey data for 37761 and agreed with the specialty societies' recommendation for an additional 7 minutes of 
positioning time based on the need to get the patient in a position where the surgeon cari target the lower extremity. The RUC 
compared the surveyed code to its reference coae, 37500 Vascular endoscopy, surgical, with ligation of perforator veins, subfascial 
(SEPS) (Work RVU=11.54). The RUC noted that the surveyed code has less intra-service time as compared to the reference code, 60 
minutes and 90 minutes, respectively. In addition, the RUC compared the surveyed codes to another reference code, MPC code 36832 
Revision, open, arteriovenous fistula; without thrombectomy, autogenous or nonautogenous dialysis graft (separate procedure) (Work 
RVU=l0.50). The RUC noted that the surveyed code has less intra-service time as compared to the MPC reference code, 60 minutes 
and 90 minutes, respectively. Further, the RUC noted that the surveyed code required less technical skill, physical and mental effort 
and judgment to perform than the key reference code. Therefore, based on these comparisons, the RUC agreed with the specialty 
societies' recommended 9.00 work RVUs, the survey median, for this procedure. The RUC recommends 9.00 Work RVUs for 
37761. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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CPT Recommendation: 
During the presentation to the RUC, the specialty societies indicated that ultrasound guidance would be included in the work for this 
procedure. Therefore, the RUC recommends that a parenthetical be added following the descriptor for 37761 that indicates that 
ultrasound guidance should not be reported separately. 

Practice Expense: 
The RUC approved the practice expense inputs as recommended by the specialty societies 090 day global standards. 

Work Neutrality: 
The RUC recommendations for this issue will result in a work savings that should be redistributed in the Medicare conversion factor. 

CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommenda-

tion 

E 37760 Ligation of perforator veins, sub fascial, radical (Linton type), including with eF 090 10.69 
without skin graft when performed, open, one leg 

(No Change) 

•37761 X1 Ligation of perforator vein(s), subfascial, open, includes ultrasound guidance, when 090 9.00 
performed; one leg 

(For bilateral procedure, report 37761 with modifier 50) 
(Do not report 37760-37761 with 76998, 76937, 76942, 93971) 

(For endoscooic lhmtion of subfascial oerforator veins use 37500) 

Radiology 
Other Procedures 

76998 
Ultrasonic guidance, intraoperative XXX 1.20 

(Do not report 76998 in conjunction with 47370-47382, 36475-36479, 37760- (No Change) 
3776l) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 37761 

.. .:P'f Code:37761 Tracking Number X1 Specialty Society Recommended RVU: 9.00 

Global Period: 090 RUC Recommended RVU: 9.00 

CPT Descriptor: Ligation of perforator vein(s), subfascial, open, one leg 

(For bilateral procedure, report 37761 with modifier 50) 
(Do not report 37760-37761 with 76998, 93971) 

(For endoscopic ligation of subfascial perforator veins use 37500) 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: A 50-year-old woman presents with her third medial left leg ulcer .. It measures 3x3 em and is 
deep and painful .. She has palpable pedal pulses and pigmentary scarring in the gaiter distribution of the extremity. A left 
greater_ saphenous vein ligation and stripping was performed a year earlier and improved but did not completely relieve 
her symptoms. Duplex scanning reveals large incompetent perforating veins just cephalad to the ulcer. Open ligation of 
the perforators is undertaken. 

Percentage of Survey Respondents who found Vignette to be Typical: 85% 

Percent of survey respondents who stated they perform the procedure; In the hospital 78% , In the ASC 7%, In the 
"'ffice 16% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 83% , Kept overnight (less than 24 hours) 11% , Admitted (more than 24 hours) 6% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 50% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 25% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 14% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 
• Review all relevant office notes, H&P, noninvasive vascular lab studies 
• Update H&P (required by JCAHO) 
• Review operative plan and informed consent with patient and family 
• Discuss patient comorbidities and surgical approach with Anesthesiologist 
• Change into OR scrubs 

Perform a limited venous duplex scan to mark the perforating vein(s) on the skin with indelible marker 
Supervise patient positioning, skin prep, and draping 

• Wait for anesthetic to become effective 

Description of Intra-Service Work: 
• Incise skin of lower extremity 1 em from the marked perforator taking care to avoid chronically scarred regions 
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CPT Code: 37761 
• Dissect the subcutaneous tissue using retraction to expose the fascia and the perforating vein 
• Incise the fascia taking care not to injure the vein 
• Isolate the vein 
• Place a ligature around the vein and ligate the vein 
• Close the fascia with interrupted sutures 
• Repeat above steps for each vein to be treated 
• Irrigate wound(s) copiously with sterile saline 
• Use electrocautery or suture ligation to achieve fmal hemostasis at all sites 
• Close subcutaneous tissue in multiple layers 
• Close skin 

Description of Post -Service Work: 
• Apply dressings 
• Transfer patient to stretcher, elevate limb on pillows, accompany patient to recovery area 
• Write orders 
• Dictate operative note 
• Communicate with family, referring and consulting physicians 
• Participate with the anesthesiologist in the recovery area to ensure smooth emergence from anesthesia 
• Discuss results of procedure with the patient once he/she is fully awake 
• When stable, the patient is transferred to the ambulatory care area 
• ·Write Discharge instructionsincluding activity, warnings, schedule office visit, wound checks, suture removal, 
etc. 
• All related outpatient office visits until completion of the global period 
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CPT Code: 37761 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) \04/2009 

Presenter(s): Gary Seabrook MD FACS, Christopher Senkowski MD FACS, Matthew Sideman MD 
FACS, Robert Zwolak MD FACS 

pecialty(s ): SVS,ACS 

CPT Code: 37761 

Sample Size: 125 IResp N: 36 
I 

Response: 28.8 % 

Sample Type: Convenience 

Low 25th pctl Median* 75th pctl Hig_h 

Service Performance Rate 0.00 1.00 3.00 5.00 30.00 

SurveyRVW: 3.00 8.00 9.00 10.50 14.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 20.00 45.00 60.00 65.00 120.00 

Immediate Post Service-Time: 25.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

*Phys1c1an standard total m1nutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 137761 Recommended Physician Work RVU: 9.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 10.00 3.00 7.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 25.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

';scharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

,fice time/visit(s}: 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 37761 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt.status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
37500 

Global 
090 

WorkRVU 
11.54 

Time Source· 
RUCTime 

CPT Descriptor Vascular endoscopy, surgical, with ligation of perforator veins, subfascial (SEPS) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
36832 090 10.50 RUC Time 14,190 
CPT Descriptor 1 Revision, open, arteriovenous fistula; without thrombectomy, autogenous or nonautogenous dialysis 
graft (separate procedure) 

MPC CPT Code 2 
44950 

CPT Descriptor 2 Appendecomy 

Other Reference CPT Code 

CPT Descriptor 

Work RVU Time Source 
10.52 RUC Time 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

5,801 

RELATIONSIITP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 13 % of respondents: 36.1 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPfCode: CPfCode: RUCTime 

37761 37500 

I Median Pre-Service Time II 58.00 II 60.00 

I Median Intra-Service Time II 60.00 II 90.00 

Median Immediate Post-service Time 25.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 19.0 19.00 

62.0 62.00 

0.0 0.00 

I Median Office Visit Time 

I~ 261.00 I Median Total Time 
Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

'1ental Effort and Judgment (Mean) 
.he number of possible diagnosis and/or the number of .__ ___ _,I .... 1 __ -_3_.3_1 _ __, 
management options that must be considered 
~...-~~--~~------~~~-------------~ 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-3_.3_1 __.I ...._I __ 3.4_6 _ __, 

I,_ U_r.=.ge_n....:cy:....o_f_medi __ ._cai __ dec __ is_io_n_making __ ·-"'------------------'l .... 1 ___ 2_.54 _ __,1 .... 1 __ 2_.54 __ -' 

Technical Skill/Physical Effort (Mean) 

._I T~ec_:_hni_._cal_skill_· _r_:_equired~· ___________ ____.I ..... 1 _3_.6_2 _ _,11._ __ 3_.8_5 _ __, 

._I Ph_y=-s_ical_e_ffi_ort_r_eqwr_.__· _ed _____________ ___.ll 3.15 11.__ __ 3_.2_3 _ __, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 11._ __ 3_.3_8 _ _,1 ._I __ 3_.4_6_----.J 

,_1 Ou __ tco_m __ e_depe_.__nds ___ on_th_e_s_kill_· _an_d....:J::....u....:dgm:::.-e_nt_o_f..._ph...::y_:_si_cian ______ __.l .... l __ 4_.o_o_-'l ._I __ 4_.00 __ ~ 

I_Es_tuna_· __ ted __ ris_k_o_f_mal~p_ra_cn_·c_e_su_it_WI_._th...:.poo __ r_o_ut_co_m_e ______ __.l._l __ 3_.3_8_-'l .... 1 __ 3_.3_8 _ __, 

INTENSITY/COMPLJEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

~~~~e~-~--~--~~~int~ens~t~·ty~/c~o_m..._pl_e~_·ty~-------------------'1,_1 __ 3_.6_9 _ _,1._1 ___ 3_.7_7 __ __, 

._lumrn ___ -~--~-·~ __ m_re_ns_i...:.ty_~_om_p~l_e~_·cy~------------------'1._1 __ 3_.3_1 _ _,1 .... 1 ___ 3_.54 ____ _, 

I ,_P_o_st_-S_e~ __ ·~ __ int_e_ns_ity.._/_co_m-"p'-le_~--'·cy'---------------------'1 .... l __ 3_.o_o _ _,ll.__ __ 3_._15 __ __, 

Additional Rationale 

CPT Code:· 37761 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommeru:lations for the appropriate formula and format . 

..ttroduction: This new open perforator vein ligation code is being created as a product of the Five-year Review 
Workgroup. CPT code 37760 (Ligation of perforator veins, subfascial, radical (Linton type), with or without skin graft, 
open) was identified by the screen of rapidly growing services in the Medicare database. SVS suggested that most of the 
surgeons performing Ligation of perforator veins were not actually doing the old radical Linton type operation, but a less 
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CPT Code: 37761 
invasive vanatton. The society therefore requested creation of 3776X, and we suspect that when this code is introduced 
the frequency of reporting 37760 will drop almost to nothing. 

IWPUT: At the median survey recommended RVW of 9.00, and with the recommended time and visit pattern, the 1 

service has an IWPUT of 0.074, fully consistent with the key reference service (0.073) as well as other recently RUL­
valued vein excision operations. 

Pre-time considerations: We are request 7 minutes of additional pre-service positioning time based on need to get the 
target lower extremity to be in pedect position on the table. Additional time is also required at this point to locate the 
"leg holder" staff person, get him/her in the room, set up with sterile gloves and/or sterile towel to appropriate hold up 
the leg for a full circumferential lower extremity sterile prep. 

Clinical Comparison with Key Reference: The key reference service chosen by 36% of survey respondents is 37500 
Vascular endoscopy, surgical, with ligation of perforator veins, subfascial (SEPS). In essence, new code 3776X 
accomplishes the same clinical endpoint as 37500, but through a direct open surgical approach. 

Work Comparison with Key Reference: The primary difference between 37500 SEPS and new code 3776X lies in 
the intra-service time. New code 3776X requires 30 minutes LESS intra-time than key reference 37500 (60 min 
compared to 90). Otherwise, the two services have essentially the same pre-time (new code 58 min, key reference 60 
min). The new service has 5 minutes LESS immediate post-service time (25 min vs. 30). Both codes are performed 
in the typical patient as hospital same-day discharge outpatients, and both have therefore 0.5 discharge day at 19 
minutes each. The two codes have the same office visit pattern, at 62 minutes each. Intensity and complexity 
measures of the two codes are similar, but if anything the new service has very slightly lower I&C grades across th~'" 
board. 

Given these similarities, it is reasonable to estimate a work value for the new code based on the RVW of the key 
reference. The math entails subtracting 30 minutes of intra-time at the typical IWPUT for vein surgery of 0.070. 
The RVW of 37500 is 11.54. 30 minutes of intra-time at 0.070 is 2.1 RVUs. An estimated RVW of new service is 
11.54 minus 2.1 = 9.44. This compares favorably with our recommended median survey value of9.00. 

Work Comparison with MPC Vascular Reference code 36832 Hemoaccess Revision: 36832 is an open revision of 
arteriovenous hemodialysis access that was carried through the RUC process in 1998. 36832 has an RVW of 10.50 
with 90 minutes of intra-time, one office visit and 191 minutes of total time. New service 3776X is recommended at 
an RVW of 9.00, and it has 60 minutes of intra-time, three office visits, and 224 minutes of total time. IWPUT of 
36832 is 0.090. A downward adjustment from 36832 to account for 30 minutes less intra-time can be established as 
30 x 0.090 = 2.70. An upward adjustment for two more office visits in 3776X compared to 36832 can be 
calculated as (0.92+0.45=1.37). Thus, an estimate for new code 3776X based on 36832 is 10.50-2.70 + 1.37 = 
9.17. This is again very close to our median survey recommended RVU of9.00. 

Work Comparison with MPC General Surgery Reference code 44950 Appendectomy: 44950 is open 
appendectomy, a service that was evaluated by the RUC during the second 5-year review. 44950 has an RVW of 
10.52, an intra-service time of 60 minutes (same as the new code), and the same office visit pattern. In order to 
estimate a value for the new code based on 44950 one must start with 10.52, subtract two inpatient hospital days 
(1.52), subtract 0.5 discharge day visit (0.64), and add back one office visit (99212 @ 0.45). This value is 10.52-
1.52-0.64 + 0.45 = 8.81. This is again quite close to the recommended RVW for the new service of 9.00, desp 
the lack of clinical similarity between the procedures. 

Summary: Based on all the above data and comparisons, we believe the median survey RVW of 9.00 is appropriate 
for this new service. 
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CPT Code:'37761 · 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. New code 3776X may be co-reported in some patients with one of a variety of treatments for the 
greater saphenous vein or symptomatic varicose veins. These codes include: 37722 (ligation, division & 
stripping of greater saphenous vein (RVW 8.08), 37718 (ligation, division & stripping of short saphenous vein 
(RVW 7.05); stab phlebectomy (37765, 37766; RVWs 7.63 I 9.58); radiofrequency ablation of the greater 
saphenous vein (36475@ 6.72), or laser ablation of the greater saphenous vein (36478@ 6.72). In each case, 
the 50% multiple procedure payment reduction would be in effect for the second code . 

.._iREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 37760, 37799 unlisted vascular procedure and 35585 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty GS How often? Sometimes 

Specialty VS How often? Sometimes 

Specialty TS How often? Sometimes 

Estimate the number of times this service might be provided nationally in a one-year period? 3600 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We estimate twice the Medicare volume of 37760. There is no other 
source of data on which to make this determination 

Specialty GS Frequency 1368 Percentage 38.00% 

~oecialty VS Frequency 1152 Percentage 32.00% 

.Jpecialty TS Frequency 540 Percentage 15.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
1,800 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
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CPT Code: 37761-
Please explain the rationale for this estimate. 1725 from 37760, 50 from 37799 unlisted vascular procedure. and 25 from 
35585 

Specialty GS Frequency 684 Percentage _ ~8.00 % 

Specialty VS Frequency 576 Percentage 32.00 % 

Specialty TS Frequency 279 Percentage 15.50 % 

Do many physicians perform this service across the United S~tes? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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CPT Long Descriptor: 

Sample Size: N/ A 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 

Facility Direct Inputs 

Ligation of perforator veins, subfascial, open, one leg 

CPT Code: XI 37761 

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

A consensus committee of vascular surgeons and general surgeons agree that this procedure would not be performed in an 
office setting and this would not be an emergency procedure. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
The clinical staff completes pre-service diagnostic and referral forms. They call the facility to schedule space and 
P.Quipment needed and coordinate with the facility, the patient and other offices as necessary to prepare for the procedure. 

nical staff will provide and review educational materials and information including instructions on changes to 
.ili.cations prior to the procedure. Clinical staff will also call in any prescriptions necessary for the patient prior to the 

procedure and contact the patient prior to the procedure to confirm pre-procedure instructions are being carrier out. 
Calls may also be necessary to coordinate changes in polypharmacy with the PCP prior to the procedure. 

Intra-Service Clinical Labor Activities: 
NIA 

Post-Service Clinical Labor Activities 
Discharge management and office visit related activities are performed. 
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Meeting Date: April2009 
AMA/Specialty Society RVS Update 
Committee Recommendation 

AMA Specialty Society Recommendation 

1371 

subfascial, open, on~ leg 
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AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

Originated from the Five Year Review 

February 2009 

Rectal Tumor Excision 

\ 

CPT code 45170, Excision of tumor, transanal approach was identified by the Five-Year Review Identification Workgroup as 
potentially misvalued through its Site of Service Anomaly screen in September 2007. The Workgroup reviewed all services that 
include inpatient hospital visits within their global periods, but are performed less than 50% of the time in the inpatient setting, 
according to recent Medicare utilization data. The RUC originally recommended a two-step action. First, the RUC removed the 
hospital visits from the service with no impact on the associated work RVU. Second, the RUC recommended that services be 
surveyed. Code 45172 was also identified in the High IWPUT screen and discussed by the RUC at its February 2008 meeting. The 
RUC recommended that the service be referred to CPT because the current descriptor allowed reporting of the code to a bi-modal 
distribution of patients. In October 2008, the CPT Editorial Panel deleted 45170 (work RVU = 12.48) and replaced'it with two new~ 
Category I codes to provide greater granularity, 45171, Excision of rectal tumor, trans anal approach; not including muscularis 
propria (ie, partial thickness) and 45172, Excision of rectal tumor, transanal approach; including muscularis propria (ie, full 
thickness). 

45171 
The specialty society presented the survey data from 92 general and colorectal surgeons. The RUC reviewed the intra-service 
physician time and noted that the median time of 45 minutes was appropriate. The specialty indicated that this service would typically 
be provided on an outpatient basis. The RUC agreed with the specialty society that the pre-service time package should be package 
#3, straightforward patient/difficult procedure, as this time most accurately reflects the work performed. However, the RUC did not 
agree with the specialty that 20 minutes of positioning time was correct. Survey respondents indicated that 15 minutes were 
necessary. Therefore, the RUC adjusted the pre-service positioning time from the 3 minutes within package #3 to 15 minutes, rather 
than the 20 minutes recommended by the specialty. The RUC then reviewed the survey RVU and agreed with the specialty society 
that the survey 25th percentile work recommendation of 8.00 was appropriate. The RUC considered the surveyed code in comparison 
to the key reference service, 45190, Destruction of rectal tumor (eg, electrodesiccation, electrosurgery, laser ablation, laser resection, 
cryosurgery) transanal approach (work RVU = 1 0.29). The RUC noted that despite similar intensity and complexity measurements 
between the surveyed code and the key reference code, the reference code requires 15 additional minutes of intra-service time (60 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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minutes and 45 minutes, respectively). Based on this comparison, the RUC agreed that the survey 25th percentile work RVU of8.00 
was appropriate. The RUC recommends the survey 25th percentile RVU of 8.00 for 45171. 

45172 
The specialty society presented the survey data from 92 general and colorectal surgeons. The RUC reviewed the intra-service 
physician time and noted that the median time of75 minutes was appropriate. The RUC agreed with the specialty society that the pre­
service time package should be package #4, difficult patient/difficult procedure, as this time most accurately reflects the work 
performed. However, the RUC did not agree with the specialty that 20 minutes of positioning time was correct. Survey respondents 
indicated that 15 were necessary. Therefore, the RUC adjusted the pre-service positioning time from the 3 minutes within package #4 
to 15 minutes, rather than the 20 minutes recommended by the specialty. The RUC then reviewed the survey RVU and agreed with 
the specialty society that the survey median work RVU of 12.00 was appropriate. The RUC considered the surveyed code in 
comparison to the key reference service, 45190, Destruction of rectal tumor (eg, electrodesiccation, electrosurgery, laser ablation, 
laser resection, cryosurgery) transanal approach (work RVU = 10.29). The RUC noted that the key reference service requires 15 
fewer minutes of intra-service time (60 minutes and 75 minutes, respectively). Code 45172 also includes a full 99238 discharge day 
management procedure as well as a 99231 hospital visit within its global period, whereas the reference code does not. The RUC 
agreed that 45172 would typically require an inpatient stay. Lastly, the RUC noted that survey respondents indicated 45172 requires 
greater mental effort and judgment as well as greater technical skill and physical effort than the reference code. In light of these 
differences, the RUC agreed that the median work RVU of 12.00 was appropriate. The RUC recommends the survey median work 
RVU of 12.00 for 45172. 

Practice Expense 
The RUC recommended the standard 90 day global practice expense inputs. 

Work Neutrality 
The specialty society provided data to the RUC showing that the new coding structure will account for an overall decrease in work 
relative values for this family of services to be redistributed in the Medicare conversion factor. 45170 was reported 6,536 in 2007, 
accounting for 81,569 work RVUs. The specialty society estimates that 45171 will be reported approximately 5,000 times (5,000 x 8.00 
= 40,000 work RVUs) and 45172 will be reported 2,000 times (2,000 x 12.00 = 24,000 work RVUs), which results in a reduction of 
17,569 work RVUs (81,569- (40,000 + 24,000) = 17,569). 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

D 45170 ~eitrim'f e-}FeetallHmet', li-Ttntranal appHJaeh 090 N/A 

.45171 G1 Excision of rectal tumor, transanal approach; not including muscularis 090 8.00 
propria (ie, partial thickness) 

e45172 G2 including muscularis propria (ie, full thickness) 090 12.00 
(For destruction of rectal tumor, transanal approach see 45190) 

45190 Destruction of rectal tumor (eg, electrodesiccation, electrosurgery, laser 090 10.29 
ablation, laser resection, cryosurgery) transanal approach (No Change) 
(For excision of rectal tumor, transanal am~roach, see 45171-451X 2) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 3 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 45171 

CPT Code:45171 Tracking Number G 1 Specialty Society Recommended RVU: 8.00 

Global Period: 090 RUC Recommended RVU: 8.00 

CPT Descriptor: Excision of rectal tumor, transanal approach; not including muscularis propria (ie, partial thickness) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in· Survey: A 70-year-old male presents with rectal bleeding. Clinical and diagnostic studies confirm a 
small 2.5 em benign tumor of the posterior rectal wall with the lower margin 3 to 4 em from the anal verge. He 
undergoes a transanal partial thickness excision of the tumor 

Percentage of Survey Respondents who found Vignette to be Typical: 92% 

Percent of survey respondents who stated they perform the procedure; In the hospital 87% , In the ASC 13%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 60% , Kept overnight (less than 24 hours) 34% , Admitted (more than 24 hours) 6% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 93% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 4% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 4% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Select and order the appropriate antibiotic(s) and confirm timing and administration. 
Assure appropriate selection, timing, and administration of DVT prophylaxis. Confirm pre-operative enemas have been 
carried out. Review pre-operative work-up and labs. Review prior diagnostic studies. Reexamine patient to make sure 
that physical fmdings have not changed and update H&P. Review the surgical procedure, post-op recovery in and out of 
the hospital, and expected outcome(s) with patient/family. Obtain informed consent. Change into scrub clothes. 
Review length and type of anesthesia with anesthesiologist. Verify that all necessary surgical instruments and supplies 
are readily available in the operative suite. Assist with patient positioning (typically prone jackknife or dorsal lithotomy) 
and prepping/draping as needed. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: A retractor system is utilized to evert the anal canal. A large anal retractor or rectal 
speculum is placed and a local anesthetic agent with epinephrine is ~ected into the submucosal plane of the lesion. Stay 
sutures are placed 1 em proximal and 1 em distal to the lesion. A 1 em margin is outlined around the entire lesion. A 
local anesthetic/ns is injected into the submucosal plane under the lesion, in order to elevate the lesion off of the 
underlying muscular layer. An energy source (eg, electric cautery, harmonic scalpel) is utilized to excise the entir 
tumor. This is performed circumferentially around the lesion along the margin. The lesion is removed and sent 
pathology. Hemostasis is obtained and the defect is closed. 

Description of Post-Service Work: Discuss postoperative care with recovery room staff. Discuss surgery outcome with 
patient's family. Write brief operative note. Monitor patient stabilization in the recovery room. After patient is awake, 
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CPT Code: 45171 
discuss surgery outcome with patient. Examine patient to assess for the development of complications (eg, perforation, 
bleeding). Dictate operative report (copy PCP and/or referring physician) and complete medical record documentation. 
Correctly assign CPT codes including Physicians Quality and Reporting Initiative (PQRI) add-on codes where 
appropriate. Consider relevant data, options, and risks and make the decision for discharge. Discuss aftercare treatment 

ith the patient, family and other healthcare professionals, including home restrictions, especially diet, activity, bathing . 
.Reconcile medications and write orders for post-discharge medication. Complete all appropriate medical records, 

including discharge summary and discharge instructions, and insurance forms. A diagnostic sigmoidoscopy will be 
performed at one or more office visits to assess wound healing. Revise treatment plan(s) and communicate with patient 
and family/caregiver, as necessary. Discuss progress with PCP (verbal and written). Dictate progress notes for 
medical record. 
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CPT Code: 45171 
SURVEY DATA 
RUC Meeting Date {mm/yyyy) 101/2009 

Presenter{s): Guy Orangio, MD, FACS; Christopher Senkowski, MD, FACS 

Specialty(s): colon and rectal surgery; general surgery 

CPT Code: 45171 

Sample Size: 300 'Resp N: 92 l Response: 30.6 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hiah 

Service Performance Rate 0.00 3.00 5.00 10.00 30.00 

SurveyRVW: 5.31 8.00 10.29 11.00 20.00 

Pre-Service Evaluation Time: 50.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 20.00 30.00 45.00 45.00 90.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min- CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit{s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**PhysiCian standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(3~ 
99239 (55); 99211 (7); 99212 (16); 99213 (23}; 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30} 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 145171 Recommended Physician Work RVU: 8.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Packaae 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 15.00 3.00 12.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 45.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min- CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit{s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

..EY REFERENCE SERVICE: 

Key CPT Code 
45190 

WorkRVU 
10.29 

CPT Code: 45171 . 

Time Source 
RUCTime 

CPT Descriptor Destruction of rectal tumor (eg, electrodesiccation, electrosurgery, laser ablation, laser resection, 
cryosurgery) transanal approach 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
46262 090 7.80 RUC Time 249 
CPT Descriptor 1 Hemorrhoidectomy, internal and external, complex or extensive; with fistulectomy, with or without 
fissurectomy 

MPC CPT Code 2 

CPT Descriptor 2 

"lther Reference CPT Code 

CPT Descriptor 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 44 % of respondents: 47.8 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

45171 45190 

I Median Pre-Service Time II 63.00 II 80.00 

I Median Intra-Service Time II 45.00 II 60.00 

I Median Immediate Post-service Time 20.00 45.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

~dian Discharge Day Management Time 19.0 19.00 

1 • .1edian Office Visit Time 62.0 62.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time ~I 
266.00 
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CPT Code: 45171 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment lMean} 
The number of possible diagnosis and/or the number of I 3.21 II 3.26 
management options that must be considered 

II The amount and/or complexity of medical records, diagnostic 3.28 3.21 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making 
,, 

2.91 II 3.08 

Technical Skill/Ph~ical Effort <Mean} 

I Technical skill required 
,, 

3.88 II 3.52 

I Physical effort required II 3.58 II 3.26 

Psvcbological Stress lMean} 

I The risk of significant complications, morbidity and/or mortality II 3.09 II 3.00 

I Outcome depends on the skill andjudgment of physician 
,, 

3.84 
,, 

3.60 

I Estimated risk of malpractice suit with poor outcome 'I 3.19 II 3.05 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments <Mean} 

I Pre-Service intensity/complexity II 3.16 II 3.05 

!Intra-Service intensity/complexity II 3.40 II 321 

I Post-Service intensity/complexity 
,, 

2.67 
,, 

2.60 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Sp,ecialty Societies Developing Work Relative Value 
Recommerulations for the appropriate formula and format. 

Current code 45170 (Excision of rectal tumor, transanal approach) will be deleted in 2010 and replaced by two new 
codes (G1 and G2). Code 45170 was reviewed twice by the RUC, resulting in survey data that indicated the typical 
patient stayed in the hospital for one or more nights. The code was selected for review by the RUC 5YR ID 
Workgroup screen for site of service anomalies. During review of the survey data for this code, the RUC 
determined, and the surveying specialties agreed, that code 45170 represented a bimodal distribution of patients and 
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CPT Code: 45171 
that the code should be reviewed by CPT. The ASCRS and ACS presented a CCP for deletion of code 45170 and 
creation of two new codes (G 1 and G2) that differentiated depth of excision for rectal tumors. 

Pre-Time: With respect to the pre-service time, we recommend package 3 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes to position the patient prone jackknife or in dorsal lithotomy. 
• Scrub/Dress/Wait: no change 

G1 Recommendation:·- The consensus committee recommends the survey 25m percentile RVW of 8.00. This value is 
33% less than the current RVW for 45170. This RVW is less than the key reference code 45190 (RVW=10.29) 
which has more intra-operative time. The RVW of 8.00 is also similar to MPC code 46262 (RVW=7.80), which 
has the same intra-op time, but slightly less post-op work. 

SERVICES REPORTED WITI1 MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is perfonning and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 45170 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty colon and rectal surgerey How often? Sometimes 

Specialty general surgery How often? Sometimes 

Specialty How often?· 

;timate the number of times this service might be provided nationally in a one-year period? 7500 
1f the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. specialty extrapolation from 2006 Medicare utilization 

Specialty colon and rectal surgery Frequency 4500 Percentage 60.00 % 
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CPT Code: 45171 

Specialty general surgery Frequency 3000 Percentage 40.00 % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
5,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. specialty estimate based on 2006 Medicare utilization of 45170 

Specialty colon and rectal surgery Frequency 3000 Percentage 60.00 % 

Specialty general surgery Frequency 2000 Percentage 40.00% 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 45172 

~PT Code:45172 Tracking Number G2 Specialty Society Recommended RVU: 12.00 

Global Period: 090 RUC Recommended RVU: 12.00 

CPT Descriptor: Excision of rectal tumor, transanal approach; including muscularis propria (ie, full thickness) 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 75-year-old male presents with rectal bleeding and watery diarrhea. Clinical and diagnostic 
studies confirm a large tumor of the posterior rectal wall with the lower margin 4 em from the anal verge. He undergoes 
a transanal full thiclmess excision of the tumor. 

Percentage of Survey Respondents who found Vignette to be Typical: 90% 

Percent of survey respondents who stated they perform the procedure; In the hospital 99% , In the ASC 1%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 9% , Kept overnight (less than 24 hours) 40% , Admitted (more than 24 hours) 52% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 58% 

, moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 4% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 4% 

l 

Is moderate sedation inherent in your reference code (Office setting)? No . 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Select and order the appropriate antibiotic(s) and confirm timing and administration. 
Assure appropriate selection, timing, and administration of DVT prophylaxis. Confirm pre-operative enemas have been 
carried out. Review pre-operative work-up and labs. Review prior diagnostic studies. Reexamine patient to make sure 
that physical fmdings have not changed and update H&P. Review the surgical procedure, post-op recovery in and out of 
the hospital, and expected outcome(s) with patient/family. Obtain informed consent. Change into scrub clothes. 
Review length and type of anesthesia with anesthesiologist. Verify that all necessary surgical instruments and supplies 
are readily available in the operative suite. Assist with patient positioning (typically prone jacklmife or dorsal lithotomy) 
and prepping/draping as needed. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: The patient is placed in prone jack-knife position. A retractor system is utilized to 
evert the anal canal. A large anal retractor or rectal speculum is placed and a local anesthetic agent with epinephrine is 
injected into the submucosal plane of the lesion. Stay sutures are placed 1 em proximal and 1 em distal to the lesion. A 1 
em or greater margin is outlined around the entire lesion. An energy source (eg, electric cautery, harmonic scalpel) is 

+ilized to begin the full thickness excision of the tumor. The posterior rectal wall is transected through the mucosa, 
Jscular layer, lamina propria and then through the rectal mesentery. This is performed circumferentially around the 

lesion along the margin. The lesion is removed and sent to pathology. Hemostasis is obtained and the defect is closed. 

Description of Post -Service Work: Discuss postoperative care with recovery room staff. Discuss surgery outcome with 
patient's family. Write brief operative note. Monitor patient stabilization in the recovery room. After patient is awake, 
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CPT Code: 45172· 
discuss. surgery outcome with patient and examine patient to assess for the development of complications (eg, 
perforation, bleeding). Dictate operative report (copy PCP and/or referring physician) and complete medical record 
documentation. Correctly assign CPT codes including Physicians Quality and Reporting Initiative (PQRI) add-on codes 
where appropriate. Consider relevant data, options, and risks and make the decision to admit patient for continl' · 
hospital care. Write orders for transfer to medical floor. Visit and examine patient daily to assess wound healing 
bowel signs. Write orders for advancement of diet, medications, and bathing and activity restrictions. Discharge patienl 
from hospital when relevant data, options, and risks indicate it is safe. Discuss at home treatment with the patient/family, 
including home restrictions, especially diet, activity, bathing. Reconcile medications and write orders for post-discharge 
medication. Complete· all appropriate medical records, including discharge summary and discharge instructions, and 
insurance forms. A diagnostic sigmoidoscopy will be performed at one or more office visi~ to assess wound healing. 
Review pathology report with patient when available. Revise treatment plan(s) and communicate with patient and 
family/caregiver, as necessary. Discuss progress with PCP and/or referring physician (verbal ·and written). Dictate 
progress notes for medical record. 
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CPT Code: 45172 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) lo112oo9 

Presenter(s): Guy Orangio, MD, FACS; Christopher Senkowski, MD, FACS 

pecialty(s): colon and rectal surgery; general surgery --

CPT Code: 45172 

Sample Size: 300 'Resp N: 92 I Response: 30.6 % 

Sample Type: Random 

Low 25th Dctl Median* 75th Dctl Hi.Qtl 
Service Performance Rate 0.00 3.00 5.00 9.00 30.00 

Survey RVW: 9.00 11.00 12.00 15.25 22.00 

Pre-Service Evaluation Time: 55.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 40.00 60.00 75.00 90.00 135.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 62.00 99211x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

.,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

Phys1c1an standard total minutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
-99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

Modifier -51 Exempt Status 

Recommended Physician Work RVU: 

Specialty Specialty 
Recommended Recommended 

Pre-Service Pre Time 
40.00 40.00 

15.00 3.00 

20.00 20.00 

75.00 

12.00 

Adjustments to 
Pre-Service Time 

0.00 

12.00 

0.00 

99232x 0.00 99233x 0.00 

1x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
45190 

Global 
090 

WorkRVU 
10.29 

CPT Code: 45172 · 

Time Source 
RUCTime 

CPT Descriptor Destruction of rectal tumor (eg, electrodesiccation, electrosurgery, laser ablation, laser resection, 
cryosurgery) transanal approach 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
47562 

Global Work RVU 
090 11.63 

Time Source 
RUCTime 

CPT Descriptor 1 Laparoscopy, surgical; cholecystectomy 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

118,151 

Most Recent 
Medicare Utilization 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 52 % of respondents: 56.5 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPI'Code: RUCTime 

45172 45190 

I Median Pre-Service Time II 75.00 II 80.00 

I Median Intra-Service Time II 75.00 II 60.00 

Median Immediate Post-service Time 20.00 45.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 20.0 0.00 

Median Discharge Day Management Time 38.0 19.00 

Median Office Visit Time 62.0 62.00 

Prolonged Services Time 0.0 0.00 

Median Total Time 

Other time if appropriate ~ 266.00 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

fental Effort and Judgment (Mean) 

.tbe number of possible diagnosis and/or the number of 3.65 II 
management options that must be considered '-----~ L--------J 

3.57 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L...-_3_.6_5 ___.11._ __ 3.4_8 _ __, 

L..l U_r"'"ge_n....:cy_o_f_m_edi_.cal_dec_is_io_n_making __ · ::::...._ _______ __.ljL-__ 3_.1_2_~11...._ __ 3_.1_4_---.J 

Technical Skill/Phvsical Effort (Mean) 

I~...T_ec_hni_._cal_skill_· _r_eqwr~·-ed ___________ ___JI ._1 __ 4_.1_8 _ _.11 ._ __ 3_.5_7 _ ___, 

L..l P_h=-ys_ical_e_ffi_ort_reqwr-=--·-ed ___________ __.ll 3.59 I L-1 __ 3._1_7 _ _.J 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality I L-1 __ 3_.3_9_~1 L-1 __ 3_.0_5_---.J 

L..l Out_co_m_e_depe~_nds_o_n_tb_e_skill_._and---::..judgm--=:._e_nt_o_f~p....::hy~si_cian ___ __JI ._I __ 4_.1_2_~IIL.. __ 3_.69 __ __, 

. I Estimated risk of malpractice suit with poor outcome II 3.41 11....____3_.12 _ __, 

INI'ENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

L..l Pr_e_-s_e_rv_ic_e_int_e_ns_ity.::..l_c_om....::p'-le_XI__,·ty:__ ________ __JI L-1 __ 3_.5_5_~1 L-1 __ 3_.3_1 _ __, 

~.:llntra:..::.;.;;.~-Se_m_·ce_inte ___ ns ..... ity~/-co_mp..:-le_xi..::.ty ________ ___.ll 3.71 I ~...1 __ 3_.2_4 _ __, 

I L.. P ..... o_st-_Se_rv_i_ce_int_ens_I....::·ty~/c_o_mp.!..l_eXI_.ty.::__ ________ __Jl L..l __ 2_.94_---Jil~... __ 2_.86 _ ____. 

Additional Rationale 

CPT Code: 45172 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

urrent code 45170 (Excision of rectal tumor, transanal approach) will be deleted in 2010 and replaced by two new 
codes (G1 and G2). Code 45170 was reviewed twice by the RUC, resulting in survey data that indicated the typical 
patient stayed in the hospital for one or more nights. The code was selected for review by the RUC 5YR ID 
Workgroup screen for site of service anomalies. During review of the survey data for this code, the RUC 
determined, and the surveying specialties agreed, that code 45170 represented a bimodal distribution of patients and 
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CPT Code: 45172 
that the code should be reviewed by CPT. The ASCRS and ACS presented a CCP for deletion of code 45170 and 
creation of two new codes (G 1 and G2) that differentiated depth of excision for rectal tumors. 

Pre-Time: With respect to the pre-service time, we reCOfill!l~nd package 4 with the following modifications: 
• Evaluation: no change 
• Positioning: Add 17 minutes to position the patient prone jackknife or in dorsal lithotomy. 
• Scrub/Dress/Wait: no change 

G2 Recommendation: The consensus committee reconuilends the survey median RVW of 12.00. This value is 
slightly less than the current RVW for 45170. This RVW is greater than the key reference code 45190 
(RVW = 10.29) which has less intra-operative time and lesspost-op work. The RVW of 12.00 is also similar to MlPC 
code 47562 (RVW = 11.63), which has similar intra-op time and slightly less post-op work. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 45170 

How often do physicians in your ~ecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty colon and rectal surgerey How often? Sometimes 

Specialty general surgery How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 3000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. specialty extrapolation from 2006 Medicare utilization 

Specialty colon and rectal surgery Frequency 1800 Percentage 60.00% 
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CPT Code: 45172 

Specialty general surgery Frequency 1200 Percentage 40.00% 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
2,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. specialty estimate based on 2006 Medicare utilization of 45170 

Specialty colon and rectal surgery Frequency 1200 Percentage 60.00 % 

Specialty general surgery Frequency 800 Percentage 40.00% 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Suggest using the PLI for c'urrent code 45170. 
Although the intra-time is significantly less than new code G2, the previous RVW is similar to the recommendation. We 
were not able to identify another 90-day global code that is familiar to colon and rectal surgeons and general surgeons 
for malignant tumor excision that has an RVW this low . 

.indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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CPT Code: G1 G2 45171 and45172 
AMA/Specialty Society RVS Update Committee Recommendation 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 

Facility Direct Inputs 

CPT Long Descriptors: 

45171 Excision of rectal tumor, transanal approach; not including muscularis propria (ie, partial thickness) 

45172 Excision of rectal tumor, transanal approach; including muscularis propria (ie, full thickness) 

Sample Size: N/ A 

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

A consensus committee of general surgeons and colon and rectal surgeons representing all types of practices and all 
geographic settings discussed the practice expense details for new codes G 1 and G2. The consensus was that neither of these 
codes should be priced in the office setting. Additionally, the committee agreed that at least one of the follow-up office 
visits, a sigmoidoscopy would be performed to assess wound healing. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
The clinical staff completes pre-service diagnostic and referral forms. They call the hospital to schedule space and 
equipment needed in the facility and coordinate with the facility, the patient and other offices as necessary to prepare for 
the procedure. Clinical staff will provide and review educational materials and information including instructions on diet 
and bowel cleansing prior to the procedure. Clinical staff will also call in any prescriptions necessary for the patient prior 
to the procedure and contact the patient prior to the procedure to confirm pre-procedure instructions are being carrier out. 
Calls may also be necessary to coordinate changes in polypharmacy prior to the procedure. 

Intra-Service Clinical Labor Activities: 
N/A 

Post-Service Clinical Labor Activities 
Discharge management and office visit related activities are performed. Additionally, 35 minutes (standard) for setting 
up and cleaning the scope at one visit have been added to the standard office visit times that do not include these 
additional activities. 

1391 



A B c D J E F I G 

1 G1 G2 
!-- ------- --·---- ~~ - ~---- -------------- --

2 45171 45172 
!-- ---------

AMA/Specialty Society RVS Update 
Excision of rectal tumor, Excision of rectal tumor, 
transanal approach; not transanal approach; 

Committee Recommendation ' including muscularis propria including muscularis propria 
(ie, partial thickness) (ie, full thickness) 

3 : ' 

4 LOCATION Code Staff Type Office Facility Office Facility 

5 GLOBAL PERIOD 090 090 090 090 
6 TOTAL CLINICAL LABOR TIME L037D RN/LPN/MTA n/a 175 n/a 181 
7 TOTAL PRE-SERV CLINICAL LABOR TIME L037D RN/LPN/MTA n/a 60 n/a 60 

8 
TOTAL SERVICE PERIOD CLINICAL LABOR TIME L0370 RN/LPN/MTA n/a 6 n/a 12 

9 TOTAL POST-SERV CLINICAL LABOR TIME L037D RN/LPN/MTA n/a 109 n/a 109 

10 PRE-SERVICE 

11 Start: Following visit when decision for surgery or procedure made 

12 Complete pre-service diagnostic & referral forms L0370 RN/LPN/MTA 5 5 
13 Coordinate pre-surgery services L037D RN/LPN/MTA 20 20 

14 Schedule space and equipment in facility L037D RN/LPN/MTA 8 8 

15 Provide pre-service education/obtain consent L037D RN/LPN/MTA 20 20 

16 Follow-up phone calls & prescriptions L037D RN/LPN/MTA 7 7 

18 End:When patient enters office/facility for ~urgery/procedure 

19 SERVICE PERIOD 

39 Discharge day mgmt 99238-12 min, 99239-15 min L037D RN/LPN/MTA 6 12 
41 End: Patient leaves office 

42 POST .SERVICE Period 

43 Start: Patient leaves office/facility 
--- --

46 Ust Number and Level of Office Visits 

47 99211 16 minutes 16 
48 99212 27 minutes 27 1 1 
49 99213 36 minutes 36 2 2 
50 99214 53 minutes 53 
51 99215 63 minutes 63 

53 Total Office Visit Time L037D RNILPNIMTA 0 99 0 99 

54 Other: Setting up & Cleaning rigid Sig Scope at 1 visit 10 10 

55 End: with last office visit before end of global period 

56 MEDICAL SUPPLIES Code Unit 

57 pack, minimum multi-specialty visit 5A048 j)ack 3 3 
58 mask, surgical, with face shield 58034 item 4 4 
59 gown, staff, impervious 58027 item 4 4 
60 shoe covers, surgical 58039 pair 2 2 
61 underpad 2ft x 3ft (Chux) 58044 item 1 1 
62 tubing, suction, non-latex (6ft uou) 50132 item 1 1 
63 tubing, suction, non-latex (6ft) with Yankauer tip (1) 50134 item. 1 1 
64 canister, suction 50009 item 1 1 
65 syringe 50-60ml 5C056 item 1 1 
66 lubricating jelly (K-Y) (5gm uou) 5J032 item 6 6 
67 swab, procto 16in 5J052 item 3 3 
68 applicator, cotton-tipped, non-sterile 6in 5G008 item 3 3 
69 gauze, non-sterile 2in x 2in 5G050 item 8 8 
70 pack, cleaning and disinfecting, endoscope 5A042 pack 1 1 
71 Equipment Code 

72 table, power EF031 99 99 
73 light, surgical EF014 99 99 
74 suction machine (Gomco) EQ235 36 36 
75 light source, xenon EQ167 36 36 
76 cart, endoscopy imaging equipment E5003 36 36 
77 endoscope, rigid, sigmoidoscopy E5012 46 46 

AMA Specialty Society Recommendation Page 1 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated from the Five Year Review 

April2009 

Urodynamics Studies 

In February 2008, the RUC identified 51726, 51772, 51795, and 51797 through the Codes Reported Together screen as they are 
reported together more than 95% of the time. The RUC referred to all four codes to CPT for creation of new bundled services and to 
reorganize the coding structure to reflect the typical procedures performed. 

51727 
The RUC reviewed the physician time for 51727 Complex cystometrogram (ie, calibrated electronic equipment); with urethral 
pressure profile studies (ie, urethral closure pressure profile), any technique and determined that an additional 13 minutes of pre-time 
package 5 Non-Facility Procedure without anesthesia, is necessary to capture evaluation and the placement of the foley and 
urodynamic cathethers. The specialty society indicated that the total pre-service time of 20 minutes, as indicated by the survey 
respondents is correct, but should all be captured in the pre-evaluation component. The specialty society recommended and the RUC 
agreed that an additional 5 minutes should be added to the survey intra-service time of 30 minutes, totaling 35 minutes, as it requires 
slightly more time than base code 51726 Complex cystometrogram (eg, calibrated electronic equipment) (work RVU = 1.71 and 
physician time of25 minutes pre-, 30 minutes intra- and 15 minutes immediate post-service time) to perform the urethral pressure 
profile studies. The specialty society recommended and the RUC agreed that the survey immediate post-service time of 10 minutes is 
appropriate. 

The RUC compared 51727 to 52000 Cystourethroscopy (separate procedure) (work RVU = 2.23 and 17 minutes pre, 15 minutes 
intra, and 10 minutes post time) and determined that urodynamics code 51727 is less intense. The RUC then reviewed reference code 
70554 Magnetic resonance imaging, brain, functional MRJ; including test selection and administration of repetitive body part 
movement and/or visual stimulation, not requiring physician or psychologist administration (work RVU = 2.11 and 15 minutes pre, 35 
minutes intra, and 10 minutes immediate post-service time) and determined that 2.11 work RVUs is an appropriate crosswalk as these 
two services have similar service times and intensities. The RUC also, compared 51727 to 99215 Office Visit, Established Patient 
(work RVU = 2.00 and 5 minutes pre, 35 minutes intra, and 15 minutes post time). The RUC recommends 2.11 work RVUs for 
51727 and 20 minutes pre, 35 minutes intra and 10 minutes immediate post-service time. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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51728 
The RUC reviewed code 51728 Complex cystometrogram (ie, calibrated electronic equipment); with voiding pressure studies (ie, 
bladder voiding pressure), any technique and determined that it requires the same physician work and physician time as 51727. 

The RUC reviewed the physician time for 51728 and determined that an additional 13 minutes to pre-time package 5 Non-Facility 
Procedure without anesthesia, is necessary to capture evaluation and the placement of the foley and urodynamic cathethers. The 
specialty society indicated that the total pre-service time of 20 minutes, as indicated by the survey respondents is correct, but should 
all be captured in the pre-evaluation component. The specialty society recommended and the RUC agreed that an additional 5 minutes 
should be added to the surveyed intra-service time of 30 minutes, totaling 35 minutes, as it requires slightly more time than base code 
51726 Complex cystometrogram (eg, calibrated electronic equipment) (work RVU = 1.71 and physician time of25 minutes pre-, 30 
minutes intra- and 15 minutes immediate post-service time) to perform the voiding pressure studies. The specialty society 
recommended and the RUC agreed that the survey immediate post-service time of 10 minutes is appropriate. 

The RUC compared 51728 to 52000 Cystourethroscopy (separate procedure) (work RVU = 2.23 and 17 minutes pre, 15 minutes 
intra, and I 0 minutes post time) and determined that urodynamics code 51727 is less intense. The RUC then reviewed reference code 
70554 Magnetic resonance imaging, brain, functional MRI; including test selection and administration of repetitive body part 
movement and/or visual stimulation, not requiring physician or psychologist administration (work RVU = 2.11 and 1}5 minutes pre, 35 
minutes intra, and 10 minutes immediate post-service time) and determined that 2.11 work RVUs is an appropriate crosswalkas these 
two services have similar service times and intensities. The RUC also, compared 51727 to 99215 Office Visit, Established Patient 
(work RVU = 2.00 and 5 minutes pre, 35 minutes intra, and 15 minutes post time). The RUC recommends 2.11 work RVUs for 
51728 and 20 minutes pre, 35 minutes intra and 10 minutes immediate post-service time. 

51729 
The RUC reviewed the physician time for 51729 Complex cystometrogram (ie, calibrated electronic equipment); with voiding 
pressure studies (ie, bladder voiding pressure), and urethral pressure profile studies (ie, urethral closure pressure profile), any 
technique and determined that .an additional 13 minutes to pre-time package 5 Non-Facility Procedure without anesthesia, is necessary 
to capture evaluation and the placement ofthe foley and urodynamic cathethers. The specialty society indicated that the total pre­
service time of20 minutes should all be captured in the pre-evaluation component. The specialty society recommended and the RUC 
agreed that an additional I 0 minutes should be added to the surveyed intra-service time of 30 minutes, totaling 40 minutes, as it 
requires slightly more time than base code 51726 Complex cystometrogram (eg, calibrated electronic equipment) (work RVU = I. 71 
and physician 'time of25 minutes pre-, 30 minutes intra- and 15 minutes immediate post-service time) and slightly more physician 
time to perform than the urethral pressure studies and the voiding pressure studies alone. The specialty society recommended and the 
RUC agreed that the survey immediate post-service time of 15 minutes is appropriate. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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The RUC reviewed the increment between the base code 51726 and the recommended work RVUs for 51727 or 51728, which was 
0.40 (2.11 - 1. 71 = 0.40). The RUC determined that 0.40 is an appropriate increment between 51727 or 51728 compared to 51729. 
The RUC added the increment and determined 2.51 work RVUs for 51729 appropriately accounts for the physician work required to 
perform this service (2.11 + 0.40 = 2.51 ). The RUC also compared 51729 to a similar service 75635 Computed tomographic 
angiography, abdominal aorta and bilateral iliofemoral/ower extremity runoff, with contrast material(s), including noncontrast 
images, if performed, and image postprocessing (work RVU = 2.40 and 10 minutes pre, 45 minutes intra, and 15 minutes immediate 
post-service time) and determined that this reference also supports a work RVU of2.51 for code 51729. The RUC recommends a 
work RVU of 2.51 for 51729 and 20 minutes pre, 40 minutes intra and 15 minutes immediate post-service time. 

Practice Expense 
The RUC reviewed the clinical labor inputs for the typical patient and made minor edits regarding the intra-service time. The RUC. 
also made adjustments to the medical supplies and equipment. 

Work Neutrality 
The RUC's recommendation for this family of codes will result in an overall work savings that should be redistributed back to the 
Medicare conversion factor. 

CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

51726 Complex cystometrogram (ie, calibrated electronic equipment); 000 1.71 

(No Change) 

•51727 DD1 with urethral pressure profile studies (ie, urethral closure pressure 000 2.11 
profile), any technique 

•51728 DD2 with voiding pressure studies (ie, bladder voiding pressure), any 000 2.11 
techni_que 

•51729 DD3 with voiding pressure studies (ie, bladder voiding pressure), and 000 2.51 
urethral pressure profile studies (ie, urethral closure pressure profile), 
any technique 

D 51772 YFethmlpressaFe pFefile studies (YPP~ Eut=ethml elesHFe pFessaFe pFefile), ~· 000 N/A 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 3 



CPT Code Tracking CPT Descriptor Global Period WorkRVU 
(•New) Number Recommendation 

teeh..'liEJ:He 

(51772 has been deleted. To renort urethral nressure nrofile studies, use CPT 
codes 51727 or 51729) 

D 51795 VoidiHg Jlress\:lfe studies ('/P); bladder voidiHg Jlressure, any teehniqHe 000 N/A 

(51795 has been deleted. To renort bladder voiding nressure studies, use code 
51728 or 51729.) 

E +51797 
Voiding pressure studies~ ~intra-abdominal voiding flFeSS\:lfe (AP) (~ 

zzz 0.80 
rectal, gastric, intraperitoneal) (List separately in addition to code for primary 

(No Change) 
procedure) 

(Y:se S l ':/-9':/- in eonjuneton •;rrith S l ':/-9S) 

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



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 51727 

CPT Code:51727 Tracking Number DDl Specialty Society Recommended RVU: 2.52 

Global Period: 000 RUC Recommended RVU: 2.11 

CPT Descriptor: Complex cystometrogram (eg, calibrated electronic equipment); with urethral pressure profile studies 
(UPP) (urethral closure pressure profile), any technique 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 66-year-old woman complains of urinary stress incontinence 6-months after undergoing an 
anti-incontinence operation. 

Percentage of Survey Respondents who found Vignette to be Typical: 85% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? 

Description of Pre-Service Work: (1) obtaining and reviewing records or previous history, laboratory studies and 
urologic x-rays before the procedure; (2) communicating with the patient to explain the procedure, operative risks and 
benefits and to obtain informed consent; (3) positioning, prepping and draping the patient, and scrubbing; (4) preparing 
and checking needed equipment for surgery or procedure and any other non "skin-to-skin" work in the operating room 
or procedure suite. Calibrate electronic equipment. Insert urodynamic catheter and measure post-void residual urine. 
Connect catheter to infusion pump and pressure transducer and zero transducer to atmospheric pressure. Purge air 
from tubing. 

Description of Intra-Service Work: ·This is an interactive examination between patient and examiner. The procedural 
steps vary considerably depending upon the cystometric findings. Infuse fluid into bladder and record bladder sensations 
and bladder volume at predefmed physiological landmarks. Wait for involuntary detrusor contractions as the bladder 
fills and record volume and pressure measurements. If involuntary detrusor contractions occur, evidence by voiding 
around the catheter, the bladder should be emptied. In some instances, the examination needs to be repeated in sitting 

standing positions. If in involuntary detrusor contractions are not demonstrated, assist patient to sitting and/or 
· position and repeat infusion.' When ready to measure urethral measure profile, begin to withdraw catheter 

the urethra and record bladder sensations and bladder volume at predefmed physiologic landmarks. Each rise in 
urethral pressure must be accounted for by careful observations and annotated. When intra-urethral pressure is at its 
maximum, then have patient do . sustained V alsalsa maneuver and several coughs and record changes to urethral 
pressures. Check patient for stress incontinence. 
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CPT Code: 51727 

Description of Post-Service Work: (1) all post procedure care on the day of the procedure, communication with the 
patient and/or family and referring physician (including written and telephone reports), and other non "skin-to-skin" 
work in the procedure suite; (2) other follow-up care, prescriptions before the patient is discharged, if applicable. 
review, interpret and dictate results of the diagnostic study. 

1399 
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SURVEY DATA 
RUC Meeting Date (mm/yyyy) Jo4t2009 

Presenter( s): James Giblin, MD; Richard Gilbert, MD, Kristi Keil, MD; George Hill, MD 

pecialty(s ): Urology/Gynecology 

CPT Code: 51727 

Sample Size: 106 'Resp N: 46 l Response: 43.3 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hjg_h 

Service Performance Rate 0.00 17.50 80.00 150.00 650.00 

SurveyRVW: 1.01 2.77 4.13 6.33 12.50 

Pre-Service Evaluation Time: 5.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 

Intra-Service Time: 5.00 20.00 30.00 30.00 45.00 

Immediate Post Service-Time: 10.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

Physrcran standard total mrnutes per ElM vrsrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16}; 99213 (23); 99214 (40}; 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code: 151727 iR-="'u'"'""' .. de:d Physician Work RVU: 2.52 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time .. Pre-Service Time 

Pre-Service Evaluation Time: 20.00 7.00 13.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 35.00 

Immediate Post Service-Time: 10.00 

IPost Ol.lc•atln Visits I_otal Min~ CPI Code _and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

~o;,. Day Mgmt: QJm 99238x 0.0 99239x 0.0 

me/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

.. s . 0.00 nn'l~A, 0.00 55x 0.00 56x 0.00 57x 0.00 ··~t:U erv1ces: 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
52282 

Global 
000 

CPT Descriptor Cystourethroscopy, with insertion of urethral stent 

KEY MPC COMPARISON CODES: 

WorkRVU 
6.39 

CPT Code: 5172T 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
31622 000 2.78 RUC Time 92,211 
CPT Descriptor 1 Bronchoscopy, rigid or flexible, with or without fluoroscopic guidance; diagnostic, with or without 
cell washing (separate procedure) 

MPC CPT Code 2 
43235 

Global 
000 

Work RVU Time Source 
2.39 RUC Time 

Most Recent 
Medicare Utilization 

445,317 

CPT Descriptor 2 Upper gastrointestinal endoscopy including esophagus, stomach, and either the duodenum and/or 
jejunum as appropriate; diagnostic, with or without collection of specimen(s) by brushing or washing (separate 
procedure) 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
o.oo· 

Time Source 

RELATIONSinP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 9 % of respondents: 19.5 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

51727 52282 

I Median Pre-Service Time II 20.00 II 40.00 

I Median Intra-Service Time II 35.00 II 50.00 

I Median Immediate Post-service Time I 10.00 30.00 

I Median Critical Care Time I 0.0 0.00 

I Median Other Hospital Visit Time I 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

I Prolonged Services Time II 0.0 0.00 

I Median Total Time II 65.00 120.00 
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Llo~fu~e~r~tim~eu~·~ap~p~ro~p_rim~e ____________________ ~l~l ------~~~~ --------~ 

lNTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the nwnber of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

L--_4.5_6-----~1 .._I __ 3.44_-----~ 

~-----4_.6_7 ____.IIL.....-_3.1_1 _ __. 

._I u_r::::.ge_n-=cy;,_o_f_m_edi_._cal_dec_is_io_n_making_·~--------....11 ._1 __ 2_.5_6 _ _.1 ._1 ____ 3_.3_3 __ -...J 

Technical SkilliPhysical Effort (Mean) 

._IT_ec_~_·cal __ s_kill __ r~~·-ed ____________________ _...,~l~l __ 4_.00 __ -....~1~1 ___ 3_.44 ____ ~ 

._I P_h~ys_ical--,-e.,....ffi....,ort.,.r_eqwr..!.-.· _ed ___________ ____.l ._I __ 3_.5_6 _ _.1 ._I ____ 3_.3_3 -----l 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 11._ __ 2_.5_6 _ _.1 ._I __ 3_.5_6 _ _...,~ 

I ._Ou_~_om_e_depe..!.-.nds __ on_th_e_sw_·l_and_J~·~~-e_n_to_f~p-=~..:..sl_.clan_· ___ _.ll.___4_.44 _ __.l._l __ 3_.6_7 _ _...,~ 

_.is_tima_t_ed_ris_k_o_f_mal--=-pra_cn_·c_e_sw_·t_Wl_.th___..poo_r_o_ut_co_m_e ___ ___.l._l __ 2_.7_8 _ _,ll._ __ 3_.5_6 _ __, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

._l~-~-~_rYl_._re_inte_ns~ity..:../c_o_mp~le_xi~ty _________ __.l._l __ 3_.2_2 _ _.11.___2_.8_9 _ _...,~ 

._IIntra __ -S_erv_ic_e _int_e_ns-'ity'-/_co_m_._p_Ie_xi~ty---------"-'J ._I __ 4_.00_-....~11.__ __ 3_.1_1 __ __. 

._I P....:.o....:.st_-S_erv_ic_e _in_te_ns_ity.::../_co_m.....:p'--le_Xl-'.ty::....._ ________ __,l ._I __ 3_.44_-....~1 ._I __ 3_._00 _ ___. 

Additional Rationale and Comments 

CPT Code: 51727 . 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
,VPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 

xommendations for the appropriate formula and format. 

The expert panel reviewed the physician work associated with this proposed CPT code and made the following determination due 
to the lack of compelling evidence: · 
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CPT Code: 51727 
The recommended work value by the specialty society was determined based on 2009 RVU for 51726 plus 50% of the RVU for 
51772. This 50% reduction is based on the multiple procedure reduction payment rule for CPT codes reported during the same 
encounter. The recommendation is as follows: 

CURRENT RVUs CURRENT INTRA-SERVICE 2009 RVU plus Multiple procedua 
TIME reduction payment rule (SO% 

reduction on second & third CPT 
codes) 

RUC SO%* RUC SO% TOTAL S1727 (S1726 + 51772) 

S172 1.71 30 1.71 + 0.81 = 2.52 
6 

S177 1.62 0.81 20 10 40 Recommended RVU = 2.52 
2 

In addition, the intra-service time should reflect 50% of the second CPT code as well. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 
0 

[gJ 
0 
[gJ 
0 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. · 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. See table at end ofSOR 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 51726 + 51772 

How often do physicians in your g>ecialty perform this service? (ie. connnonly, sometimes, rarely) 
If the reconnnendation is from multiple specialties, please provide information for each specialty. 

Specialty Urology How often? Connnonly 

Specialty Gynecology How often? Connnonly 

SR._ecialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 78998 
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CPT Code: 51727 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty: 
Please explain the rationale for this estimate. Incontinence is frequently an issue for patients who are too young to be in 
Medicare. 

lpecialty Urology Frequency 49944 Percentage 63.22 % 

Specialty Gynecology Frequency 23715 Percentage 30.01 % 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
39,499 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. Taken from the 2007 RUC database 

Specialty Urology Frequency 24972 Percentage 63.22 % 

Specialty Gynecology Frequency 11854 Percentage 30.01 % 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 54231 (RVU of 2.04) Selected key reference code 
RVUs were too high and a new crosswalk was selected to reflect a more appropriate RVU. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 

Question #2. Services reported with multiple procedure codes 

CPT Descriptor Global Work Pre Intra Post Multiple 50% 
Code RVU Time Time Time Procedure RVU 

Reduction 
51741 Complex uroflowmetry (eg, ()()() 1.14 13 28 13 y .57 

calibrated electronic equipment) 
51784 Electromyography studies 0000 1.53 10 20 10 y .76 

(EMG) of anal or urethral 
sphincter, other than needle, 
any technique 

51798 Measurement of post-voiding XXX 0 5 4 0 N 
residual urine and/or bladder 
capacity by ultrasound, non-
imaging 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 51728 

CPT Code:51728 Tracking Number DD2 Specialty Society Recommended RVU: 2.48 

Global Period: 000 RUC Recommended RVU: 2.11 

CPT Descriptor: Complex cystometrogram (eg, calibrated electronic equipment); with voiding pressure studies (VP); 
bladder voiding pressure, any technique 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 69-year-old man complains of urinary frequency, urgency, weak stream and a post void 
residual urine of 210 ml. 

Percentage of Survey Respondents who found Vignette to be Typical: 88% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: ( 1) obtaining and reviewing records or previous history, laboratory studies and 
urologic x-rays before the procedure; (2) communicating with the patient to explain the procedure, operative risks and 
benefits and to obtain informed consent; (3) positioning, prepping and draping the patient, and scrubbing; (4) preparing 
and checking needed equipment for surgery or procedure and any other non "skin-to-skin" work in the operating room 
ot' procedure suite. Calibrate electronic equipment. Insert urodynamic catheter and measure post-void residual urine. 
Connect catheter to infusion pump and pressure transducer and zero transducer to atmospheric pressure. Purge air 
from tubing. 

Description of Intra-Service Work: This is an interactive examination between patient and examiner. The procedural 
steps vary considerable depending upon the cystometric fmdings. Infuse fluid into bladder and record bladder sensations 
and bladder volume at predefmed physiologic landmarks. Wait for involuntary detrusor contractions as the bladder fills 
and record volume and pressure measurements. If involuntary detrusor contractions occur, evidenced by voiding around 
the catheter, the bladder should be emptied. In some instances, the examination needs to be repeated in sitting and/or 
standing positions. If in involuntary detrusor contractions are not demonstrated, assist patient to sitting and/or stand. 
position and repeat infusion. Ask the patient to try to void when he feels full. Each rise in vesical pressure must , 
accounted for by careful observations. To distinguish detrusor contractions from rises in abdominal pressure. If 
detrusor contractions are not demonstrated, assist patient with provocative maneuvers such as turning on water on 
running water or helping him relax. If still unable to void, terminate the examination. Voiding is monitored to determine 

1405 



CPT Code: 51728 
peak voiding pressure. Abdominal straining is also assessed, as is quality of .the detrusor contraction. Residual urine 
volume is calculated after voiding is completed. 

Description of Post-Service Work: (1) all post procedure care on the day of the procedure, communication with the 
Jatient and/or family and referring physician (including written and telephone reports), and other non "skin-to-skin" 

work in the procedure suite; (2) other follow-up care, prescriptions before the patient is discharged, if applicable. (3) 
review, interpret and dictate results of the diagnostic study. 
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CPT Code: 51728 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) \04/2009 

Presenter(s ): James Giblin, MD; Richard Gilbert, MD, Kristi Keil, MD; George Hill, MD 
--

Specialty(s): Urology/Gynecology 

CPT Code: 51728 

Sample Size: 106 'Resp N: 50 I Response: 47.1% 
-

Sample Type: Random 

Low 25th octl Median* 75th octl Hig_h 

Service Performance Rate 0.00 50.00 100.00 200.00 700.00 

Survey RVW: 1.35 3.03 4.33 6.08 15.00 

Pre-Service Evaluation Time: 5.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 

Intra-Service Time: 5.00 20.00 30.00 35.00 60.00 

Immediate Post Service-Time: 12.50 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Physrcran standard total mrnutes per ElM vrsrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(3b,, ·' 
99239 (55); 99211 (7); 99212 (16); 99213 (23}; 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code: 151728 Recommended Physician Work RVU: 2.48 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 20.00 7.00 13.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-service Time: 35.00 

Immediate Post Service-Time: 10.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

,.ffiY REFERENCE SERVICE: 

Key CPT Code 
52007 

Global 
(}()() 

WorkRVU 
3.02 

CPT Code: 51728 

Time Source 
RUCTime 

CPT Descriptor Cystourethroscopy, with ureteral catheterization, with or without irrigation, instillation, or 
ureteropyelography, exclusive of radiologic service; with brush biopsy of ureter and/or renal pelvis 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global Work RVU Time Source 
43239 000 2.87 RUC Time 

Most Recent 
Medicare Utilization 

1,382,322 
CPT Descriptor 1 Upper gastrointestinal endoscopy including esophagus, 
jejunwn as appropriate; with biopsy, single or multiple 

stomach, and either the duodenwn and/or 

MPC CPT Code 2 
45378 

Global 
(}()() 

Work RVU Time Source 
3.69 RUC Time 

Most Recent 
Medicare Utilization 

971,248 

CPT Descriptor 2 Colonoscopy, flexible·, proximal to splenic flexure; diagnostic, with or without collection of 
specimen(s) by brushing or washing, with or without colon decompression (separate procedure) 

..>ther Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 11 %of respondents: 22.0 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

51728 52007 

I Median Pre-Service Time II 20.00 II 38.00 

I Median Intra-Service Time II 35.00 II 45.00 

I Median Immediate Post-service Time 10.00 30.00 

I Median Critical Care Time 0.0 0.00 

!dian Other Hospital Visit Time 0.0 0.00 

• .1edian Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time 65.00 113.00 
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~lo_ili_e_r_mm __ e_n_ap~p~r~op~na_·_re ____________________ ~l~l ------~~~~--------~ 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 
The nwnber of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-3_.~--~'~1 ____ 3._00 __ ~ 

.___3_.5_5 _ _.1 ~' ___ 2_.9_1 __ ___, 

l~u_r~~-n~cy~o_f_m_edi_._cai __ ~ __ ~_io_n_makm __ ·~g~--------------~'~1 __ 2_.5_5 _ _.11~--2-.5_5 __ ___, 

Technical Skill/Physical Effort (Mean) 

~IT_~_rnn_·cai __ s~_-_l_r~~·-ed __________________ ~l~j ___ 2_.9_1 __ ~1~1 ____ 3_.o_o __ ___, 

~..:.l P...;..;hy::....:s.:..;;ical=..:.e_ffo.....;rt_l'_equired.:.......... ------------------------~'1 2.55 I ~~----2_.64 __ ~ 
Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality II~ ___ 2_.00_~1 ~~ ____ 2_.3_6 __ ___, 

j~Ou __ tc_om __ e _depe.......__nds ___ on_th __ e _skill_· _an __ d=-ju_dgm"'--e_nt_o_f...:.p....:hy:....s_ic_ian ______ _.ll ~ ___ 3_.3_6 __ _.1 L-1 ____ 3_.1_8 __ -...~ 

IL..Es_n_·m_a_ted_ns_· _k _of_mal___:p._ra_c_ti_ce_s_ui_t _WI_·th-'poo.___r o_u_tc_o_m_e _____ ~ll~ ___ 1_.8_2 __ ~~~~----1_.9_1 --~ 

INTENSITY /COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

~~ Pl'_e-_Se.:....:..;_rv_ice __ int_e_ns_ity..::../_c_om~p~le_XI_,·ty:.....-______________ ___jl ~~ ___ 2_.5_5 --~' ~~---2_.3_6 __ __. 

L..IIntra=.....;-S.....;e.:..rvi...:;.·c_e_inte __ ns.:..i...:.ty_lc_om~pl_eXI_.ty..;:.._ _______________ ___,l ~'---3_.4_5 __ ~1 ~'---2_._91 __ __. 

l~P_o_st-_Se_rv_ic_e _int_e_ns_ity.=-:-/_co_m....:p:....le_XI-'.ty'--------------------'' ~~ ___ 2_. 7_3 __ _,~, ~~ __ 2_._45 __ ~ 

Additional Rationale 

CPTCode: 51728 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
JWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Valv· 
Recommendations for the appropriate formula and format. 

The expert panel reviewed the physician work associated with this proposed CPT code and made the following determination due 
to the lack of compelling evidence: 
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CPT Code: 51728 

The recommended work value by the specialty society was determined based on 2009 RVU for 51726 plus 50% of the RVU for 
51795. This 50% reduction is based on the multipleprocedure reduction payment rule for CPT codes reported during the same 
encounter. The recommendation is as follows: 

CURRENT RVUs 2009 RVU plus Multiple 
procedure reduction 
payment rule (SO% 

reduction on second & 
CURRENT INTRA-SERVICE TIME third CPT codes) 

RUC 50%* RUC 50% TOTAL 51728 (51726 + 51795) 

51726 1.71 30 1.71 + 0.77 = 2.48 
51795 1.53 0.77 25 12.5 40.5 

In addition, the intra-service time should reflect 50% of the second CPT code as well. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: Yes 

Why is the procedure reported usin? multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using diff~rent codes. . 
k8l Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
[gl Historical precedents. 

0 Other reason (please explain) Patients who present with specific clinical situations may require a battery 
of diagnostic testing to determine the proper diagnosis: The required testing is different and determined by the 
physician based on the clinical situation specific to the patient and their presenting problems. 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. See table at end of SOR 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, pie~ ensure that the Medicare frequency for this unlisted 
code is reviewed) 51726 + 51795 

Jw often do physicians in your §I?ecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Urology How often? Commonly 
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CPT Code: 51728 
Specialty Gynecology How often? Commonly 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 98748 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Incontinence is as frequently an issue for patients who are too young to be 
in Medicare. 

Specialty Urology Frequency 62212 Percentage 63.00 % 

Specialty Gynecology Frequency 36536 Percentage 36.99 % 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
362,929 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. From 2007 RUC database 

Specialty Urology Frequency 265519 Percentage 73.16 % 

Specialty Gynecology Frequency 170831 Percentage 47.07% 

Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rati_onale. 54231 is more appropriate 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 

Procedures reported with several CPf codes 

2. 

CPT Descriptor Global Work Pre Intra Post Multiple 50% 
Code RVU Time Time Time Procedure RVU 

Reduction 
51741 Complex uroflowmetry (eg, 000 1.14 13 28 13 y .57 

calibrated electronic 
eouioment) 

51784 Electromyography studies 0000 1.53 10 20 10 y .76 
(EMG) of anal or urethral 
sphincter, other than needle, 
any technique 

51798 Measurement of post-voiding XXX 0 5 4 0 N 
residual urine and/or bladder 
capacity by ultrasound, non-
ima.e;in.e; 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 51729 

~PT Code:51729 Tracking Number DD3 Specialty Society Recommended RVU: 3.29 

Global Period: 000 RUC Recommended RVU: 2.51 

CPT Descriptor: Complex cystometrogram (eg, calibrated electronic equipment); with voiding pressure studies (VP); 
bladder voiding pressure, any technique, and urethral pressure profile studies (UPP) (Urethral closure pressure profile), 
any technique 

CLINICAL DESCRIPfiON OF SERVICE: 

Vignette Used in Survey: A 72-year old male status post radical retropubic prostatectomy 2 years ago complains of 
urinary frequency, weak stream and urinary incontinence. His post void residual urine is 208 ml. 

Percentage of Survey Respondents who found Vignette to be Typical: 89% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
~M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: (1) obtaining and reviewing records or previous history, laboratory studies and 
urologic x-rays before the procedure; (2) communicating with the patient to explain the procedure, operative risks and 
benefits and to obtain informed consent; (3) positioning, prepping and draping the patient, and scrubbing; (4) preparing 
and checkiJ1g needed equipment for surgery or procedure and any other non "skin-to-skin" work in the operating room 
or procedure suite. Calibrate electronic equipment. Insert urodynamic catheter and measure post-void residual urine. 
Connect catheter to infusion pump and pressure transducer and zero transducer to atmospheric pressure. Purge air 
from tubing. 

Description of Intra-Service Work: This is an interactive examination between patient and examiner. The procedural 
steps vary considerably depending upon the cystometric fmdings. Infuse fluid into bladder and record bladder sensations 
and bladder volume at predefined physiologic landmarks. Wait for involuntary detrusor contractions as the bladder fills 
and record volume and pressure measurements. If involuntary detrusor contractions occur, evidenced by voiding around 

~ catheter, the bladder should be emptied. In some instances, reexamination needs to be repeated in sitting and/or 
.mding positions. If in involuntary detrusor contractions are not demonstrated, assist patient to sitting and/or standing 

position and repeat infusion. Ask the patient to try to void when he feels full. 

-
Each rise in vesical pressure must be accounted for by careful observations to distinguish detrusor contractions from 
rises in abdominal pressure. If detrusor contractions are not demonstrated, assist patient with provocative maneuvers 
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CPT Code: 51729 
such as turning on water on running water or helping him relax. When ready to measure urethral pressure profile, begin 
to withdraw catheter through the urethra and r~ord bladder sensations and bladder volume at predefmed physiologic 
landmarks. Each rise in urethral pressure must be accounted for by careful observations and annotated. When intra­
urethral pressure is at its maximum; then have patient do sustained V alsalsa maneuver and several coughs and rec 
changes to urethral pressures. Check patient for stress incontinence. Voiding is monitored to determine peak voil 
pressure. Abdominal straining is also assessed, as is quality of the detrusor contraction. Residual urine volume IS 

calculated after voiding is completed. 

Description of Post-Service Work: (1) all post procedure care on the day of the procedure, communication with the 
patient and/or family and referring physician (including written and telephone reports), and other non "skin-to-skin" 
work in the procedure suite; (2) other follow-up care, prescriptions before the patient is discharged, if applicable. (3) 
review, interpret and dictate results of the diagnostic study. 

1413 



CPT Code: 51729 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) \04/2009 

Presenter(s): James Giblin, MD; Richard Gilbert, MD, Kristi Keil, MD; George Hill, MD 

ipecialty(s): Urology/Gynecology 

CPT Code: 51729 

Sample Size: 106 IResp N: 45 
I 

Response: 42.4 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl H!.g_h 

Service Performance Rate 0.00 20.00 100.00 170.00 700.00 

SurveyRVW: 1.57 3.70 5.70 6.99 15.00 

Pre-Service Evaluation Time: 10.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 

Intra-Service Time: 5.00 25.00 30.00 40.00 90.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

..,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

'Phys1c1an standard total mmutes per ElM v1s1t: 99291 {70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 {60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code: j51729 Recommended Physician Work RVU: 3.29 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 20.00 7.00 13.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 40.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

r'lischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

fice time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

jProlonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
52282 

Global 
000 

CPT Descriptor Cystourethroscopy, with insertion of urethral stent 

KEY MPC COMPARISON CODES: 

WorkRVU 
6.39 

CPT Code: 51729 

Time Source 
RUCTime 

Compare the surireyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
19103 000 3.69 RUC Time 92,574 
CPT Descriptor 1 Biopsy of breast; percutaneous, automated vacuum assisted or rotating biopsy device, using imaging 
guidance 

MPC CPT Code 2 
45380 

Global 
000 

Work RVU Time Source 
4.43 RUC Time 

Most Recent 
Medicare Utilization 

778,737 

CPT Descriptor 2 Colonoscopy, flexible, proximal to splenic flexure; with biopsy, single or multiple 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 13 % of respondents: 28.8 % 

TIME ESTIMATES <Median) Key Reference 
CPT Code: CPT Code: 

51729 52282 

._I M_edian_._IT_e-_Se_rn_·ce_T_im_e _________ _..ll 20.00 I ._I __ 40_.00 _ ____. 

L-1 M_edian...:....·~Intra_-_Se_rn_·c_e_T_im_e _________ -...JII 40.00 I L-1 __ 5_o._oo _ __, 

I Median Immediate Post-service Time 15.00 I 30.00 
Median Critical Care Time 0.0 11===0=.00===9 

Median Other Hospital Visit Time 0.0 I 0.00 
1========1 

Median Discharge Day Management Time 0.0 I 0.00 
Median Office Visit Time 0.0 11=====0=.00===1 

I Prolonged Services Time I 0.0 I 0.00 
~, M,;,ed;,;;.;;;ja;g,;n;.;;;T=otal~T,;,im,;,e~=============ll ~~ F ==122=.=00===1 

Other time if appropriate . C===:J . 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

!~ental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of .___4_.5_3 _ _,1 ._I __ 3_.40 __ _. 
management options that must be considered -

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

~-4_.4_7 __ ..... 1~1 ____ 3._40 __ __, 

._lu_r~~-n~cy~o_f_m_edi_._cai_dec_is_io_n_~ __ ·~----------------'ll.___2_.9_3 _ _,1._1 __ 3_.1_3 _ __, 

Technical Skill/Physical Effort (Mean) 

IL-T_ec_hni_·cal __ s_kill __ reqwr...!..-· _ed __________________ -.~11 ~ __ 4_.40 ____ __,1 L-1 ___ 3_.4_7 __ __, 

._IP_h~%_ical_e_ffi_on_re~~-·-ed ___________ ___.ll._ __ 3_.4_7_ ..... 11.__ __ 2_.8_7 _ __, 

Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I .... 1 __ 3_.0_7 _ _,11.__ __ 3_.40 __ _, 

._I Ou_tco_m_e_depe~_nds_o....;.n_th_e....;.skill...;..·_...and~judgm--:::._e;.;;nt;;..o_f~p-=hy....;.sl...;..·ci~an __ __.l .._I __ 4_.60 _ ___.1 .._I __ 3_.40 __ _, 

I Es_tima __ ted __ n_·s_k_of_mal--'p~ra_c_ti_ce_sw_·t_WI_·th_poo!..,__r _ou_tc_o_m_e _____ __,l ._I __ 3_.1_3 _ _,1 ._I __ 3_.2_0 _ __, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I.._Pr_e_-S_e_m_·c_e_inte __ ns_i...:ty_lc_o_m.::..pl_eXl_·ty~-------------''1 .__ __ 3_.7_3 _ _,11 .__ __ 2_.9_3_--' 

._llntr_a_-Se_rv_l_·ce_int_ens_i...:ty_lc_omp-:....le_Xl.....:.ty:....-_______ ___.l._l __ 4_.2_0 __ _,1 ._I __ 3_.40 __ __, 

._IP_o....;.~-....;.Se....;.m....;.·....;.ce_int_ens~ity....;./c_o_mp~l-eXl...;..·ty~-----------'''~1 __ 3....;..60~--'IIL--_2_.8_7 __ ~ 

Additional Rationale and Comments 

CPT Code: 51729 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
JWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fonnula and fonnat . 

. Je expert panel reviewed the physician work associated with this proposed CPT code and made the following determination due 
to the lack of compelling evidence: 
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CPT Code: 51729 
The recommended work value by the specialty society was determined based on 2009 RVU for 51726 plus 50% of the RVU for 
51772 and 51795. This 50% reduction is based on the multiple procedure reduction payment rule for CPT codes reported during 
the same encounter. The recommendation is as follows: · 

CURRENT RVUs 2009 RVU plus Multip 
procedure reduction 
payment rule (50% 

CURRENT INTRA- reduction on second & 
-

SERVICE TIME third CPT codes) 
TOTAL 51729 (51726 + 51772 + 

RUC SO%* RUC 50% TIME 51795) 

51726 1.71 30 1.71 + 0.81 + 0.77 = 3.29 

51772 1.62 0.81 20 10 

51795 1.53 0.77 25 12.5 52.5 

In addition, the time should reflect 50% of the current codes as well for the second and third codes. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on codP - -· 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
[gl Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
[gj Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. See table at end ofSOR. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 51726 + 51772 + 51795 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Urology How often? Commonly 

Specialty Gynecology How often? Commonly 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 118498 
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CPT Code: 51729 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Incontinence is frequently an issue for patients who are to9 young to be in 
Medicare. 

,pecialty Urology Frequency 78636 Percentage 66.36 % 

Specialty Gynecology Frequency 31793 Percentage 26.82 % 

-

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
59,249 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. From the 2007 RUC database 

Specialty Urology Frequency 39319 Percentage 66.36 % 

Specialty Gynecology Frequency 15897 Percentage 26.83 % 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

l)oes the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. CPT Code 55700 -- Selected key reference code 
RVUs were too high and a new crosswalk was selected to reflect a more appropriate RVU. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 

Question #2: Services reported with multiple CPf codes 

CPT Descriptor Global Work Pre Intra Post Multiple 50% 
Code RVU Time Time Time Procedure RVU 

Reduction 
51741 Complex uroflowmetry (eg, 000 1.14 13 28 13 y .57 

calibrated electronic equipment) .. 
51784 Electromyography studies 000 1.53 10 20 10 y .76 

(EMG) of anal or urethral 
sphincter, other than needle, 
any technique 

51798 Measurement of post-voiding XXX 0 5 4 0 N 
residual urine and/or bladder 
capacity by ultrasound, non-
imaging 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

000 Day Global Period 
Non Facility Direct Inputs 

CPT Code: 51727 

CPT Long Descriptor: Complex cystometrogram (eg, calibrated electronic equipment); 

with urethral pressure profile studies (UPP) (urethral closure pressure profile), any 
technique 

Sample Size: 1 06 __ _ Response Rate: ....:.4=3-=3-"%...::..o __ _ Global Period: 000 

Geographic Practice Setting %: Rural 20% Suburban 45% 

Type of Practice%: 25% Solo Practice - -
_45%_Single Specialty Group 
_20% _Multispecialty Group 
_10%_Medical School Faculty Practice Plan 

Urban 35% 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The recommendations were developed by a Panel consisting of eight physicians who represents 
urological and gynecological practices from across the United States in a single specialty groups in 
suburban and urban settings. They represent the states of Washington, New York, Florida, 
Virginia, Tennessee, Mississippi, Colorado and lllinois. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
• Review charts 
• Greet patient and provide gowning 
• Obtain vital signs 
• Provide pre-service education/obtain consent 
• Prepare room, equipment, supplies 
• Set up and calibrate urodynamics equipment 
• Prepare and position patient/monitor patient 
• Apply anesthesia 
• Catheterize the patient for post void residual urine 
• Insert catheters and apply electrodes 
• Check for resting pressures in patient before testing begins· 

Intra-Service Clinical Labor Activities: 
• Discuss with physician and assist in determining the type of testing to be performed. 
• Fill the bladder as required during the diagnostic study 
• Discuss with the physician the fmdings of the study as it progresses 
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CPT Code: 51727 

• Continuously monitor the vesicle, detrusor, voiding volume and voiding pressures 
• Assist patient for standing and coughing phase to monitor pressures 
• Discuss the findings with the physician to determine if any other diagnostic procedure needs to 

be performed 
• Unhook the patient from the urodynamics equipment 

Post-Service Clinical Labor Activities 
• Assist patient in eliminating urine from bladder 
• Clean room and instruments 
• Clean urodynamics equipment 
• Complete diagnostic forms 
• Coordinate homecare instructions, prescriptions and follow up office visits 

1439 
2 



AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

000 Day Global Period 
Non Facility Direct Inputs 

CPT Code: 51728 

CPT Long Descriptor: Complex cystometrogram ( eg, calibrated electronic equipment); 

with voiding pressure studies (VP); bladder voiding pressure, any 
technique 

Sample Size: 1 06 __ _ Response Rate: 4 7.1 %. ___ Global Period: 000 

Geographic Practice Setting %: Rural 20% Suburban 45% 

Type of Practice%: 25% Solo Practice - -
_45%_Single Specialty Group 
_20% _Multispecialty Group 
_10%_Medical School Faculty Practice Plan 

Urban 35% 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 
The recommendations were developed by a Panel consisting of eight physicians who represents 
urological and gynecological practices from across the United States in a single specialty groups in 
suburban and urban settings. They represent the states of Washington, New York, Florida, 
Virginia, Tennessee, Mississippi, Colorado and lllinois. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
• Review charts 
• Greet patient and provide gowning 
• Obtain vital signs 
• Provide pre-service education/obtain consent 
• Prepare room, equipment, supplies 
• Set up and calibrate urodynamics equipment 
• Prepare and position patient/monitor patient 
• Apply anesthesia 
• Catheterize the patient for post void residual urine 
• Insert catheters and apply electrodes 
• Check for resting pressures in patient before testing begins 

Intra-Service Clinical Labor Activities: 
• Discuss with physician and assist in determining the type of testing to be performed. 
• Fill the bladder as required during the diagnostic study 
• Discuss with the physician the findings of the study as it progresses 
• Continuously monitor the vesicle, detrusor, voiding volume and voiding pressures 
• Assist patient for standing and coughing phase to monitor pressures 
• Discuss the findings with the physician to determine if any other diagnostic procedure needs to 
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CPT Code: 51728 

be performed 
• Unhook the patient from the urodynamics equipment 

Post-Service Clinical Labor Activities 
• Assist patient in eliminating urine from bladder 
• Clean-room and instruments 
• Clean urodynamics equipment 
• Complete diagnostic forms 
• Coordinate homecare instructions, prescriptions and follow-up office visits 

2 
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AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

000 Day Global Period 
Non Facility Direct Inputs 

CPT Code: 51729 

CPT Long Descriptor: Complex cystometrogram (eg, calibrated electronic equipment); 

voiding pressure studies (VP); bladder voiding pressure, any 
technique, and urethral pressure profile studies (UPP) (Urethral 
closure pressure profile), any technique 

Sample Size: 1 06 __ _ Response Rate: 42.4 % __ Global Period: 000 

Geographic Practice Setting %: Rural 20% Suburban 45% Urban 35% 

Type of Practice %: 25% · Solo Practice - -
_45%_Single Specialty Group 
_20% _Multispecialty Group 
_1 O%_Medical School Faculty Practice Plan 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 
The recommendations were developed by a Panel consisting of eight physicians who represents 
urological and gynecological practices from across the United States in a single specialty groups in 
suburban and urban settings. They represent the states of Washington, New York, Florida, 
Virginia, Tennessee, Mississippi, Colorado and lllinois. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 
• Review charts 
• Greet patient and provide gowning 
• Obtain vital signs 
• Provide pre-service education/obtain consent 
• Prepare room, equipment, supplies 
• Set up and calibrate urodynamics equipment 
• Prepare and position patient/monitor patient 
• Apply anesthesia 
• Catheterize the patient for post void residual urine 
• Insert catheters and apply electrodes 
• Check for resting pressures in patient before testing begins 

Intra-Service Clinical Labor Activities: 
• Discuss with physician and assist in determining the type of testing to be performed. 
• Fill the bladder as required during the diagnostic study 
• Discuss with the physician the findings of the study as it progresses 
• Continuously monitor the vesicle, detrusor, voiding volume and voiding pressures 
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CPT Code: 51729 

• Assist patient for standing and coughing phase to monitor pressures 
• Discuss the fmdings with the physician to determine if any other diagnostic procedure needs to 

be performed 
• Unhook the patient from the urodynamics equipment 

Post-Service Clinical Labor Activities 
• Assist patient in eliminating urine from bladder 
• Clean room and instruments 
• Clean urodynamics equipment 
• Complete diagnostic forms 
• Coordinate homecare instructions, prescriptions and follow up office visits 

1443 
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AMA/Specialty Society RVS Update Committee 

Summary of Recommendations 

Originated from Five-Year Review 

February and April2009 

Neurostimulator (Spinal) 

The RUC identified 63660, Revision or removal of spinal neurostimulator electrode percutaneous array(s) or plate/paddle(s) in its Site of Service 
Anomaly screen and recommended that it be referred to the CPT Editorial Panel for revision. CMS identified 63655, Laminectomy for implantation 
of neurostimulator electrodes, plate/paddle, epidural through the CMS Fastest Growing Procedures screen and recommended that the RUC survey 
this service. At its October 2008 meeting, the CPT Editorial Panel deleted 63660 and created four new services to describe the work previously 
reported using 63660. The specialty societies requested a global period change for 63661, Removal of spinal neurostimulator electrode 
percutaneous array(s), including.fluoroscopy, when performed and 63663, Revision including replacement, when performed, of spinal 
neurostimulator electrode percutaneous array(s), includingjluoroscopy, when performed from 090 day to 010 day global periods. CMS agreed 
with this request however, due to a late start, the specialty societies requested and RUC agreed to allow the presentation of this issue at the April 2009 
R UC meeting to allow for more time to conduct the surveys and obtain an optimal number of responses. 

The specialty society provided some evidence to the RUC that incorrect assumptions were made in the previous valuation of 63660, including a 
misleading vignette, survey and flawed crosswalk assumption. The specialty commented that code 63660 was simply too broad to be able to 
provide a valid measure of the work. However, the RUC did not agree that the information provided by the specialty show that the work had 
changed significantly. Therefore, the RUC assumes that the new family of services will be work neutral as consistent with RUC/CMS standards. The 
specialty also provided some evidence that the length of hospital stay for 63655 had changed since the last time is was valued and that the current 
value for the procedure is anomalous with other codes in the family. Specifically, the specialty stated that the current intra-service work per unit of 
time (IWPUT) is 0.03 whereas other similar codes have IWPUTs of roughly 0.08. The RUC did not agree that this information met the compelling 
evidence standards to consider increases in the work RVU of 63655. The RUC reviewed the specialty society survey data to appropriately calculate 
the relativity between the four new codes as well as 63655 and made the following recommendations: 

63655, Laminectomy for implantation of neurostimulator electrodes, plate/paddle, epidural . 
The specialty society presented the data of a survey of 42 physicians. The survey median intra-service time was 90 minutes and the median work 
RVU was 13.00. Additionally, the surveyees indicated that the post-operative hospital visits include a 99231 visit as well as a 99238 discharge day 
management service, although the surveyees indicated a typical length of stay of only one night. Due to the inconsistency of this data, the specialty 
did not recommend inclusion of the 99231 hospital visit. Moreover, the specialty society reduced the number of post-operative office visits from the 
survey data to one 99212 and two 99213 office visits. The RUC agreed with these changes to the post-operative evaluation and management services. 
The specialty presented a recommendation of 11.51 RVUs to the RUC. The RUC also agreed that the survey results provide some evidence that the 



current work RVU for 63655 of 11.43 is not too high. The RUC reviewed reference code 63030, Laminotomy (hemilaminectomy), with 
decompression of nerve root(s), including partial facetectomy, foraminotomy and/or excision of herniated intervertebral disc, including open and 
endoscopically-assisted approaches; 1 interspace, lumbar (work RVU = 13.03) and noted that the surveyed code contains identical intra-service time 
as the reference code (90 minutes). However, 63030 contains more pre-service time (75 minutes vs. 63 minutes), more immediate post-service work 
(30 minutes vs. 20 minutes), one additional99212, and one additional99213 post-operative hospital visits. Given the similarities of the services and 
taking into account the differences in time and post-operative visits, the RUC agreed that a work RVU of 11.43 maintains proper rank order with other 
spine surgery procedures. Therefore, the RUC recommends the specialty-recommended physician time and a work RVU of 11.43 for CPT 
code 63655. 

63661, Removal of spinal neurostimulator electrode percutaneous array(s), including fluoroscopy, when performed 
The RUC reviewed the survey results of 64 physicians and agreed that the survey median physician intra-service time is appropriate. Additionally, 
the surveyees indicated that the post-operative hospital visits include a 99231 visit as well as a 99238 discharge day management service, although the 
surveyees indicated a patient is typically discharged the same day. Due to the inconsistency of this data, the specialty did not recommend inclusion of 
the 99231 hospital visit and recommended that only one-half99238 discharge day management service be included. The RUC also agreed that the 
median physician work RVU of5.30 placed 63661 in appropriate relativity within the family of63655 and 63661-63664. The RUC reviewed 
reference code 62355, Removal of previously implanted intrathecal or epidural catheter (work RVU = 4.30, intra-service time= 30 minutes) and 
agreed that the two services are similar. However, the survey code contains a greater amount of intra-service time compared to the reference service 
(55 minutes and 30 minutes, respectively), which justifies a higher work RVU. The RUC applied a work neutrality adjustment to recommended work 
RVUs of 63661-63664, based on the current utilization and value for 63660 and 77002 (no longer reported separately), which results in a reduction 
the services by 5.06%. The 5.06% reduction was applied to the survey median work RVU of 5.30 and resulted in a recommended work RVU of 5.03. 
Therefore, the RUC recommends the calculated work RVU for 63661 of 5.03. 

63662, Removal of spinal neurostimulator electrode plate/paddle(s) placed via laminotomy or laminectomy, including fluoroscopy, when 
performed 
The RUC reviewed the survey results of 35 physicians and agreed that the survey median physician intra-service time is appropriate. Additionally, 
the surveyees indicated that the post-operative hospital visits include a 99231 visit as well as a 99238 discharge day management service, although the 
surveyees indicated a typical length of stay of only one night. Due to the inconsistency of this data, the specialty did not recommend inclusion of the 
99231 hospital visit. The RUC also agreed that the survey 25th percentile physician work RVU of 11.45 placed 63662 in appropriate relativity within 
the family of63661- 63664. The RUC reviewed reference code 63030, Laminotomy (hemilaminectomy), with decompression of nerve root(s), 
including partial facetectomy, foraminotomy and/or excision of herniated intervertebral disc, including open and endoscopically-assisted 
approaches; 1 interspace, lumbar (work RVU = 13.03, intra-service time= 90 minutes) and agreed that the two services are similar. However, the 
survey code contains a smaller amount of intra-service time compared to the reference service (60 minutes and 90 minutes, respectively), the survey 
code also contains less pre-service time (63 minutes vs 75 minutes), and no hospital visits, whereas the reference code contains two 99231 hospital 
visits. These differences account for the lower recommended work RVU for 63662. The RUC applied a work neutrality adjustment to recommended 
work RVUs of 63661-63664, based on the current utilization and value for 63660 and 77002 (no longer reported separately), which results in a 
reduction the services by 5.06%. The 5.06% reduction was applied to the survey 25th percentile work RVU of 11.45 and resulted in a recommended 
work RVU of 10.87. Therefore, the RUC recommends the calculated work RVU for 63662 of 10.87. 
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63663, Revision including replacement, when performed, of spinal neurostimulator electrode percutaneous array(s), including 
fluoroscopy, when performed 
The RUC reviewed the survey results of 52 physicians and agreed that the survey median physician intra-service time is appropriate. Additionally, 
the surveyees indicated that the post-operative hospital visits include a 99231 visit as well as a 99238 discharge day management service, although the 
surveyees indicated a patient is typically discharged the same day. Due to the inconsistency of this data, the specialty did not recommend inclusion of 
the 99231 hospital visit and recommended that only one-half 99238 discharge day management service be included. The RUC also agreed that the 
median physician work RVU of 8.11 placed 63663 in appropriate relativity within the family of 63661 - 63664. The RUC reviewed reference code 
63650, Percutaneous implantation of neurostimulator electrode array, epidural (work RVU = 7.15, intra-service time= 60 minutes) and agreed that 
the two services are similar. However, the survey code contains a greater amount of intra-service time compared to the reference service (90 minutes 
and 60 minutes, respectively), which justifies a slightly higher work RVU, maintaining rank order. The RUC applied a work neutrality adjustment to 
recommended work RVUs of 63661-63664, based on the current utilization and value for 63660 and 77002 (no longer reported separately), which 
results in a reduction the services by 5.06%. The 5.06% reduction was applied to the survey median work RVU of 8.11 and resulted in a 
recommended work RVU of7.70. Therefore, the RUC recommends the calculated work RVU for 63663 of7.70. 

63664, Revision including replacement, when performed, of spinal neurostimulator electrode plate/paddle(s) placed via laminotomy or 
laminectomy, including fluoroscopy, when performed 
The RUC reviewed the survey results of 32 physicians and agreed that the survey median physician intra-service time is appropriate. Additionally, 
the surveyees indicated that the post-operative hospital visits include a 99231 visit as well as a 99238 discharge day management service, although the 
surveyees indicated a typical length of stay of only one night. Due to the inconsistency of this data, the specialty did not recommend inclusion of the 
99231 hospital visit. The RUC also agreed that the survey 25th percentile physician work RVU of 12.00 placed 63664 in appropriate relativity within 
the family of 63661 - 63664. The RUC reviewed reference code 62351, Implantation, revision or repositioning of tunneled intrathecal or epidural 
catheter,for long-term medication administration via an external pump or implantable reservoirlirifusion pump; with laminectomy (work RVU = 
11.54, intra-service time= 90 minutes) and agreed that the two services are similar. The survey code contains an identical intra-service time 
compared to the reference service (90 minutes), but requires fewer post-operative hospital visits. The reference code requires a four 99233 hospital 
visits, whereas the survey code requires none. However, the survey code requires greater intensity and complexity, justifying a similar, though 
slightly lower work RVU, maintaining rank order. The RUC also noted that the physician time of63664 is identical to the recommended survey time 
for 63655. The RUC applied a work neutrality adjustment to recommended work RVUs of63661-63664, based on the current utilization and value 
for 63660 and 77002 (no longer reported separately), which results in a reduction the services by 5.06%. The 5.06% reduction was applied to the 
survey 25th percentile work RVU of 12.00 and resulted in a recommended work RVU of 11.39. Therefore, the RUC recommends the calculated 
work RVU for 63664 of 11.39. 
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Practice Expense 
The RUC reviewed the direct practice expense inputs as recommended by the specialty and made some minor edits to the clinical labor and 
medical supplies to reflect the typical patient service. 

Work Neutrality Calculation 
In order to maintain work neutrality between the new codes created through the deletion of 63660 (and bundling of 77002}, the RUC recommends 
the below calculation. The total work RVUs of63660 and 77002 are 42,859. However, the total projected work RVUs based on the non-adjusted 
recommendations exceeds the existing work RVUs by 5.3% (45,145). To maintain budget neutrality, the RUC multiplied each work RVU by 
94.94%. The resulting values reflect the RUC's recommendations and maintain budget neutrality. 

New Codes 
Code WorkRVU Frequency RVUimpact Work Neutrality Final Work 

Multiplier RVU 
63661 5.30 1909 10,118 94.94% 5.03 
63662 11.45 405 4,637 94.94% 10.87 
63663 8.11 2892 23,454 94.94% 7.70 
63664 12.00 578 6,936 94.94% 11.39 
Total 45,145 

Existing Codes 
Code WorkRVU Frequency RVUimpact 
77002 0.54 5784 3,123 
63660 6.87 5784 39,736 
Total 42,859 

Work Neutrality Multiplier= 42,859 I 45,145 = 94.94% 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

Codes 63650-63688 apply to both simple and complex neurostimlators. For initial or subsequent electrode analysis and programming 
ofneurostimulator pulse generators, see codes 95970-95975. 

Codes 63650, 63655, and 63660 63661-63664 describe the operative placement, revision, replacement or removal of the spinal 
neurostimulator system components to provide spinal electrical stimulation. A neurostimulator system includes an implanted 
neurostimulator, eternal controller, extension, and collection of contracts. Multiple contacts or electrodes ( 4 or more) provide the 
actual electrical stimulation in the epidural space. 

For percutaneously placed neurostimulator systems (63650, ~ 63661. 63663), the contacts are on a catheter-like lead. An array 
defines the collection of contacts that are on one catheter. 
For systems placed via an open surgical exposure, (63655, ~ 63662. 63664), the contacts are on a plate or paddle-shaped surface. 

(Do not report 63661 or 63663 when removil!&_ or re_pjacing_ a temQ_orary percutaneouls_y placed array(s for an external generator) 
63655 Laminectomy for implantation of neurostimulator electrodes, plate/paddle, 090 11.43 

epidural I I 
(No change) 

D 63660 
Rtwision or remo'lal of spinal neHrostimHlator eleetrode pereHtaneoHs 

090 N/A 
array(s) or plaeelpaddle(s) 

(Code 63660 has been deleted. To report see 63661 =- 63664) 
e63661 I1 Removal of spinal neurostimulator electrode percutaneous array(s) .. 010 5.03 

including fluoroscopy, when performed 
e63662 12 Removal of spinal neurostimulator electrode plate/paddle(s) placed via 090 10.87 

laminotomy or laminectomy, including fluoroscopy, when performed 
.63663 13 Revision including replacement, when performed, of spinal 010 7.70 

neurm;timulator electrode percutaneous array(s), including fluoroscopy, 
when performed 

(Do not report code 63663 with codes 63661, 63662 for the same spinal 
level) 
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CPT Code 
(•New) 

.63664 

Tracking 
Number 

14 

CPT Descriptor Global WorkRVU 
Period Recommendation 

Revision including replacement, when performed, of spinal 090 11.39 
neurostimulator electrode plate/paddle(s) placed via laminotomy or 
laminectomy, including fluoroscopy, when performed 

(Do not report code 63664 with codes 63661, 63662 for the same spinal 
level) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 63655 

CPT Code:63655 Tracking Number Specialty Society Recommended RVU: 11.51 

Global Period: 090 RUC Recommended RVU: 11.43 

CPT Descriptor: Laminectomy for implantation of neurostimulator electrodes, plate/paddle, epidural 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 50 year old woman completed a successful trial of percutaneous spinal cord stimulation. the 
patient is to undergo laminectomy for placement of a permanent plate/paddle electrode from spinal cord stimulation 

Percentage of Survey Respondents who found Vignette to be Typical: 86% 

Percent of survey respondents who stated they perform the procedure; In the hospital 90% , In the ASC 10%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 18% , Kept overnight (less than 24 hours) 55% , Admitted (more than 24 hours) 26% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 26% 

1s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 48% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 17% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Communicating with the referring physician and other health care professionals, and 
obtaining informed consent. The physician would obtain and review the previous operative note(s) and any pertinent 
radiographs and medical information regarding implant from the implant manufacturer or available medical records. 
Pre-service work also includes a focused examination of the patient, pre-operative scrubbing and positioning, prepping, 
and draping the patient. The results of preadmission testing are reviewed. The medical record is reviewed to ensure that 
the patient is stable for the planned surgical procedure. The preoperative history and physical examin~tion is updated. 
Preoperative orders for antibiotics and sequential compression devices are written. The surgeon would meet with patient 
and family to review planned procedure and post-operative management, review and obtain informed consent. The 
surgeon would also review the type of anesthesia with anesthesiologist, verify that all required instruments and supplies 
are available, and assist with positioning the patient. The surgeon would also monitor/assist with draping and positioning 
of the patient. The surgeon would scrub and gown, and then perform the surgical "time out" with the operating and 
anesthesia team. 

Description of Intra-Service Work: Once the "time out" procedure has been completed, the fluoroscopy unit is used to 
\sualize the existing percutaneous leads. The skin over that site is marked and the midline infiltrated with local 

.nesthetic. The skin incision is made and loup magnification used to dissect through the subcutaneous tissues. The 
quadratus lumborum fascia is opened and the paraspinous muscles are taken down to expose the T11-T12 spinous 
processes and lamina. The correct interspace is verified by intra-operative fluoroscopy. Rongeurs are then used to 
perform a laminectomy at this level. Bone edges are waxed to control bleeding and meticulous hemostasis is performed. 
The wound is irrigated with antibiotic irrigant. The percutaneous lead is removed and the paddle lead is unpackaged 
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CPT Code: 63655 
and soaked in antibiotic solution. It is then placed into the epidural space under direct vision. Exact placement is 
verified by fluoroscopy and the leads are then anchored to the fascia to prevent migration. Impedance testing and 
stimulation is then performed to verify function of the leads. The implantation of the spinal neurostimulator pulse 
generator or receiver is a separately reportable procedure _(CPT 63685). The paddle lead is connected to the pr 
generator or receiver. A final fluoroscopic image is obtained and printed for the permanent record. The incisi01. 
closed and dressings are applied .. 

Description of Post-Service Work: The patient is observed for stability of vital signs and comfort and then the operator 
communicates with the patient, family' and other health care professionals (including written and telephone reports and 
orders) and coordinates discharge day management. Additi~nally, all hospital visits and post-discharge office visits for 
care throughout the global period are considered part of the post-operative work for this procedure. The surgeon would 
write prescriptions for medications needed after discharge and instructions, such as home restrictions (i.e., diet, activity, 
bathing, driving), are discussed with the patient, family members and discharging nurse. All appropriate medical 
records are completed, including discharge progress notes, discharge summary and discharge instructions, and insurance 
forms. The patient is discharged when there is return of adequate nutrition intake, adequate pain control with oral 
analgesics, and independent ambulation. 
Office post-discharge work: Examine and talk with patient. Perform wound check. Remove sutures/staples if placed. 
Review activity and restrictions. Perform neurological exam and confirm normal strength, reflexes and sensation. 
Answer patient/family questions. Write medication prescriptions. Order physiotherapy, as necessary, monitor 
rehabilitation. Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. All post­
discharge office visits for care throughout the global period are considered part of the post-operative work for this 
procedure. 
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' '· CPT Code: 63655 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2009 

Presenter(s): Frederick Boop, MD, Charles Mick, MD, Alexander Mason, MD 

Specialty(s): AANS/CNS, NASS 

CPT Code: 63655 

Sample Size: 1007 'Resp N: 42 I Response: 4.1 % 

Sample Type: Random 

Low 25th Dctl Median* 75thpctl Hjg_h 

Service Performance Rate 0.00 0.00 2.00 12.00 60.00 

Survey RVW: 5.00 12.00 13.00 16.45 30.00• 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 20.00 60.00 90.00 115.00 180.00 

Immediate Post Service-Time: 22.50 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00. 99238x 1.00 99239x 0.00 

Office time/visit(s): 78.00 99211 x 0.00 12x 2.00 13x 2.00 14x 0.00 15x 0.00 

,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

-Phys1c1an standard total mmutes per E/M VISit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 {16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 2b -FAC Diff Pat/Straightfor Proc(w sedation/anes) 

CPT Code: j63655 Recommended Physician Work RVU: 11.43 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 15.00 1.00 14.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 5.00 10.00 

Intra-Service Time: 90.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

""'ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

1ffice time/visit(s}: 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
62351 

Global 
090 

WorkRVU 
11.54 

CPT Code: 63655 . 

Time Source 
RUCTime 

CPT Descriptor Implantation, revision or repositioning of tunneled intrathecal or epidural catheter, for long-term 
medication administration via an external pump or implantable reservoir/infusion pump; with laminectomy 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
63047 090 15.22 RUC Time 74,815 
CPT Descriptor 1 Laminectomy, facetectomy and foraminotomy (unilateral or bilateral with decompression of spinal 
cord, cauda equina and/or nerve root[s], [eg, spinal or lateral recess stenosis]), single vertebral segment; lumbar 

MPC CPT Code 2 
60220 

Global 
090 

Work RVU Time Source 
12.29 RUC Time 

CPT Descriptor 2 Total thyroid lobectomy, unilateral; with or without isthmusectomy 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

8,878 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 15 %of respondents: 35.7 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

63655 62351 

I Median Pre-Service Time II 63.00 II 62.00 

I Median Intra-Service Time II 90.00 II 90.00 

Median Immediate Post-service Time II 20.00 30.00 

Median Critical Care Time I 0.0 0.00 

Median Other Hospital Visit Time I 0.0 165.00 

Median Discharge Day Management Time I 38.0 38.00 

Median Office Visit Time I 62.0 64.00 

II o.o 0.00 

I~ 449.00 

Prolonged Services Time 

I Median Total Time 

Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (MeaD) 

Mental Effort and Judgment <Mean) 
The number of possible diagnosis and/or the number of 3.60 II 
management options that must be considered ....__ ___ .....~ L--------1 

3.34 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L--_3_.6o _ _JI ~.....1 __ 3.4_7_--.~ 

l._~_r.::.ge_n-=cy'-o_f_m_edi_._cal_dec_is_io_n_making_·..:.. _______ ___.l L...I __ 2_.9_3_...JII ._ __ 2_.9_3 _ __, 

Technical SkiiiiPbysical Effort (Mean) 

._IT_ec_mn_·cru_s~_-_Ir_e~qmred_· ____________ ~I._I __ 3_.9_3_.....~1L...I __ 3_.5_3_-.....~ 

._I P_h~ys_ical_e_fii_o_n_reqwr_:_·_ed ____________ __,l ._l __ 3_.2_7 _ _.ll._ __ 3_.1_3 _ ___J 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or monruity I ._I __ 3_.8_7_.....~IIL... __ 3_.6_7 _ ___J 

._I Ou_tc_om_e _depe_._nds __ on_th_e_s_kill_· _an_d....:J::.....u....:dgm::.-e_nt_o_f ..... ph_.y_si_ci_an __ ___.l ._I __ 4_.1_3 _ _.1 ._I __ 3_.8_7 _ ____, 

IEs __ tima_t_ed_ns_._k_o_f_rnal-=-pra_c_n_·ce_s_w_·t_WI_·th--=-poo_r_ou_tc_o_m_e ___ __,l ._1 __ 3_.8_7 _ _.1 ._1 __ 3_.6_7 _ __, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI' Code Reference 
Service 1 

._I Pr_e_-_Se_rn_·c_e_in_t_ens_i_.ty-'/c_o_m ..... pl_ext_ . ..:..ty _________ __,l ._1 __ 3_.2_7_.....~1 ._I __ 3_2_7 _ ___J 

._IIntra __ -Se_rn_· c_e_in_te_ns __ ity..:..-lc_om_.p~l_ext_.ty.::.._ ________ ---ll ._I __ 3_.6_7_.....~1 ._I __ 3_.6_0 _ ___. 

._I P_o_st_-S_erv_ic_e _in_te_ns_ity.::../_co_m-=p'-le_xt....:.ty:....-________ __,1 ._I __ 3_.1_3 _ _.11._ __ 3_._13_----l 

Additional Rationale 

CPT Code: 63655 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
~ecommendations for the appropriate fonnula and format. 

he specialties selected pre-service package 2B with modifications to account for additional time required for positioning 
i:llld scrub/dress/wait. The additional time for positioning is necessary because of the care and caution that must be 
exercised when placing an intubated patient into a prone position. The additional scrub/dress/wait is indicated due to the 
time required for induction. 
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CPT Code: 63655 
The specialties are recommending a calculated RVU of 11.51, which is less than the survey 25th percentile. The expert 
panel determined that the reference code of 63030 as was chosen by the survey respondents for 6366X2 was a more 
appropriate reference code than 62351 which was selected by the survey respondents. Code 62351 is valued for 
significant in-hospital time (3 x 99233) and a low iwput (0.022), and therefore is not the best choice to use a 
benchmark. Using 63030 as a more appropriate comparision code, the new value was arrived at by subtracting the va 
of the hospital visits (two 99231 's) associated with the 13.03 work RVU's assigned to code 63030 resulting in a 
recommended work RVU of 11.51 for code 63655 (13.03- 1.52 = 11.51). The new calculated IWPUT is 0.070 which 
places this value within rank order within the laminectomy family of codes. The total calculated impact of this change is 
approximately $7500 per year. 

The recommendation for the survey median is further validated by an IWPUT comparison: 
63655 -with recommended RVUw and times has an IWPUT of 0.070, consistent with the other codes in this family. 
The recommended value also compares well with MPC code 60220 (12.29 RVUw), which has a similar intraservice 
time (90 minutes), similar total time (274 minutes)and slightly higher IWPUT of 0.077. 

SERVICES REPORTED WI1H MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
~ Other reason (please explain) Insertion and replacement of the implanted spinal neurostimulator pulse 
generator or receiver is a separately reportable procedure (CPT 63685) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. CPT code 63685; global is 010; Pre-service 48"; Intra-service 60"; Post-service 20"; Included 
within the 10 day global period are 99238 x 0.5 and 99213 x 1 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 63655 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Neurosurgery How often? Sometimes 

Specialty Orthopedic Surgery How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 5226 
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CPT Code: 63655 
If the recommendation is from multiple specialties, please provide the.frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We estimate that the national frequency would be twice that of the 
Medicare population. Code 63655 was reported to Medicare 2613 times in 2007. Percentage breakdowns come from 
the RUC database. 

Specialty Neurosurgery Frequency 3654 Percentage 69.91 % 

Specialty Orthopedic Surgery Frequency 1278 Percentage 24.45 % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
2,613 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. This represents the 2007 Medicare frequency. Percentage breakdowns 
come from the RUC database. 

Specialty Neurosurgery Frequency 1827 Percentage 69.91 % 

Specialty Orthopedic Surgery Frequency 639 Percentage 24.45 % 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. We recommend maintaining the current PLI RVUs 
for this code 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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'· 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY...OF RECOMMENDATION 

CPT Code: 63661 

CPT Code:63661 Tracking Number I 1 Specialty Society Recommended RVU: 5.30 

Global Period: 010 RUC Recommended RVU: 5.03 

CPT Descriptor: Removal of spinal neurostimulator electrode percutaneous array(s), including fluoroscopy, when 
performed 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 54 year-old man had a previous implantation of a dorsal column spinal stimulator for pain 
control with good coverage and control of pain in the affected area initially. Over time, the stimulator no longer 
provided coverage to the affected area despite revision and the thoracic epidural stimulator array is to be removed. 

Percentage of Survey Respondents who found Vignette to be Typical: 89% 

Percent of survey respondents who stated they perform the procedure; In the hospital69% , In the ASC 28%, In the 
office 3% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 89% , Kept overnight (less than 24 hours) 11% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform ap 

E&M service later on the same day 60% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 53% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 17% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Communicating with the referring physician and other health care professionals, and 
obtaining informed consent. The physician would obtain and review the previous operative note(s) and any pertinent 
radiographs and medical information regarding implant from implant manufacturer or available medical records. Pre­
service work also includes a focused examination of the patient and an update of the history and physical exam 
documentation. The physician would also monitor/assist with draping and positioning of the patient. 

Description of Intra-Service Work: The anchoring site of the previous stimulator lead in the thoracolumbar spine is 
localized. The overlying soft tissue structures are anesthetized to the level of the lamina with local anesthetic. A midline 
incision is created and soft tissues dissected ·to expose the lead. The lead is cut at the site and removed from the 
epidural space via gentle traction. An image is obtained to document removal of the lead. Removal of the implanted 
spinal neurostimulator pulse generator or receiver is a separately reportable procedure (CPT 63688). The overlying 
tissues are closed and the site bandaged. 

Description of Post-Service Work: The patient is observed for stability of vital signs and comfort and then the operato~ 
communicates with the patient, family, and other health care professionals (including written and telephone reports and 
orders) and coordinates discharge day management. The physician would write prescriptions for medications needed 
after discharge and instructions, such as home restrictions (i.e., diet, activity, bathing, driving), are discussed with the 
patient, family members and discharging nurse. All appropriate medical records are completed, including discharge 
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CPT Code: 63661 
progress notes, discharge summary and discharge instructions, and insurance forms. The patient is discharged when 
there is return of adequate nutrition intake, adequate pain control with oral analgesics, and independent ambulation. 
Additionally, all hospital visits and post-discharge office visits for care throughout the global period are considered part 
1f the post-operative work for this procedure. 
Jffice post-discharge work: Examine and talk with patient. Perform wound check. Remove sutures/staples if placed. 
Review activity and restrictions. Perform neurological exam and confirm normal strength, reflexes and sensation. 
Answer patient/family questions. Write medication prescriptions. Order physiotherapy, as necessary, monitor 
rehabilitation. Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. 
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CPT Code: 63661 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) Jo4/2009 

Presenter(s ): Fred Davis, MD, Frederick Boop, MD, Alexander Mason, MD, Marc Leib, MD, Rodney 
Lee Jones, MD, Charles Mick, MD 

Specialty(s): AAPM, AANS/CNS, ASA, ISIS, NASS 

CPT Code: 63661 

Sample Size: 1007 - -
JResp N: 64 I Response: 6.3 % 

Sample Type: Random 

Low 25th PCtl Median* 75th PCtl High 

Service Performance Rate 0.00 0.00 3.00 6.00 30.00 

SurveyRVW: 0.80 4.50 5.30 6.76 27.70 

Pre-Service Evaluation Time: 37.50 

Pre-Service Positioning Time: 12.50 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15.00 38.75 55.00 90.00 180.00 

Immediate Post Service-Time: 15.00 

Post OPerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s}: 23.00 99211 x 0.00 12x 0.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: - 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 2b -FAC Diff Pat/Straightfor Proc(w sedation/anes) 

CPT Code: 163661 Recommended Physician Work RVU: 5.02 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 10.00 1.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 5.00 0.00 

Intra-Service Time: 55.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): $1QQ 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 23.00 99211 x 0.00 12x 0.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 63661 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
~s this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
62355 

Global 
010 

WorkRVU 
4.30 

CPT Descriptor Removal of previously implanted intrathecal or epidural catheter 

KEY MPC COMPARISON CODES: 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global Work RVU Time Source 
20103 010 5.31 RUC Time 
CPT Descriptor 1 Exploration of penetrating wound (separate procedure); extremity 

MPC CPT Code 2 
49320 

Global 
010 

WorkRVU 
5.09 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

1,437 

Most Recent 
Medicare Utilization 

8,890 

CPT Descriptor 2 Laparoscopy, abdomen, peritoneum, and omentum, diagnostic, with or without collection of 
specimen(s) by brushing or washing (separate procedure) 

)ther Reference CPT Code 
63688 

Global 
010 

WorkRVU 
5.25 

Time Source 
RUCTime 

CPT Descriptor Revision or removal of implanted spinal neurostimulator pulse generator or receiver 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 19 % of respondents: 29.6 % 

TIME ESTIMATES !Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

63661 62355 

I Median Pre-Service Time II 48.00 II 48.00 

I Median Intra-Service Time II 55.00 II 30.00 

I Median Immediate Post-service Time II 20.00 II 20.00 

I Median Critical Care Time II 0.0 

'I 
0.00 

I \fedian Other Hospital Visit Time I 0.0 I 0.00 

edian Discharge Day Management Time I 19.0 II 19.00 

I Median Office Visit Time I 23.0 II 23.00 

Prolonged Services Time 0.0 II 0.00 

Median Total Time ~I 
140.00 

Other time if appropriate 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The nwnber of possible diagnosis and/or the nwnber of ._ __ 2_.7_4 _ _.11. ___ 2_.7_4 _ __, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___2_.9_s _ _.ll.__ __ 2_.9_s _ __, 

1 ._ u_r.:::;ge_n_;cy::....o_f_m_edi_.cal_dec_is_io_n_making_·-=---------~' .... 1 __ 2_.3_7_ .... 1 .... 1 __ 2_.4_7 _ __, 

Technical Skill!Phvsical Effort (Mean) 

I._T_ec_hni_"cal_sb_.I_I_r~~·------------------'' .... 1 ___ 3_.1_1 __ ~1 .... 1 ____ 3_.1_6 __ __, 

.... l P--'hy:::....s_ical_effi_o_rt_r_~~· ------------------'11 2.84 11~.... __ 2_.84 __ _. 

Psychological Stress (Mean) 

l The risk of significant complications, morbidity and/or mortality I ._I ___ 3_.1_6 __ _.11 .... ___ 3_.1_6 __ __. 

.... lOu_~_om __ e_~~n-~_o_n_dre __ s_kill_and~j~~--eru __ of~p-'ey'-s_k_ian ____ ___.I._I __ 2_.9_S __ _.I'-l ___ 3_.oo ____ _. 

.... lEs_tima_ted_n_·s_k_of_mal__.p,_ra_c_ti_ce_sw_·t_WI_.th__,_poo_r_ou_tc_o_m_e ___ __.l .... 1 ___ 3_.00 __ __.1 ._1 ___ 3_.00 __ _. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI' Code Reference 
Service 1 

l .... Pr_e-_Se_rvt_._ce_int_ens__,ity::..../_co_mp~le_xi-=ty-----------'' ._1 ___ 2_.7_4 __ _,, .... 1 __ 2_.7_4 _ __. 

._lhmrn~~-S_e_~_ice~int_e_ns_i~ty_lco_mp~l-e~_·ty~----------'1 .... 1 ___ 3_.2_1 _ _.11 .... __ 3_.2_1 _ __. 

~~P~o~st~-S~e~~k~e~int~e~ns~ity~/_c~om~p~le~~-·ty~-----------'l .... l ___ 2_.5_3 __ _.1._1 ___ 2_.6_3 _ __, 

Additional Rationale 

CPT Code: 63661 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fol711ll.la and format. 
The RUC's Five Year Review Identification Workgroup has identified codes whose valuations include hospital 
inpatient and/or discharge services within their global period, but the site of service is no longer predominately in the 
inpatient setting. One of these codes is 63660 - Revision or removal of spinal neurostimulator electrode percutaneous 
array(s) or plate/paddle(s) 
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CPT Code: 63661 
The RUC recommended that this code (along with the other codes in the family) be reassigned to a 10 day global period 
and be re-surveyed. This has been done for codes 62350, 62355, 62360, 62361, 62362, 62365, 63650, 63685, and 
63688. The multi-specialty expert.panel convened to undertake the surveys determined that the current descriptor for 
~ode 63660 was too broad to be able to define the work and requested that the code go back to the CPT Editorial Panel 
nith a proposal to split code 63660 into separate codes that will describe the distinct work involved in the revision and 
in the removal of a percutaneous electrode when compared to the revision or the removal of a "plate/paddle" electrode 
array. The result is four new codes. The two codes describing procedures on a percutaneous electrode have a 10 day 
global and the other two describing procedures on a plate/paddle electrode array maintain a 90 day global period and 
are performed in an in-patient setting. 

The specialties determined that pre-service package 2B with modification was an appropriate package. The 
modification is identical to those approved for both reference services, namely, additional time for placing the patient 
into a prone position. 

Removal of the existing lead can be difficult: the lead is often coiled and surrounded by scar tissue. 

We compared the work associated with this service to the other codes in the family, which include the key reference 
service 62355 (selected by 19 participants) and code 63688 (the reference service selected by 16 participants). The 
IWPUT for code 62355 is 0.043 and the IWPUT for code 63688 is 0.041. Using median intra-and post -service times 
and adjusting the survey results downward to better reflect post-operative visits, the median RVUw of 5.30 yields an 
IWPUT of0.042. These values place the code into proper alignment with the rest of the family. 

SERVICES REPORTED WITII MULTIPLE CPf CODES 

Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
1:8] Other reason (please explain) Removal of the implanted spinal neurostimulator pulse generator or 
receiver is separately reported 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. CPT code 63688- global 010- ~VUw 5.25- Pre-service 48"- Intra-service 55"- Post -service 
20" Included within the 10 day global period are 99238 x 0.5 and 99213 x 1. 

~QUENCY INFORMATION 

tiow was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 63660 

How often do physicians in your specialty perform this service? (ie. cormnonly, sometimes, rarely) 
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CPT Code: 63661 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Anesthesiology How often? Sometimes 

Specialty Interventional Pain Mgmt/Pain Mgmt How often? Sometimes 

Specialty Neurosurgery How often? Sometimes 
-

Estimate the number of times this service might be provided nationally in a one-year period? 3816 
If the recommendation is from multiple specialties, please prQvide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We estimate that 33% of the cases previously reported with code 63660 
would be reported with 6366X 1. We also estimate that the national frequency would be twice that of the Medicare 
population. Code 63660 was reported to Medicare 5,784 times in 2007. (5784*.33 = 1,908. 1,908 * 2 = 3816) 
Percentage breakdowns come from the RUC database. 

Specialty Anesthesiology Frequency 1223 Percentage 32.04 % 

Specialty Interventional Pain Mgmt/Pain Mgmt Frequency 1220 Percentage 31.97 % 

Specialty Neurosurgery Frequency 715 Percentage 18.73 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
1, 909 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We estimate that 33% of the cases previously reported with code 63660 
would be reported with 6366Xl. Code 63660 was reported to Medicare 5,784 times in 2007. (5784 * .33 = 1909) 

Specialty Anesthesiology Frequency 612 Percentage 32.05 % 

Specialty Interventional Pain Mgmt/Pain Mgmt Frequency 610 Percentage 31.95 % 

Specialty Neurosurgery 1 Frequency 358 Percentage 18.75 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 

1465 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 63662 

CPT Code:63662 Tracking Number I2 Specialty Society Recommended RVU: 10.40 

Global Period: 090 RUC Recommended RVU: 10.87 

CPT Descriptor: Removal of spinal neurostimulator electrode plate/paddle(s) placed via laminotomy or laminectomy, 
including fluoroscopy, when performed 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 56 year-old woman had a previous implantation of a plate/paddle dorsal column spinal 
stimulator for pain control with good coverage and control of pain in the affected area. Over time, the stimulator no 
longer provided coverage to the affected area despite revision and the plate/paddle is to be removed. 

Percentage of Survey Respondents who found Vignette to be Typical: 97% 

Percent of survey respondents who stated they perform the procedure; In the hospital 97% , In the ASC 3%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 38% , Kept overnight (less than 24 hours) 53% , Admitted (more than 24 hours) 9% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
1&M service later on the same day 32% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 54% 

Is moderate sedation inherent to this procedure in the office setting? No . 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 11 % 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Communicating with the referring physician and other health care professionals, and 
obtaining informed consent. The physician would obtain and review the previous operative note(s) and any pertinent 
radiographs and medical information regarding implant from the implant manufacturer or available medical records. 
Pre-service work also includes a focused examination of the patient, pre-operative scrubbing and positioning, prepping, 
and draping the patient. The results of preadmission testing are reviewed. The medical record is reviewed to ensure that 
the patient is stable for the planned surgical procedure. The preoperative history and physical examination is updated. 
Preoperative orders for antibiotics and sequential compression devices are written. The surgeon would meet with patient 
and family to review planned procedure and post-operative management, review and obtain informed consent. The 
surgeon would also review the type of anesthesia with anesthesiologist, verify that all required instruments and supplies 
are available, and assist with draping and positioning the patient The surgeon would scrub and gown, and then perform 
the surgical "time out" with the operating and anesthesia team. 

~scription of Intra-Service Work: The anchoring site of the previous stimulator lead in the thoracolumbar spine is 
.JCalized with the patient under anesthesia and the overlying soft tissue structures are anesthetized using local anesthesia 

to the level of the lamina. A midline incision is created and soft tissues dissected to expose the lead. Removal of scar 
tissue and additional bone around the prior laminectomy site, along with dissection of the epidural space are performed 
to access and remove the preexisting paddle lead in the epidural space via gentle traction. An image is obtained to 
document paddle lead removal. Removal of the implanted spinal neurostimulator pulse generator or receiver is a 
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CPT Code: 63662 
separately reportable procedure (CPT 63688). The pre-existing paddle lead is disconnected from the connector to the 
electrodes of the pulse generator or receiver. The paddle lead is removed from the anchoring site. The incision is 
closed and dressings are applied. 

Description of Post-Service Work: The patient is observed for stability of vital signs and comfort and then the opere. 
communicates with the patient, family, and other health care professionals (including written and telephone reports and 
orders) and coordinates discharge day management. Additionally, all hospital visits and post-discharge office visits for 
care throughout the global period are considered part of the post-operative work for this procedure. The surgeon would 
write prescriptions for medications needed after discharge and instructions, such as home restrictions (i.e., d~et, activity, 
bathing, driving), are discussed with the patient, family members and discharging nurse. All appropriate medical 
records are completed, including discharge progress notes, discharge summary and discharge instructions, and insurance 
forms. The patient is discharged when there is return of adequate nutrition intake, adequate pain control with oral 
analgesics, and independent ambulation. 
Office post-discharge work: Examine and talk with patient. Perform wound check. Remove sutures/staples if placed. 
Review activity and restrictions. Perform neurological exam and confirm normal strength, reflexes and sensation. 
Answer patient/family questions. Write medication prescriptions. Order physiotherapy, as necessary, monitor 
rehabilitation. Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. All post­
discharge office visits for care throughout the global period are considered part of the post-operative work for this 
procedure. 
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CPT Code: 63662 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4/2009 ~-

Presenter(s): 
Fred Davis, MD, Frederick Boop, MD, Alexander Mason, MD, Marc Leib, MD, Rodney 
Lee Jones, MD, Charles Mick, MD 

Specialty(s): AAPM, AANS/CNS, ASA, ISIS, NASS 

CPT Code: 63662 

Sample Size: 1007 JResp N: 35 I Response:3.4% 

Sample Type: Random 

Low 25th octl Median* 75th octl Hm_h 

Service Performance Rate 0.00 0.00 0.00 3.00 15.00 

SurveyRVW: 6.00 11.45 12.50 14.25 21.05 

Pre-Service Evaluation Time: 35.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-service Time: 25.00 45.00 60.00 90.00 120.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: · 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 78.00 99211 x 0.00 12x 2.00 13x 2.00 14x 0.00 15x 0.00 

,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physicran standard total mrnutes per E/M visrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 2b -FAC Diff Pat/Straightfor Proc(w sedation/anes) 

CPT Code: 163662 Recommended Physician Work RVU: 10.84 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 15.00 1.00 14.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 5.00 10.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

ischarge Day Mgmt: ~ 99238x 1.0 99239x 0.0 

1\)ffice time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code:· 63662 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
63030 

Global 
090 

WorkRVU 
13.03 

Time Source 
RUCTime 

CPT Descriptor Laminotomy (hemilaminectomy), with decompression of nerve root(s), including partial facetectomy, 
foraminotomy and/or excision of herniated intervertebral disc, including open and endoscopically-assisted approaches; 1 
interspace, lumbar 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
44950 

Global Work RVU 
090 10.52 

Time Source 
RUCTime 

CPT Descriptor 1 Appendectomy; 

MPC CPT Code 2 
49650 

Global 
090 

WorkRVU 
6.30 

Time Source 
RUCTime 

CPT Descriptor 2 Laparoscopy, surgical; repair initial inguinal hernia 

Other Reference CPT Code 
62351 

Global 
090 

WorkRVU 
11.54 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

5033 

Most Recent 
Medicare Utilization 

19,242 

CPT Descriptor Implantation, revision or repositioning of tunneled intrathecal or epidural catheter, for long-term 
medication administration via an external pump or implantable reservoir/infusion pump; with laminectomy 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 13 % of respondents: 37.1 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

63662 63030 

I Median Pre-Service Time II 63.00 II 75.00 

I Median Intra-Service Time II 60.00 II 90.00 

I Median Immediate Post-service Time 20.00 30.00 

I Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 40.00 

Median Discharge Day Management Time 38.0 38.00 

I Median Office Visit Time 62.0 69.00 
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CPT Code: 63662 

I Prolonged Services Time II 0.0 I ~-00 
1--lM~ed:=ia=n:T:o=tal=T=im==e::::=====================' ~ 342.00 Other time if appropriate . c==J 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and JudmJent <Mean} 
The nwnber of possible diagnosis and/or the nwnber of 3.00 II 3.00 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 3.00 II 3.08 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 2.31 II 3.00 

Technical Skiii/Ph~ical Effort <Mean} 

I Technical skill required II 3.54 II 3.38 

I Physical effort required II 3.38 II 3.23 

~cholggjcal Stress <Mean} 

I The risk of significant complications, morbidity and/or mortality II 3.85 II 3.54 

)utcome depends on the skill and judgment of physician II 3.85 II 3.69 

I Estimated risk of malpractice suit with poor outcome II 3.77 II 3.85 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments <Mean} 

I Pre-Service intensity/complexity II 3.00 II 3.15 

I Intra-Service intensity/complexity II 3.62 II 3.69 

I Post-Service intensity/complexity II 2.85 II 2.92 

Additional Rationale 

..Jescribe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
The RUC's Five Year Review Identification Workgroup has identified codes whose valuations include hospital 
inpatient and/or discharge services within their global period, but the site of service is no longer predominately in the 
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CPT Code: 63662 
inpatient setting. One of these codes is 63660 - Revision or removal of spinal neurostimulator electrode percutaneous 
array(s) or plate/paddle(s) 

The RUC recommended that this code (along with the other codes in the family) be reassigned to a 10 day global peri 
and be re-surveyed. This has been done for codes 62350, 62355, 62360, 62361, 62362, 62365, 63650, 63685, and 
63688. The multi-specialty expert panel convened to undertake the surveys determined that the current descriptor for 
code 63660 was too broad to be able to define the work and requested that the code go back to the CPT Editorial Panel 
with a proposal to split code 63660 into separate codes that will describe the distinct work involved in the revision and 
in the removal of a percutaneous electrode when compared to the revision or the removal of a "plate/paddle" electrode 
array. The result is four new codes. The two codes describing procedures on a percutaneous electrode have a 10 day 
global and the other two describing procedures on a plate/paddle electrode array maintain a 90 day global period and 
are performed in an in-patient setting. 

The specialties determined that Pre-Service Package 2B with modifications to the positioning and scrub/dress/wait time 
was appropriate. Extra positioning time is required to tum an intubated patient into the prone position. There is 
additional wait time due to the time needed to induce anesthesia. 

The median service performance rate for all respondents was zero. A supplemental summary is attached that shows the 
responses by the aggregate, by those who have not performed the service and by those who have. 

The specialties came to their recommended RVUw of 10.19 (less than the 25m percentile) by comparing this service 
describing the removal of a spinal neurostimulator electrode plate/paddle that was placed via laminotomy or laminectomy 
with the recommendations for the code that describes its initial placement (63655). The recommended values for code 
63655 yield an IWPUT of 0.070. Since the intraservice time for 63655 is 90 minutes and the intraservice time for 
6366X2 is 60 minutes, we deducted that intensity from median survey value (RVU 12.50). 

0.070 x 30 minutes = 2.1 RVUw 
12.50 - 2.1 = 10.4 

We then verified this value with a comparison to code 44950 - a code with similar times and an IWPUT of 0.078. 
our recommended times and RVUw, code 6366X2 will have an IWPUT of0.086. 

SERVICES REPORTED WITH MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 

D Other reason (please explain) Removal of the implanted spinal neurostimulator pulse generator or 
receiver is a separately reportable procedure (CPT 63688) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. CPT code 63688- global 010- RVUw 5.25- Pre-service 48"- Intra-service 55"- Post -service 
20" Included within the 10 day global period are 99238 x 0.5 and 99213 x 1. 
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CPT Code: 63662 · 
FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
~ode is reviewed) 63660 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Neurosurgery How often? Sometimes 

Specialty Orthopedic Surgery How often? Sometimes 

Specialty Other How often? Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 810 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We estimate that 7% of the cases previously reported with code 63660 
would be reported with code 6366X2. We also estimate that the national frequency would be twice that of the Medicare 
population. Code 63~ was reported to Medicare 5,784 times in 2007 (5784 * .07 = 405. 405 * 2 = 810). 
Percentage-breakdowns are taken from those for code 63655 - Laminotomy for implantation of neurostimulator 
electrodes, plate/paddle(s), epidural 

Specialty Neurosurgery Frequency 566 Percentage 69.87 % 

Specialty Orthopedic Surgery Frequency 198 Percentage 24.44% 

'pecialty Other Frequency 46 Percentage 5.67 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 405 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 

explain the rationale for this estimate. We estimate that 7% of the cases previously reported with code 63660 would be 
reported with code 6366X2. Code 6366X2 was reported to Medicare 5,784 times in 2007 (5784 * .07 = 405 

Specialty Neurosurgery Frequency 283 Percentage 69.87% 

Specialty Orthopedic Surgery Frequency 99 Percentage 24.44 % 

Specialty Other Frequency 23 Percentage 5.67 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale . 

• dicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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Surveyed Code : 
Surveyed Descriptor: 

Surveyed Global: 

Vignette used in survey: 

Percentage of survey respondents who 
found vignette to be typical: 

Percent of survey respondents who stated 
they peiform the procedure; 

In the hospital: 
In theASC: 

In the office: 
Percent of survey responded who stated 
they typically performed this procedure in 
the hospitial, stated that patient is; 

Discharged the same day: 

63662 
Removal of spinal neurostimulator electrode plate/paddle(s) placed via laminotomy or laminectomy, including fluoroscopy, when 
performed 

90 

A 56 year old woman had a previous implantation of a plate/paddle dorsal column spinal stimulator for pain control with good 
coverage and control of pain in the affected area. Over time, the stimulator no longer provide coverage to the affected area despite 
revision and the plate/paddle is to be removed 

Ail responses .. Siic RatEf"" 0 ., : 
:<' ' >(, ' 

, ~· ' 'f 

A ) ~ ( 

97% 
;,.. 

'" 

97% 
3% 
0% 

38% 
Kept overnight (less than 24 hours) .. 53% 

Admitted (more than 24 hours: ,9% 
Percent of survey respondents who stated 32%, 
that if the patient is typically kept overnight 
also stated that they perform an E&M 
service later on the same day: 

Is moderate sedation inherent to this no 
procedure in the Hospitai!ASC setting? 
Percent of survey respondents who stated 54% , .. 
moderate sedation is typical in the 

',, ·":-: .... .!' 

Hospitai/ASC setting: ~~·:,~ .<. 
., .. , ',_>',' ;,',<Y 

-' ' '• 

is moderate sedation inherent to this no. .,.. ,,-~ ' -" ,.,, 
· .. 

',"< 
procedure in the office setting? .- •, 

04 63662-- "~lemental SOR-03-31-09.xls6366X2 -breakdown by perf rate 



Percent of survey respondents who stated 
moderate sedation typical in the office 
setting: 

Is moderate sedation inherent in your 
reference code (office setting)? 
Is moderate sedation inherent in your 
reference code (Hospitai/ASC setting)? 

Specialty(s) 

Sample Size: 
Resp N 
Response% 

Service Performance Rate: 

Survey RVW: 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: 

no 

no 

,11% 

1007 
~5 

3.48% 

04 63662- supplemental SOR-03-31-09.xls6366X2 -breakdown by perf rate 

21% 
'. ;>' 

no 

no 
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Pre-Service Scrub, Dress Walt Time: 

Intra-Service Time: 

Immediate Post Service Time: 

Modifier 51 Exempt: Y/N 
New Technology/Service: Y/N 

Key Reference Service: 

Laminotomy , With 
decompression of nerve root(s), Including 
partial facet~<?tomy: for.arriinotdmy arid/or· 
excision of he~nlated Intervertebral disc, 

Including open and endoscqplcally~assisted. 
approaches; .1 ihterspace, lumbar· 

Time~u~~~~~~----~~--------~--------~------~~~~~~~~~~ 
Number of respondents who chose 

Reference 
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TIME ESTIMATES (Median) 

Median Pre-Service 
Median Intra-Service 

Median Immediate Post-Service 
Medican Critical Care Ti 

Median Other Hospital Visit Ti 
Median Discharge Day Mgmt 

Median Office Visit Ti 
Prolonged Services 

Median Total 
Other time if ~,:,~;~.~,.;~;;J-----==~----;:...;.;;I __ --:-j~-'--:~l---:----'41--:-

INTENSITY/COMPLEXITY MEASURES 
(Mean) 
Mental Effort and Judgment (Mean) 

The number of possible diagnoses 
the number of mgmt options that must 

U~oocyclm~~~d~~§E3~~~~:~~~~~=~~~~~~~~~=~g~~=~~~~~~~~~~ Technical Skill/Physical Effort (Mean) ~~~~ 
Technical skill 
Physical effort 

Psychological Stress (Mean) 
The risk of significant complications 

mobidity and/or mn,rt<:>llit\111 

Outcome depends on the skill and ;~~;:~:;;r.t~.....;.-~~;r.....;.-~~iMr+-:--f~77~~~-+~if-rt-:~r""T 
of phys 

Estimated risk of malpractice suite with 

Time Segments (Mean) 
Pre-Service intensity/complexity 
Intra-Service intensity/complexity 
Post-Service intensity/complexity 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMNmNDATION 

CPT Code: 63663 

CPT Code:63663 Tracking Number 13 Specialty Society Recommended RVU: 8.11 

Global Period: 010 RUC Recommended RVU: 7.70 

CPT Descriptor: Revision including replacement, when performed, of spinal neurostimulator electrode percutaneous 
array(s), including fluoroscopy, when performed 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 54 year-old man had a previous implantation of a dorsal column spinal stimulator for pain 
control with good coverage and control of pain in the affected area. The patient suffered a fall, after which the 
stimulator no longer provided coverage to the affected area. The thoracic epidural stimulator array is to be repositioned 
to once again cover the affected area. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital 71% , In the ASC 29%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 59% , Kept overnight (less than 24 hours) 38% , Admitted (more than 24 hours) 3% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform 
E&M service later on the same day 53% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 60% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 27% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Communicating with the referring physician and other health care professionals, and 
obtaining informed consent. The physician would obtain and review the previous operative note(s) and any pertinent 
radiographs and medical information regarding implant from the implant manufacturer or available medical records. 
Pre-service work also includes a focused examination of the patient, pre-operative scrubbing and positioning, prepping, 
and draping the patient. The results of preadmission testing are reviewed. The medical record is reviewed to ensure that 
the patient is stable for the planned surgical procedure. The preoperative history and physical examination is updated. 
Preoperative orders for antibiotics and sequential compression devices are written. The physician would meet with 
patient and family to review planned procedure and post-operative management, review and obtain informed 
consent.The physician would also verify that all required instruments and supplies are available. The physician would 
also monitor/assist with draping and positioning of the patient. The physician would scrub and gown. A surgical "time 
out" is performed 

Description of Intra-Service Work: The anchoring site of the previous stimulator lead in the thoracolumbar spine 1~ 
localized and the overlying soft tissue structures are anesthetized to the level of the lamina. A midline incision is created 
and soft tissues dissected to expose the lead. The lead is cut at the site and removed from the epidural space via gentle 
traction. Using fluoroscopic guidance, a Touhy needled is advanced into the epidural space using a loss of resistance 
technique. Epidural location is confirmed with a percutaneous probe. A percutaneous electrode array is guided into the 
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CPT Code: 63663 
epidural space through the needle and advanced toward the mid thoracic spine. The exposed end of the electrode array 
is attached to an external stimulator unit. Under guidance from the surgeon, a technician out of the operating field tests 
various electrodt: combinations and the lead(s) is/are physically relocated by the surgeon until the patient indicates that 
'be dermatomal areas of his typical pain have been covered with paresthesias generated by the stimulator. The external 
.nit is detached, the needle and stylet removed and the lead(s) is/are anchored to the fascia. Insertion or replacement of 

the implanted spinal neurostimulator pulse generator or receiver is a separately reportable procedure (CPT 63685). The 
electrode array is attached to the neurostimulator pulse generator or receiver electrode connectors and anchored in place. 
An image is obtained to document final placement. The incision is closed and dressings are applied. 

Description of Post-Service Work: The patient is observed for stability of vital signs and comfort and then the operator 
communicates with the patient, family, and other health care professionals {including written and telephone reports and 
orders) and coordinates discharge day management. Additionally, all hospital visits and post-discharge office visits for 
care throughout the global period are considered part of the post-operative work for this procedure. The surgeon would 
write prescriptions for medications needed after discharge and instructions, such as home restrictions (i.e., diet, activity, 
bathing, driving), are discussed with the patient, family members and discharging nurse. All appropriate medical 
records are completed, including discharge progress notes, discharge summary and discharge instructions, and insurance 
forms. The patient is discharged when there is return of adequate nutrition intake, adequate pain control with oral 
analgesics, and independent ambulation. 
Office post-discharge work: Examine and talk with patient. Perform wound check. Remove sutures/staples if placed. 
Review activity and restrictions. Perform neurological exam and confirm normal strength, reflexes and sensation. 
Answer patient/family questions. Write medication prescriptions. Order physiotherapy, as necessary, monitor 
rehabilitation. Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. All post­
discharge office visits for care throughout the global period are considered part of the post-operative work for this 
procedure. 
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CPT Code: 63663 
SURVEYDATA. 
RUC Meeting Date (mm/yyyy) jo4/2009 

Presenter(s): 
Fred Davis, MD, Frederick Boop, MD, Alexander Mason, MD, Marc Leib, MD, Rodney 
Lee Jones, MD, Charles Mick, MD 

Specialty(s): AAPM, AANS/CNS, ASA, ISIS, NASS 

CPT Code: 63663 

Sample Size: 1007 IResp N: 52 
I 

Response: 5.1 % 

Sample Type: Random 

Low 25th octl Median* 75th_pctl H!.g_h 

Service Performance Rate 0.00 0.00 4.00 6.50 50.00 

Survey RVW: 5.25 7.11 8.11 9.17 22.17 

Pre-Service Evaluation Time: 37.50 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-service Time: 25.00 60.00 90.00 120.00 180.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 23.00 99211 x 0.00 12x 0.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 2b -FAC Diff Pat/Straightfor Proc{w sedation/anes} 

CPT Code: 163663 Recommended Physician Work RVU: 7.68 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 10.00 1.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 5.00 0.00 

Intra-Service Time: 90.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 23.00 99211 x 0.00 12x 0.00 13x 1.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 63663 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
63650 

Global 
010 

WorkRVU 
7.15 

CPT Descriptor Percutaneous implantation of neurostimulator electrode array, epidural 

KEY MPC COMPARISON CODES: 

Time Source 
RUC Time 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global Work RVU Time Source 
38571 010 14.70 RUC Time 

CPT Descriptor 1 Laparoscopy, surgical; with bilateral total pelvic lymphadenectomy 

MPC CPT Code 2 
20103 

Global 
010 

WorkRVU Time Source 
5.31 RUC Time 

CPT Descriptor 2 Exploration of penetrating wound (separate procedure); extremity 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

3,848 

Most Recent 
Medicare Utilization 

1,437 

RELATIONSIUP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 32 

TIME ESTIMATES <Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

I Median Immediate Post-service Time 

I Median Critical Care Time 

l Median Other Hospital Visit Time 
1 
'1edian Discharge Day Management Time 

ledian Office Visit Time 

I Prolonged Services Time 

I Median Total Time 
Other time if appropriate 

CPT Code: 
63663 

II 48.00 II 
II 90.00 II 

20.00 I 
0.0 I 
0.0 I 
19.0 

23.0 

0.0 

~ 
1480 

%of respondents: 61.5 % 

Key Reference Source of Time 
CPT Code: RUCTime 

63650 

48.00 

60.00 

20.00 

0.00 

0.00 

19.00 

23.00 

0.00 

170.00 



CPT Code: 63663 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judmnent <Mean} 
The number of possible diagnosis and/or the number of 3.56 II 3.44 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 3.59 II 3.50 
tests, and/or other infonnation that must be reviewed and analyzed 

I Urgency of medical decision making 
,, 

2.91 II 2.78 

Technical SkiiiiPh~ical Effort <Mean} 

I Technical skill required II 4.22 II 3.88 

I Physical effort required 'I 3.72 II 3.50 

PsvchoiQgjcai Stress (Mean} 

I The risk of significant complications, morbidity and/or mortality 'I 3.94 II 3.59 

I Outcome depends on the skill and judgment of physician II 4.31 II 4.06 

I Estimated risk of malpractice suit with poor outcome II 3.81 II 3.66 

INTENSITY/COMPLEXITY MEASURES CPI'Code Reference 
Service 1 

Time Se2ments (Mean} 

I Pre-Service intensity/complexity II 3.44 II 3.22 

I Intra-Service intensity/complexity II 4.16 II 3.75 

I Post-Service intensity/complexity II 3.16 II 3.13 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
The RUC's Five Year Review Identification Workgroup has identified codes whose valuations include hospital 
inpatient and/or discharge services within their global period, but the site of service is no longer predominately in the 
inpatient setting. One of these codes is 63660 - Revision or removal of spinal neurostimulator electrode percutaneous 
array(s) or plate/paddle(s) 
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CPT Code: 63663 
The RUC recommended that this code (along with the other codes in the family) be reassigned to a 10 day global period 
and be re-surveyed. This has been done for codes 62350, 62355, 62360, 62361, 62362, 62365, 63650, 63685, and 
63688. The multi-specialty expert panel convened to undertake the surveys determined that the current descriptor for 
code 63660 was too broad to be able to define the work and requested that the code go back to the CPT Editorial Panel 
with a proposal to split code 63660 into separate codes that will describe the distinct work involved in the revision and 
in the removal of a percutaneous electrode when compared to the revision or the removal of a "plate/paddle" electrode 
array. The result is four new codes. The two codes describing procedures on a percutaneous electrode have a 10 day 
global 'lbd the other two describing procedures on a plate/paddle electrode array maintain a 90 day global period and 
are performed in an in-patient setting. 

The specialties determined that pre-service package 2B with modification was an appropriate package. The 
modification is identical to those approved for the reference service, namely, additional time for placing the patient into 
a prone position. 

Physicians who perform these procedures agree that is easier to place a new array than to revise one. Removal of the 
existing lead can be difficult: the lead is often coiled and surrounded by scar tissue. 

We compared the work associated with this service to the other codes in the family, including the key reference service 
63650. The IWPUT for code 63650 is 0.069. Using median intra-and post -service times and adjusting the survey 
results downward to better reflect post-operative visits, the median RVUw of 8.11 yields an IWPUT of 0.057. These 
values place the code into proper alignment with the rest of the family. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. . 
~ Other reason (please explain) Insertion or replacement of the implanted spinal neurostimulator pulse 
generatior or receiver is separtely reported with code 63685 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. CPT Code 63685; global 010; RVUw 6.00; Pre-service 48"; Intra-service 60"; Post -service 
20"; Included within the 10 day global period are 99238 x 0.5 and 99213 x 1 

REQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
cOde is reviewed) 63660 
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CPT Code: 63663 
How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialti~, please provide information for each specialty. 

Specialty Anesthesiology How often? Sometimes 

Specialty lnterventional Pain Mgmt/Pain Mgmt How often? Sometimes 

Specialty Neurosurgery How often? Sometimes 

Estimate the number of times this service might be provided nationally in a one-year period? 5784 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We estimate that 50% of the cases previously reported with code 63660 
would be reported with 6366X3. We also estimate that the national frequency would be twice that of the Medicare 
population. Code 63660 was reported to Medicare 5,784 times in 2007 Percentage breakdowns come from the RUC 
database. 

Specialty Anesthesiology Frequency 1854 Percentage 32.05 % 

Specialty Interventional Pain Mgmt/Pain Mgmt Frequency 1848 Percentage 31.95 % 

Specialty Neurosurgery Frequency 1084 Percentage 18.74 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
2, 892 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We estimate that 50% of the cases previously reported with code 63660 
would be reported with 6366X3. Code 63660 was reported to Medicare 5,784 times in 2007. (5784 *.50= 2,892) 

Specialty Anesthesiology Frequency 927 Percentage 32.05 % 

Specialty lnterventional Pain Mgmt/Pain Mgmt Frequency 924 Percentage 31.95 % 

Specialty Neurosurgery Frequency 542 Percentage 18.74% 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 63664 

CPT Code:63664 Tracking Number 14 Specialty Society Recommended RVU: 12.00 

Global Period: 090 RUC Recommended RVU: 11.39 

CPT Descriptor: Revision including replacement, when performed, of spinal neurostimulator electrode plate/paddle(s) 
placed via laminotomy or laminectomy, including fluoroscopy, when performed 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 56 year-old woman had a previous implantation of a dorsal column spinal stimulator for 
pian control with good coverage and control of pain in the affected area. The lead has fractured and the stimulator no 
longer provides coverage to the affected area. The plate/paddle electrode is to be removed and replaced to once again 
cover the affected area. 

Percentage of Survey Respondents who found Vignette to be Typical: 88% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 19% , Kept overnight (less than 24 hours) 60% , Admitted (more than 24 hours) 21% 

">ercent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
2&M service later on the same day 46% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 38% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 16% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Communicating with the referring physician and other health care professionals, and 
obtaining informed consent. The physician would obtain and review the previous operative note(s) and any peninent 
radiographs and medical information regarding implant from the implant manufacturer or available medical records. 
Pre-service work also includes a focused examination of the patient, pre-operative scrubbing and positioning, prepping, 
and draping the patient. The results of preadmission testing are reviewed. The medical record is reviewed to ensure that 
the patient is stable for the planned surgical procedure. The preoperative history and physical examination is updated. 
Preoperative orders for antibiotics and sequential compression devices are written. The surgeon would meet with patient 
and family to review planned procedure and post-operative management, review and obtain informed consent. The 
surgeon would also review the type of anesthesia with anesthesiologist, verify that all required instruments and supplies 
are available, and assist with positioning the patient. The surgeon would also monitor/assist with draping and positioning 
of the patient. The surgeon would scrub and gown, and then perform the surgical "time out" with the operating and 

1esthesia team. 

Description of Intra-Service Work: The anchoring site of the previous stimulator lead in the thoracolumbar spine is 
localized with the patient under anesthesia and the overlying soft tissue structures are anesthetized to the level of the 
lamina. A midline incision is created and soft tissues dissected to expose the lead. Scar tissue and additional bone 
removal around the prior laminectomy site, along with dissection of the epidural space are performed to access and 
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CPT Code: 63664 
remove the preexisting paddle lead in the epidural space via gentle traction. A new paddle lead is placed through this 
laminectomy site using fluoroscopic guidance. The exposed end of the electrode array is attached to an external 
stimulator unit. Under guidance from the surgeon, a technician out of the operating field tests various electrode 
combinations and the lead is physically relocated by the surgeon until the patient indicates that the dermatomal area~ 
her typical pain have been covered with paresthesias generated by the stimulator. Insertion or replacement of .. 
implanted spinal neurostimulator pulse generator or receiver is a separately reportable procedure (CPT 63685). The 
paddle lead is attached to the neurostimulator pulse generator or receiver electrode connectors. The lead is anchored to 
the fascia. An image is obtained to document final placement. The incision is closed and the sites dressed. 

Description of Post-Service Work: 
Post-service includes: The patient is observed for stability of vital signs and comfort and then the operator communicates 
with the patient, family, and other health care professionals (including written and telephone reports and orders) and 
coordinates discharge day management. Additionally, all hospital visits and post-discharge office visits for care 
throughout the global period are considered part of the post-operative work for this procedure. The surgeon would write 
prescriptions for medications needed after discharge and instructions, such as home restrictions (i.e., diet, activity, 
bathing, driving), are discussed with the patient, family members and discharging nurse. All appropriate medical 
records are completed, including discharge progress notes, discharge summary and discharge instructions, and insurance 
forms. The patient is discharged when there is return of adequate nutrition intake, adequate pain control with oral 
analgesics, and independent ambulation. 
Office post-discharge work: Examine and talk with patient. Perform wound check. Remove sutures/staples if placed. 
Review activity and restrictions. Perform neurological exam and confirm normal strength, reflexes and sensation. 
Answer patient/family questions. Write medication prescriptions. Order physiotherapy, as necessary, monitor 
rehabilitation. Discuss progress with PCP (verbal and written). Dictate progress notes for medical record. All post­
discharge office visits for care throughout the global period are considered part of the post-operative work for this 
procedure. 
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CPT Code: 63664 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) .104/2009 

Presenter(s): Fred Davis, MD, Frederick Boop, MD, Alexander Mason, MD, Marc Leib, MD, Rodney 
Lee Jones, MD Charles Mick, MD 

::.. .• 
IL)'\5}: AAPM, AANS/CNS, ASA, ISIS, NASS -r 

!CPT Code: 63664 

Sample Size: 1007 'Resp N: 32 I Response: 3.1 % 

Sample Type: Random 

~. 25th octl Median* Z5th pctf Hi9.h 
Service Performance Rate 0.00 0.00 0.00 5.00 20.00 

SurveyRVW: 6.00 12.00 13.75 16.53 35.00 

Pre-Service Evaluation Time: 40.00 

Pre-Service Positioning Time: 15.00 

""1..-S-., ,;i-. .. Scrub, Dress, Wait Time: 15.00 

[IIUI a-Z ... ,;i ..... Time: 35.00 60.00 90.00 120.00 180.00 

-''· Post Service-Time: 20.00 I IIIII 

I Post C" .:. Visits :Total _Min~ _Cf_T Code and Number of Visits 

1Critica1 Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 lnn,~o. 1.00 99239x 0.00 

lOffice time/visit(s): 78.00 199211 x 0.00 12x 2.00 13x 2.00 14x 0.00 15x 0.00 

ged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

-Physician standard total minutes oer ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 2b -FAC Diff Pat/Straightfor Proc(w sedation/anes) 

CPT Code: 163664 Recommended Physician Work RVU: 12.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 15.00 1.00 14.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 5.00 10.00 

Intra-Service Time: 90.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 
1scharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

1
Jffice time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 63664 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
62351 

Global 
090 

WorkRVU 
11.54 

Time Source· 
RUCTime 

CPT Descriptor Implantation, revision or repositioning of tunneled intrathecal or epidural catheter, for long-term 
medication administration via an external pump or implantable reservoir/infusion pump; with laminectomy 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
63047 090 15.22 RUC Time 74,815 
CPT Descriptor 1 Laminectomy, facetectomy and foraminotomy (unilateral or bilateral with decompression of spinal 
cord, cauda equina and/or nerve root[s], [eg, spinal or lateral recess stenosis]), single vertebral segment; lumbar 

MPC CPT Code 2 
60220 

Global 
090 

WorkRVU 
12.29 

Time Source 
RUCTime 

CPT Descriptor 2 Total thyroid lobectomy, unilateral; with or without isthmusectomy 

Other Reference CPT Code 
63030 

Global 
090 

WorkRVU 
13.03 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

8,878 

CPT Descriptor Laminotomy (hemilaminectomy), with decompression of nerve root(s), including partial facetectomy, 
foraminotomy and/or excision of herniated intervertebral disc, including open and endoscopically-assisted approaches; 1 
interspace, lumbar 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 15 % of respondents: 46.8 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

63664 62351 

I Median Pre-Service Time II 63.00 II 62.00 

I Median Intra-Service Time II 90.00 II 90.00 

Median Immediate Post-service Time 20.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 165.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 62.0 64.00 
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1=1 Pr=o==lo=ng=ed=Se=rv=ice=s==T=im=e=============lll 0.0 11=1 ==0=.=00====1 

1

1-M_oo_ia_n_T_otai_T_im_e ____________ --1, ~ r--44-9._00_---1 
Other time if appropriate . c===J . 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of ....__3_.00_-.~11.__ __ 2_.90 __ --l 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L...-_3_.2_0 _ _.11._· __ 3_.2_0 _ __, 

L..l U-'rg:::..e_nc~y_o_fm_edi_·cal_dec_ist_·on_making __ · =----------'' ._I _2_.5_0 _ _,1 L..l __ 2_.40 __ __, 

Technical Skill/Physical Effort (Mean) 

l._T_ec_hni_·cal_skill_· _reqwr--"-·-ed __________ __.ll.____3_.7_o __.II._ __ 3_.40 _ ___. 

L-1 P_,hy:...;,.si_cal_e_ffi_ort_reqwr~· _ed __________ -.~IIL...-_3_.5_0 _ __,1 L-1 __ 3_.2_0 _ ___. 

Psvdtological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._l __ 3_.40 _ __.11..__ __ 3_.3_0 _ __, 

)u_tco_;_m_e;...depe-!..._nds_o .... n_th_e_skill_._and_.::.judgm....:::.._e_nt_o_f.!..ph...::y .... si_cian ___ ___.l ._1 __ 3_.7_0_--111.__ __ 3_.60 __ --l 

L..l&_rum_._ted_ris_k_o_f_mru~prn_ro_·ce_sw_·t_m_·th-!...poo_ro_u_~_om_e ___ ~l'-l __ 3_.3_0_-ll._l __ 3_.3_0 _ __, 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

I._ Pr_e-_S_em_·ce_inte_ns_i~ty_lco_m...:p'-le_xi~ty ________ ___,l._l _3_.40 _ ___.11 ._ __ 3_.1_0 _ __, 

lL..Intr_a_-Se_m_·ce_in_t_ens__,ity'-/c_o_m.:..pl_eXt_·ty-=------------'ll.___3_.60 _ ___,l '-1 __ 3_.40 _ __, 

._I P_o_st-...;.S_erv_i;...ce_int_ens_;.t...::·ty .... tc_o_m.!..pl_eXt_·ty~----------'' ._I __ 3_.2_0_--ll L...l __ 3_.00 _ ___, 

Additional Rationale 

CPT Code: 63664 · 

escribe the process by which your specialty society reached your final reconunendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
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CPT Code: 63664 · 
The RUC's Five Year Review Identification Workgroup has identified codes whose valuations include hospital 
inpatient and/or discharge services within their global period, but the site of service is no longer predominately in the 
inpatient setting. One of these codes is 63660 - Revision or removal of spinal neurostimulator electrode percutaneous 
array(s) or plate/paddle(s) 

The RUC recommended that this code (along with the other codes in the family) be reassigned to a 10 day global period 
and be re-surveyed. This has been done for codes 62350, 62355, 62360, 62361,62362, 62365,63650, 63685, and 
63688. The multi-specialty expert panel convened to undertake the surveys determined that the current descriptor for 
code 63660 was too broad to be able to defme the work and requested that the code go back to the CPT Editorial Panel 
with a proposal to split code 63660 into separate codes that will describe the distinct work involved in the revision and 
in the removal of a percutaneous electrode when compared to the revision or the removal of a "plate/paddle" electrode 
array. The result is four new codes. The two codes describing procedures on a percutaneous electrode have a 10 day 
global and the other two describing procedures on a plate/paddle electrode array maintain a 90 day global period and 
are performed in an in-patient setting. 

The specialties determined that Pre-Service package 2B with modification to the positioning and scrub/dress/wait time 
was appropriate. Extra positioning time is required as the patient is under anesthesia and prone. Wait time is increased 
as the level of anesthesia must be carefully titrated since the procedure requires a patient sufficiently sedated to tolerate 
the procedure yet sufficiently responsive to indicate that the dermatomal areas of her typical pain have been covered with 
paresthesias generated by the stimulator. 

The median service performance rate for all respondents was zero. A supplemental summary is attached that shows the 
responses by the aggregate, by those who have not performed the service and by those who have. 

This procedure is more complex than the reference service (62351) and 63655 although the surveyed times are the same 
as 63655. Code 6366X4 requires the surgeon to work on a previously operated field (previous laminotomy) and over 
the spinal cord, with accompanied increased risk for neurologic injury due to scarring from the earlier bony work. T1 
intensity/complexity measures comparing 6366X4 with 62351 are consistent with this point as all but one are higher fo~ 
6366X4. The recommendation is that the RUC accept an RVUwork value of 12.00 which is higher than 63655 but 
represents the 25 percentile of our survey respondents. 

Code 6366X4 with the times and RVUw recommended by the specialties would have an IWPUT of 0.075. 

SERVICES REPORTED WITH MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. ' 
D Historical precedents. 
~ Other reason (please explain) Insertion or replacement of the implanted spinal neurostimulator pulse 
generator or receiver is a separately reportable procedure (CPT 63685) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 

1489 



CPT Code: 63664. · 
.your scenario. CPT Code 63685; global 010; Pre-service 48"; Intra-service 60"; Post -service 20"; Included 
within the 10 day global period are 99238 x 0.5 and 99213 x 1 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 63660 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Neurosurgery How often? Sometimes 

Specialty Orthopedic Surgery How often? Sometimes 

Specialty Other How often? Rarely 

Estimate the number of times this service might be provided nationally in a one-year period? 1156 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We estimate that 10% of the cases previously reported with code 63660 
would be reported with 6366X4. We also estimate that the national frequency would be twice that of the Medicare 
population. Code 63660 was reported to Medicare 5,784 times in 2007. (5784 * .10 = 578. 578 * 2 = 1156) 
Percentage breakdowns are taken from those for code 63655 - Laminotomy for implantation of neurostimulator 
electrodes, plate/paddle, epidural 

Specialty Neurosurgery Frequency 809 Percentage 69.98 % 

Specialty Orthopedic Surgery Frequency 283 Percentage 24.48 % 

Specialty Other Frequency 65 
\ 

Percentage 5.62 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 578 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. Please 
explain the rationale for this estimate. We estimate that 10% of the cases previously reported with code 63660 would be 
reported with 6366X4. Code 6366X4 was reported to Medicare 5,784 times in 2007. (5784 8 * .10 = 578) 

Specialty Neurosurgery Frequency 404 Percentage 69.89% 

Specialty Orthopedic Surgery Frequency 141 Percentage 24.39 % 

Specialty Other Frequency 33 Percentage 5. 70 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLn 

'oes the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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Surveyed Code : 
Surveyed Descriptor: 

Surveyed Global: 

63664 
Revision including replacement, when performed, of spinal neurostimulator electrode plate/paddle(s) place via laminotomy or 
laminectomy, including fluoroscopy, when performed 

90 

Vignette used in survey: A 56 year old woman had a previous implantation of a dorsal column spinal stimulator for pain control with good coverage and control of 
pain in the affected area. The lead has fractured and the stimulator no longer provided coverage to the affected area. The thoracic 
epidural stimulator array is to be removed and replaced to once again cover the affected area 

Percentage of survey respondents who 
found vignette to be typical: 

Percent of survey respondents who stated 
they perform the procedure; 

All ~esponses 

88% 

In the hospitai:~--.;._,....,...;-:J~0-;.0°~~~-~-·· _··"-. ·~· ·>_. ,.:...· .. i:-. ~ 
In the ASC:t--;--,....;--·. -.;O~~~o 1-' ""':'·. ·_,;o:' . ....,;.,...··....,.. ..... · ·(~.··. 

In the office:....,._,..··';.;.·· --"-•..:o;.:.~.,o _. --.;....;...__,..--.;.··~ >·?·~ 
Percent of survey responded who stated . '' · • ' . ·: _.. 
they typically performed this procedure in 
the hospitial, stated that patient is; 

Discharged the same day:..,___,,...._--''..;..19""0"'~+----------1 
Kept overnight (less than 24 hours):....,. __ --.;....:9~0:..:o/cZ!ol-·-----~ 

Admitted (more than 24 hours:....,. __ _,......:2:.,:1:;,;.~.,o~----~-~ 
Percent of survey respondents who stated 46% 
that if the patient is typically kept overnight 
also stated that they perform an E&M 
service later on the same day: 

Is moderate sedation inherent to this no 
procedure in the Hospitai/ASC setting? 
Percent of survey respondents who stated 38% 
moderate sedation is typical in the 
Hospitai/ASC setting: 

Is moderate sedation inherent to this 
procedur~ in the office setting? 

no 

07 63664 'lemental SOR- 03-31-09.xls6366X4 breakdown by perf rate ':>f4 



Percent of survey respondents who stated 
moderate sedation typical in the office 
setting: 

Is moderate sedation inherent in your 
reference code (office setting)? 
Is moderate sedation inherent in your 
reference code (Hospitai/ASC setting)? 

Sample Size: 
RespN 
Response% 

Service Performance Rate: 

Survey RVW: 

Pre-Service Evaluation Time: 

Pre-Service Positioning Time: 

no 

no 

16% 

1007· 
32 

3.18% 

07 63664- supplemental SOR- 03-31-09.xls6366X4 breakdown by perf rate 
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Pre-Service Scrub, Dress Walt Time: 

Intra-Service Time: 

Immediate Post Service Time: 

Key Reference Service: 

tunneled intrathecal or , for 
long-term medication administration via an 

external pump or impl~mtable 
reservoir/Infusion pump; with laminectomy 

07 63664 'lemental SOR- 03-31-09.xls6366X4 breakdown by perf rate of4 



CPT Long Descriptor: 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 
Facility Direct Inputs 

CPT Code:63661, 63663 

63661: Removal of spinal neurostimulator electrode percutaneous array( s ), including fluoroscopy, when performed 

63663: Revision, including replacement, when performed, of spinal neurostimulator electrode percutaneous array(s), 
including fluoroscopy, when perfo!ffied 

Please provide a brief description of the process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: ' 

A consensus panel consisting ofRUC and CPT and health policy representatives of the North American Spine 
Society (NASS), the International Spine Intervention Society (ISIS), the American Academy of Pain Medicine 
(AAPM), the American Society of Anesthesiologists (ASA), the American Association of Neurological 
Surgeons (AANS), the Congress ofNeurological Surgeons (CNS) was convened to review the practice expense 
inputs for the new codes shown above. The panel included physicians in solo practice, academic settings, and 
large group practices and represented a multitude of geographic locations . 

• ease describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The clinical staff completes pre-service diagnostic and referral forms. They call the hospital to schedule space and 
equipment needed in the facility and coordinate with the facility, the patient and other offices as necessary to prepare for 
the procedure. They arrange with the stimulator manufacturer for appropriate implants/supplies to be available. Clinical 
staff will provide and review educational materials and information prior to the procedure. Clinical staff will also call in 
any prescriptions necessary for the patient prior to the procedure and contact the patient prior to the procedure to confirm 
pre-procedure instructions are being carried out. Calls may also be necessary to coordinate changes in polypharmacy 
prior to the procedure. 

Intra-Service Clinical Labor Activities: 

NIA 

Post-Service Clinical Labor Activities: 

Discharge management and standard office visit related activities are performed. 
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CPT Code:63661, 63663 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 
Non Facility Direct Inputs 

CPT Long Descriptor: 

63661: Removal of spinal neurostimulator electrode percutaneous array(s), including fluoroscopy, when 
performed 

63663: Revision, including replacement, when performed, of spinal neurostimulator electrode 
percutaneous array(s), including fluoroscopy, when performed 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

A consensus panel consisting ofRUC and CPT and health policy representatives of the North 
American Spine Society (NASS), the International Spine Intervention Society (ISIS), the 
American Academy of Pain Medicine (AAPM), the American Society of Anesthesiologists 
(ASA), the American Association of Neurological Surgeons (AANS), the Congress of 
Neurological Surgeons (CNS) was convened to review the practice expense inputs for the new 
codes shown above. The panel included physicians in solo practice, academic settings, and large 
group practices and represented a multitude of geographic locations. 

Discussion 

The consensus panel discussed the site of service for these two codes and believes both can safely 
be performed in an office or radiology suite. The survey respondents however felt that this location 
was rare (3% for 63661 and 0% for 63663). The practice patterns vary in different geographic 
regions and the panel is aware of physicians who perform these procedures in the non-facility 
setting. We have priced these two procedures for both facility and non-facility. 

Both of these procedures require fluoroscopy. Currently a licensed radiation therapist is typically 
required by law in many states to operate the fluoroscopy machine. A second clinical assistant 
(staffblend RN/LPN/MA) is required to assist the physician performing the procedure. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The clinical staff completes pre-service diagnostic and referral forms. They schedule space and 
equipment needed and arrange with the stimulator manufacturer for appropriate implants/supplies to be 
available. Clinical staff will provide and review educational materials and information prior to the 
procedure. In the office setting we moved the pre-service education from the pre-service period to the 
service period and decreased the time for this activity from 7 minutes to 3 minutes. Clinical staff will also 
call in any prescriptions necessary for the patient prior to the procedure and contact the patient prior to 
the procedure to confirm pre-procedure instructions are being carrier out. Calls may also be necessary to 
coordinate changes in polypharmacy prior to the procedure 

The RT obtains and displays the previous images. 
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CPT Code:63661, 63663 

Intra-Service Clinical Labor Activities: 

Clinical staff reviews the chart to be certain all pre-procedure testing is available and the medical history 
is current. The patient will be greeted and gowned and four vital signs obtained. The procedure is 
reviewed. The procedure room is prepared, making certain supplies and equipment necessary are 
available. Clinical staff assists the physician with prepping, positioning, and providing anesthesia. This 
is a sterile procedure therefore, once the clinical staff is gloved, they will remain in the room and assist 
the physician with the entire procedure. After completion of the procedure, clinical staff will monitor the 
patient. The panel estimates the patient is monitored 20 minutes for 63661 and 40 minutes for 63663. 
We allocated~ of this time (5 minutes and 10 minutes respectively) to staff to allow for multi-tasking. 
Staff will clean the room; clean the surgical instruments; check dressings; and provide instructions on 
wound care, follow-up visits, and prescriptions. 

RT prepares the imaging equipment and inputs patient and procedure information. They position the C­
arm and assist in final positioning of the patient and obtain scout films. They perform imaging as 
required during the procedure. At the end of the procedure, they clean the equipment and process and 
store hard copies of films. 

Post-Service Clinical Labor Activities: 

Discharge management, phone calls and standard office visit related activities are performed. 

0 
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CPT Code:63655, 63662, 63664 

AMA/Specialty Soci_t:ty Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 
Facility Direct Inputs 

CPT Long Descriptor: 

63655: Laminectomy for implantation ofneurostimulator electrodes, plate/paddle, epidural 

63662: Removal ofneurostimulator electrode plate/paddle(s) placed via laminotomy or Laminectomy, including 
fluoroscopy, when performed 

63664: Revision including replacement, when performed, of spinal neurostimulator electrode plate/paddle(s) placed via 
laminotomy or Laminectomy, including fluoroscopy, when performed · 

Please provide a brief description of the process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: 

A consensus panel consisting of RUC and CPT and health policy representatives of the North American Spine 
Society (NASS), the International Spine Intervention Society (ISIS), the American Academy of Pain Medicine 
(AAPM) the American Society of Anesthesiologists (ASA), the American Association of Neurological 
Surgeons (AANS), and the Congress of Neurological Surgeons (CNS) 

0

Was convened to review the practice 
expense inputs for the codes shown above. The panel included physicians in solo practice, academic settings, 
and large group practices and represented a multitude of geographic locations. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The clinical staff completes pre-service diagnostic and referral forms. They call the hospital to schedule space and 
equipment needed in the facility and coordinate with the facility, the patient and other offices as necessary to prepare for 
the procedure. They arrange with the stimulator manufacturer for appropriate implants to be available. Clinical staff will 
provide and review educational materials and information prior t~ the procedure. Clinical staff will also call in any 
prescriptions necessary for the patient prior to the procedure and contact the patient prior to the procedure to confirm pre­
procedure instructions are being carrier out. Calls may also be necessary to coordinate changes in polypharmacy prior to 
the procedure. 
Intra-Service Clinical Labor Activities: 

NIA 

Post-Service Clinical Labor Activities: 

Discharge management (standard 6 minutes for same day or 12 minutes for overnight/admit) and standard office visit 
related activities are performed. 
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AMA Specialty So 

B A c 
1 63661 

Meeting Date: April 2009 Removal of spinal IRevl~lon,lncludlng Removal of neurostlmulator 
electrode plate/paddle( a) 
placed via laminotomy or 
lamlnectomy,lncludlng 

Revision Including replacement, Laminectomy for 
· ·~ -•· Society RVS Update Committee Recommendation neurostlmulator electrode when performed, of spinal when performed, of spinal Implantation of 

percutaneous array( a), neurostlmulator electrode 
lnciudlng fluoroscopy,-when percutaneous array(s),lncludln~ 

neurostlmulator electrode neurostlmulator 
plate/paddle( a) placed via electrodes, plate/paddle, 

performed fluoroscopy, when performed fluoroscopy, when punurm"u laminotomy or laminectomy, epidural 
Including fluoroscopy, when 

2 CMS Staff performed 

3 LOCATION Code Type Non Facility Facility NonFac_lllt!_ Facility Non Facility Facility Non FacUlty Facility I Non Faclllt) 
4 GLOBALPERIOD 10 10 10 lU 90 90 90 90 90 

....§...TOT, L CL~_NICAI:- (,.AB()~ TIM_E_ _ _ _ __ __ _ __________ I-- __ 

1-!.ITOTAL PRE-SERY q!_NI~J\!:- -~!J_Q_I_t_TIM_E________ ___ _ ___ I------ ______ 1 _____ :::.--=--
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168.5 _____ 6_6_,«) ___ 1- 229.0 ---~6.0 --- 0.0 159.0 0.0 --- ~5~,o _____ 0.0 
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~~------ ---------
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Removal of spinal 
neurosUmulator electrode 

percutaneous array(s), 
Including fluoroscopy, wher 
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Non Facility Facility 
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Revlslon,tncludlng replacement 
when performed, of spinal 
neuroaUmulator electrode 

percutaneous array(s), Including 
fluoroscopy, when performed 

Non Facility Facility 
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63662 

Removal of neurosllmulator 
electrode plate/paddle(s) 
placed via laminotomy or 
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fluoroscopy, when performed 

Non Facility Facility 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated from Five-Year Review 

April2009 

Injection of Anesthetic Agent 

The RUC identified these services through its High Volume Growth screen and referred the services to CPT to devise an appropriate 
coding structure to report primary and additional injections. Additionally, several other services within the same family were identified 
through the CMS Fastest Growing Procedures screen and were recommended to be surveyed by the RUC (64415, 64445, 64447), while 
services that were identified through the RUC screen (64470, 64472, 64475, 64476) were recommended to be referred to CPT prior to 
review by the RUC. In response to the RUC's request, the CPT Editorial Panel deleted the four existing codes describing injection of 
anesthetic agent (64470, 64472, 64475, 64476) and replaced them with six new services. Three codes describe the work performed in 
injection within the cervical or thoracic area in a single injection, second injection, and all further injections and the otHer three codes 
describe the work performed in injection within the lumbar or sacral area in a single injection, second injection and all further injections. 

64490, lnjection(s), diagnostic or therapeutic agent, pa~avertehral facet (zygapophyseal) joint (or nerves innervating that joint) with image 
guidance (fluoroscopy or CT), cervical or thoracic; single level 
The specialty society presented the survey results of 116 physicians. The median survey intra-service time was 15 minutes, which the 
RUC agreed was appropriate, particularly in light of the fact that the existing service, 64470, includes 20 minutes of intra-service time. 
The survey median work RVU was 2.00. However, the specialty noted that the key reference service selected by the respondents was 
62310, Injection, single (not via indwelling catheter), not including neurolytic substances, with or without contrast (for either 
localization or epidurography), of diagnostic or therapeutic substance(s) (including anesthetic, antispasmodic, opioid, steroid, other 
solution), epidural or subarachnoid; cervical or thoracic (work RVU = 1.91, intra-service time= 30 minutes). The specialty noted 
that the reference service does not include any fluoroscopic guidance, and that there are no other 000 global codes that describe both 
injection and image guidance. The RUC did not agree that the pre-service evaluation time presented by the specialties was 
appropriate. Rather, the RUC agreed that pre-service time package number 5, NF procedure without sedation/anesthesia, which allots 
7 minutes for evaluation, was all that was required. The RUC understands that Evaluation and Management (E/M) services may be 
reported on the same date as these injections. Therefore, the RUC removed the additional 8 minutes from the specialty's 
recommendation and backed-out the associated work per minute (0.0224 x 7 = 0.18) from the survey median work RVU of2.00, to 
arrive at a work RVU of 1.82 (2.00- 0.18 = 1.82). The RUC also reviewed reference code 36569, Insertion of peripherally inserted 
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central venous catheter (P/CC), without subcutaneous port or pump; age 5 years or older (work RVU = 1.82, intra-time= 20 
minutes) and agreed that the two services are similar. Therefore, the RUC recommends a work RVU of 1.82 for CPT code 64490. 

64491, lnjection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves innervating that joint) 
with image guidance (fluoroscopy or CT), cervical or thoracic; second level 
The specialty society presented the survey results of 80 physicians for this ZZZ add-on code. The median survey intra-service time 
was 15 minutes, which the RUC agreed was appropriate, particularly in light of the fact that the existing service, 64472, includes 20 
minutes of intra-service time. Further, the RUC noted that the base code, 64490 also contains 15 minutes of intra-services time. 
However, the survey respondents indicated 10 minutes of pre-service and 5 minutes of post-service time, which the specialty and the 
RUC agreed was inappropriate for this add-on service. Eighty percent of the survey respondents selected 64627, Destruction by 
neurolytic agent, paravertebral facet joint nerve; cervical or thoracic, each additional/eve/ (List separately in addition to code for 
primary procedure) (work RVU = 1.16, intra-service= 30 minutes) as the key reference service. While the intra-service times are 
different between the survey code and the reference code (15 and 30 minutes, respectively), the RUC agreed that the two services are 
very similar. However, the reference service does not contain any imaging guidance. Further, the survey median work RVU was 
1.16, which the RUC agreed was appropriate and maintains the rank and relationship between the base code and the add-on procedure. 
Therefore, the RUC recommends a work RVU of 1.16 with an intra-service time of 15 minutes for 64491. 

64492, Injection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves innervating that joint) 
with image guidance (fluoroscopy or CT), cervical or thoracic; third and any additionallevel(s) 

The specialty society presented the survey results of75 physicians for this ZZZ add-on code. The median survey intra-service time 
was 13 minutes, which the specialty noted was inconsistent with the survey results for 64491. The specialty societies' expert panel 
recommended and the RUC agreed that the intra-service time for 644X2 should be identical to 64491. Therefore, the RUC agreed that 
15 minutes was appropriate. Further, the RUC noted that the base code, 64490 also contains 15 minutes of intra-services time. 
However, the survey respondents indicated 5 minutes of pre-service and 5 minutes of post-service time, which the specialty and the 
RUC agreed was inappropriate for this add-on service. Eighty percent of the survey respondents selected 64627, Destruction by 
neurolytic agent, paravertebral facet joint nerve; cervical or thoracic, each additional/eve/ (List separately in addition to code for 
primary procedure) (work RVU = 1.16, intra-service= 30 minutes) as the key reference service. While the intra-service times are 
different between the survey code and the reference code (15 and 30 minutes, respectively), the RUC agreed that the two services are 
very similar. However, the reference service does not contain any imaging guidance. Further, the survey median work RVU was 
1.1 0, which the RUC did not agree maintained the rank and relationship between the base code and the add-on procedure. Rather, the 
RUC agreed that the tyPical work of64492 is identical to 64491 and should be valued identically. The RUC also reviewed reference 
code 36584, Replacement, complete, of a peripherally inserted central venous catheter (PICC), without subcutaneous port or pump, 
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through same venous access (work RVU = 1.20, intra-time= 15 minutes) and agreed that the two services are similar. Therefore, the 
RUC recommends a work RVU of 1.16 with an intra-service time of 15 minutes for 64492. 

64493, lnjection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves innervating that joint) 
with image guidance (fluoroscopy or CT), lumbar or sacral; single level 
The specialty society presented the survey results of 88 physicians. The median survey intra-service time was 15 minutes, which the 
RUC agreed was appropriate, particularly in light of the fact that the existing service, 64470, includes 20 minutes of intra-service time. 
The survey median work RVU was 1.70. However, the specialty noted that the key reference service selected by the respondents was 
27096, Injection procedure for sacroiliac joint, arthrography and/or anesthetic/steroid (work RVU = 1.40, intra-service time= 25 · 
minutes). The specialty noted that the reference service does not include any fluoroscopic guidance, and that there are no other 000 
global codes that describe both injection and image guidance. The RUC did not agree that the pre-service evaluation time presented 
by the specialties was appropriate. Rather, the RUC agreed that pre-service time package number 5, NF procedure without 
sedation/anesthesia, which allots 7 minutes for evaluation, was all that was required. The RUC understands that Evaluation and 
Management (E/M) services may be reported on the same date as these injections. Therefore, the RUC removed the additional 8 
minutes from the specialty's recommendation and backed-out the associated work per minute (0.0224 x 7 = 0.18) from the survey 
median work RVU of 1.70, to arrive at a work RVU of 1.52 (1.70- 0.18 = 1.52). The RUC also review reference code, 95865, 
Needle electromyography; larynx (work RVU = 1.57, intra-time= 15 minutes) and agreed that the two services are similar. 
Therefore, the RUC recommends a work RVU of 1.52 for CPT code 64493. 

64494, Injection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves innervating that joint) 
with image guidance (fluoroscopy or CT), lumbar or sacral; second level 
The specialty society presented the survey results of 70 physicians for this ZZZ add-on code. The median survey intra-service time 
was 15 minutes, which the RUC agreed was appropriate, particularly in light ofthe fact that the existing service, 64475, includes 18 
minutes of intra-service time. Further, the RUC noted that the base code, 64493 also contains 15 minutes of intra-services time. 
However, the survey respondents indicated 5 minutes of post-service time, which the specialty and the RUC agreed was inappropriate 
for this add-on service. Nearly 80% of the survey respondents selected 64623, Destruction by neurolytic agent, paravertebral facet 
joint nerve; lumbar or sacral, each additional/eve/ (List separately in addition to code for primary procedure) (work RVU = 0.99, 
intra-service= 16 minutes) as the key reference service. The RUC agreed that the two services are very similar with very similar 
intra-service times. However, the reference service does not contain any imaging guidance, which justifies a slightly higher work 
RVU for the surveyed code. The median survey work RVU was 1.10, which the RUC agreed was too high. However, the survey 25th 
percentile work RVU of0.98 would create a rank order anomaly with the reference service. The specialty societies' expert panel 
recommended and the RUC agreed that 1.00 was appropriate and maintains the rank and relationship between the base code and the 
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add-on procedure. The RUC also noted that the survey median work RVU of 64495 was 1.00. Therefore, the RUC recommends a 
work RVU of 1.00 with an intra-service time of 15 minutes for 64494. 

64495, Injection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves innervating that joint) 
with image guidance (fluoroscopy or CT), lumbar or sacral; third and any additionallevel(s) 
The specialty society presented the survey results of 64 physicians for this ZZZ add-on code. The median survey intra-service time 
was 15 minutes, which the RUC agreed was appropriate, considering that the existing service, 64475descriptor, includes 18 minutes of 
intra-service time. Further, the RUC noted that the base code, 64494 also contains 15 minutes of intra-services time. However, the 
survey respondents indicated 5 minutes of post-service time, which the specialty and the RUC agreed was inappropriate for this add­
on service. More than 80% of the survey respondents selected 64623, Destruction by neurolytic agent, paravertebral facet joint 
nerve; lumbar or sacral, each additional level (List separately in addition to code for primary procedure) (work RVU = 0.99, intra­
service= 16 minutes) as the key reference service. The RUC agreed that the two services are very similar with very similar intra­
service times. However, the reference service does not contain any imaging guidance, which justifies a slightly higher work RVU for 
the surveyed code. The median survey work RVU was 1.00, which the RUC agreed was appropriate and maintains the rank and 
relationship between the base code and the add-on procedure. Therefore, the RUC recommends a work RVU of 1.00 with an 
intra-service time of 15 minutes for 64495. 

1 1 

Practice Expense 
The RUC reviewed the direct practice expense inputs as recommended by the specialty and made some minor edits to the clinical 
labor and medical supplies to reflect the typical patient service. 

Work Neutrality 
The specialty society provided data to the RUC showing that the new coding structure will account for an overall decrease in work 
relative values for this family of services to be redistributed in the Medicare conversion factor. 64470, 64472, 64475, and 64476 were 
reported as follows in 2007, accounting for 1,929,084 work RVUs. 

Code WorkRVU 2007 Frequency Total work RVUs 
64470 1.80 133,092 239,566 
64472 1.29 215,038 277,399 
64475 1.41 485,428 684,453 
64476 0.98 742,516 727,666 
Total work RVUs 1,929,084 
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The specialty society estimates that the new services will be reported as follows, which results in a reduction of600,422 work RVUs. 

Code WorkRVU 2007 Frequency Total work RVUs 
64490 1.82 133,092 242,227 
64491 1.16 119,783 138,948 
64492 1.16 35,935 41,685 
64493 1.52 485,428 737,851 
64494 1.00 36,885 36,885 
64495 1.00 131,066 131,066 
Total work RVUs 1_,_328,662 

CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

(For destruction by neurolytic agent or chemodenervation. see 62280-62282. 64600-64681) 

(For epidural or subarachnoid or subdural injection. see 6231 0-62319) 

(Codes 6449064484 are unilateral procedures. For bilateral procedures. use modifier 50) 

(For fluoroscopic gyidance and localization for needle placement and injection in conjunction with 64479-64484, use 77003) 

64415 Injection, anesthetic agent; brachial plexus, single 000 To be presented at 
October 2009 RUC 

Meeting 

64445 sciatic nerve, single 000 To be presented at 
October 2009 RUC 

Meeting 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

64447 femoral nerve, single 000 To be presented at 
October 2009 RUC 

Meeting 

64450 other peripheral nerve or branch 000 1.27 

(For f'ReHol destruetioR, see M622 64627) (No Change) 

(Fer s\16araehfloid or s\16dtwa~ ifljeetioR, see 6228Q, 62~lQ 62~19) 
(Fer ef'idttral or effi:ldal iflj eetioR, see 62273, 62281 62282, 6231 Q 62~ 19) 
(Fer ifljeetiofl ofMertoR's ReHroma, see 644SS, 646~2) 

..... 
V1 ..... 
w 

64455 Injection(s), anesthetic agent and/or steroid, plantar common digital 000 0.75 
nerve(s) (eg, Morton's neuroma) 

(No Change) 
(Do not report 64455 in conjunction with 64632) (Codes 64470-64484 
are unilateral procedures. For bilateral procedures, use modifier 50) 

(Fer ftHoreseof'ie gt~idaRee afld leeali:i!iatiofl for Reedle f'laeemeflt afld 
ifljeetioR iR eoflj\:!fletiofl with 6447Q 64484, Hse 77QQ3) 

D 64470 lflj eetioR, aResthetie ageflt aREifor steroid, f'6ra•tertearal faeet j oiRt or faeet 000 N/A 
j eiflt Herve; eervieal or thoraeie, siRgle le>tel 

0+64472 eervieal or theraeie, eaeh additioRallevel (List Sef'O:Fately iR additiofl zzz N/A 
to eo de fer f'Rmary f'FOeedHre) 

D 64475 lttlftbar or saeral, siagle le>tel 000 N/A 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

D +64476 l\lillbar or saeral, eaefi additioflfllltwel, (List Seflarately in addition to zzz NIA 
eode for f'rimary f'FOeedure) 

(Use 64476 in eonjunetion witl\64475) 

(Codes 64470-64476 have been deleted. To renort, see 64490-64495} 

Paravertebral Spinal Nerves and Branches 

{Image gyidance {fluoroscony or CT} and the injection of contrast are inclusive comnonents of codes 64490-64493. Imaging gyidance 
and localization are reguired for-the nerformance of64490-64493. If imaging is not used, re}2ort code 20550-20553. If ultrasound 

...... gyidance is used, renort 64999) 
V1 ...... 
.r:::. (For bilateral nrocedures. use modifier 50) 

{For injection of the T12-Ll joint, or nerves innervating that joint, renort code 64492} 

•64490 EEl lnjection(s), diagnostic or therapeutic agent, paravertebral facet 000 1.82 
(zygapophyseal) joint (or nerves innervating that joint) with image 
guidance (fluoroscopy or CT), cervical or thoracic; single level 

•+64491 EE2 second level (List separately in .addition to code for primary zzz 1.16 
procedure) 

•+64492 EE3 third and any additionallevel(s) (List separately in addition to code zzz 1.16 
for primary procedure) 

(Do not report 64492 more than once per day) 

(Use 64491 and 64492 in conjunction with 64490) 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

•64493 000 Injection(s), diagnostic or therapeutic agent, paravertebral facet 000 1.52 
(zygapophyseal) joint (or nerves innervating that joint) with image 
guidance (fluoroscopy or CT), lumbar or sacral; single level 

•+64494 EE5 second level (List separately in addition to code for primary zz.z 1.00 
procedure) 

•+64495 EE6 third and any additionallevel(s) (List separately in addition to code zzz 1.00 
for primary procedure) 

(Do not report 64495 more than once per day) 

..... (Use 64494 and 64495 in conjunction with 64493) 
U1 ..... 
U1 E 77003 Fluoroscopic guidance and localization of needle or catheter tip for spine or XXX 0.60 

paraspinous diagnostic or therapeutic injection procedures (epidural, 
transforaminal epidural, subarachnoid, pam•rertebml faeet joint, (No Change) 

paravertebral faeet joint nerve, or sacroiliac joint), including neurolytic 
agent destruction 

(Injection of contrast during fluoroscopic .. . ) 

(For paravertebral facet joint injection, see 64470 6447664490-64495) 

(For destruction by neurolytic agent, see .. .) 

) 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 64490 

CPT Code:64490 Tracking Number EEl Specialty Society Recoinrnended RVU: 2.00 

Global Period: 000 RUC Recommended RVU: 1.82 

CPT Descriptor: lnjection(s), diagnostic or therapeutic agent, paravertebrel facet (zygapophyseal) joint (or nerves 
innervating that joint) with image guidance (fluoroscopy or CT), cervical or thoracic; single level 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 67-year-old female has chronic neck pain radiating toward her right shoulder. Previously 
performed assessments, tests and therapeutic trials have demonstrated the following: She has no neurological symptoms 
or weakness in her arms. Physical examination revealed restricted range of motion of her cervical spine due to pain. She 
has pain with palpation of her cervical spine and extension of her neck. These fmdings are consistent with facet pain at 
the C4-5 level. X-rays demonstrate facet arthopathy and spondylosis at C4-5. The patient has failed conservative 
treatments, including physical therapy, nonsteroidal anti-inflammatory medications, and opiate therapy with persistent 
pain and _limitations in function. An MRI demonstrated facet arthropathy at C4-5 and multilevel degenerative disc 
disease. An electromyogram was negative for radiculopathy. Due to her failure with conservative treatment and 
persistent pain, diagnostic testing with cervical facet blocks under fluoroscopic guidance on the right at the C4-5 level is 
indicated. This will be performed by blocking the right C4 and C5 medial branch nerves that innervate the C4-5 facet 
joint. 
(Imaging guidance (fluoroscopy or CT) is included in this code.) 

'>ercentage of Survey Respondents who found Vignette to be Typical: 93% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 46% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 23% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Medical records and relevant history were reviewed with the patient, informed 
consent obtained, and documentation completed. The patient was taken to the fluoroscopy suite for medial branch 
blocks to the right C4-5 facet joint. The patient was placed on a radiolucent carbon-fiber table, prepped and draped in 

'! usual fashion. 

Description of Intra-Service Work: The patient was monitored with continuous pulse oximetry, blood pressure and 
ECG. A C-arm fluoroscopy machine was rotated and adjusted until the targeted facet joint and the bony landmarks 
corresponding to the right C4 and C5 medial branch nerves (that innervate the right C4-5 facet joint) were optimally 
visualized. Initially, the C4 medial branch nerve was targeted. The skin and sub-cutaneous tissues were anesthetized 
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CPT Code: 64490 
with lee of 1% lidocaine. Then a 25-gauge 2.5-inch needle was directed towards the lateral facet pillar and groove 
under intermittent fluoroscopic guidance. Care__was taken to avoid vital neural structures or blood vessels. Appropriate 
positioning of the needle tip was confirmed with multiple fluoroscopic views, including A-P and lateral projections. 
Approximately 0.3 cc of non-ionic contrast was injected to confirm appropriate spread around the targeted nerve 
exclude any vascular, epidural or intrathecal spread. Then 0.3 cc of 2 % Xylocaine MPF was slowly infiltrated arc 
the C4 medial branch nerve, after which the needle was removed. With the patient still prepped and draped, the 
fluoroscopic machine was re-oriented inferiorly and the entire procedure repeated to block the C5 medial branch nerve. 
Thereafter, a bandage was applied and the patient was taken to the recovery area 

Description of Post-Service Work: The patient was monitored for an appropriate period of time prior to being 
discharged to home. Patient was examined and pain levels assessed prior to discharge. 
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CPT Code: 64490 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4/2009 

Presenter(s): Fred Davis, MD, William Sullivan, MD, Frederick Boop, MD, Alexander Mason, MD, Marc 
Leib, MD, William Donovan, MD, Rodney Lee Jones, MD, Charles Mick, MD 

Jpecialty(s): AAPM, AAPMR, AANS/CNS, ASA, ASNR, ISIS, NASS 

CPT Code: 64490 

Sample Size: 1847 . 'Resp N: 116 I Response: 6.2 % 
... 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hjg_h 

Service Performance Rate 0.00 10.00 50.00 120.00 1000.00 

Survey RVW: 1.25 1.89 2.00 2.20 8.30 

Pre-Service Evaluation Time: 30.00 

Pre-Service Positioning Time: 5.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 

Intra-service Time: 4.00 15.00 15.00 20.00 60.00 

Immediate Post Service-Time: 10.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 
1rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total m1nutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code: 164490 Recommended Physician Work RVU: 1.82 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 7.00 7.00 0.00 

Pre-Service Positioning Time: 5.00 0.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 0.00 5.00 

Intra-Service Time: 15.00 

Immediate Post Service-Time: 10.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

'scharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

,~ffice time/visit{s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 64490 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
62310 

Global 
000 

WorkRVU 
1.91 

Time Source 
RUCTime 

CPT Descriptor Injection, single (not via indwelling catheter), not including neurolytic substances, with or without 
contrast (for either localization or epidurography), of diagnostic or therapeutic substance(s) (including anesthetic, 
antispasmodic, opioid, steroid, other solution), epidural or subarachnoid; cervical or thoracic 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
52000 

Global Work RVU 
000 2.23 

CPT Descriptor 1 Cystourethroscopy (separate procedure) 

MPC CPT Code 2 
64449 

Global 
000 

WorkRVU 
1.81 

Time Source 
RUCTime 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

948,337 

Most Recent 
Medicare Utilization 

3,774 

CPT Descriptor 2 Injection, anesthetic agent; lumbar plexus, posterior approach, continuous infusion by catheter 
(including catheter placement) 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 63 %of respondents: 54.3 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

64490 62310 

I Median Pre-Service Time II 17.00 II 35.00 

I Median Intra-Service Time II 15.00 II 30.00 

Median Immediate Post-service Time 10.00 20.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 
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CPT Code: 64490 

I Median Total Time 1~1 
85.00 

Other time if appropriate 

iNTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Juch!ment (Mean) 
The number of possible diagnosis and/or the number of 3.62 II 3.59 
management options that must be considered 

II The amount and/or complexity of medical· records, diagnostic 3.76 3.68 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 2.76 II 2.75 

Technical Skill!PhY§ical Effort (Mean) 

I Technical skill required II 4.32 II 4.14 

I Physical effort required II 3.41 II 3.32 

PsychoiQgical Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality II 4.11 II 4.10 

I Outcome depends on the skill and judgment of physician II 4.25 II 4.17 

I Estimated risk of malpractice suit with poor outcome II 4.06 II 4.08 

INTENSITY/COMPLEXITY MEASURES CPfCode Reference 
Service 1 

Time Semtents <Mean} 

I Pre-Service intensity/complexity II 3.03 II 3.00 

!Intra-Service intensity/complexity II 3.84 II 3.76 

I Post-Service intensity/complexity II 2.89 II 2.84 

Additional Rationale 

'escribe the process by which your specialty society reached your final recommendation. If your society has used an 
NPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 

Recommendations for the appropriate formula and format. 
The specialties detennined that Pre-service package 5 with some modification was the best fit for this procedure. The 
evaluation time was increased by 8 minutes to account for the thoroughness of the exam, the large number of records 
and imaging studies that must be reviewed and the time it takes to explain the procedure to the patient. Cervical facet 
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CPT Code: 64490 
injections are typically performed with the patient in the prone position and that requires 5 minutes of positioning time. 
These procedures are performed under sterile conditions requiring 5 minutes of scrub/dress/wait time. 

It appears that our survey participants may not have fully understood that they were to include the work associated r 
fluoroscopy (or CT) in their responses. There are no other zero day global codes that include imaging guidance so 
were unable to provide an example in our Reference Service List. Fluoroscopic guidance (code 77003) has a work RVU 
of 0.60. If this were added to the value of the current code (64470 with 1.85 RVUw) the result with be 2.45 RVUw. 
We are recommending the survey median of 2.00 which we believe understates the work; subtracting fluoroscopy means 
that the work of the injection is !captured by the remaining 1.40 RVUw commensurate to anSI injection (code 27096) 
and well below that of the reference service. The risks of a cervical facet injection include, but are not limited to: 
potential seizures from placement of anesthetic in the vertebral artery, nerve root damage and quadriplegia from 
injection into the nerve roots or spinal cord. 

A work RVUw of 2.00 somewhat aligns with the work differential between cervical/thoracic and lumbar/sacral 
injections which is typically 0.37- 0.44 (example: the tranlaminar epidural codes 62310 and 62311 (1.91-1.54 = 0.37). 
Our recommendation for code 64490 is validated by the survey median of 1. 70 for code 64493 (lnjection(s) diagnostic 

or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves innervating that joint) with image guidance 
(fluoroscopy or CT), lumbar or sacral; single level) 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

~ 
D 

D 
D 
D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. This code could could be reported on its own or in conjunction with +64XX1 -an add-on code 
to describe the second level and +64XX2- an add-on code to describe the third and any level(s). 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 644 70 

How 'often do physicians in your m>ecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Interventional Pain Mgmt/Pain Mgmt How often? Commonly 

Specialty Anesthesiology How often? Commonly 
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CPT Code: 64490 
Specialty Physical Medicine & Rehabilitation How often? Commonly 

Estimate the number of times this service might be provided nationally in a one-year period? 266184 
lf the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty . 
.>lease explain the rationale for this estimate. We estimate that the national figure would be twice the Medicare 
frequency. Per the RUC database, the 2007 frequency for code 64470 as 133,092. Percentages come from the RUC 
database. 

Specialty Interventional Pain Mgmt/Pain Mgmt Frequency 79376 Percentage 29.81 % 

Specialty Anesthesiology Frequency 68596 Percentage 25.77 % 

Specialty Physical Medicine & Rehabilitation Frequency 29467 Percentage 11.07 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
133,092 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. 2007 Frequency per RUC data base was 133,092. Percentages 
also from RUC database 

Specialty Interventional Pain Mgmg/Pain Mgmt Frequency 39688 Percentage 29.81 % 

Specialty Anesthesiology Frequency 34298 Percentage 25.77 % 

Specialty Physical Medicine & Rehabilitation Frequency 14733 Percentage 11.06 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 64491 

CPT Code:64491 Tracking Number EE2 Specialty Society Recommended RVU: 1.16 

Global Period: ZZZ RUC Recommended RVU: 1.16 

CPT Descriptor: Injection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves 
innervating that joint) with image guidance (fluoroscopy or-CT), cervical or thoracic; second level (List separately in 
addition to code for primary procedure) 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 67-year old female has chronic neck pain radiating toward her right shoulder. Previously 
performed assessments, tests and therapeutic trials have demonstrted the following: She has no neurological symptoms 
or weakness in her arms. Physical examination revealed restricted range of motion of her cervical spine due to pain. 
She has pain with palpation of her cervical spine and extension of her neck. These fmdings are consistent with facet pain 
at the C4-C5 and C5-6 levels. X-rays demonstrated facet arthropathy and spondylosis at C4-C5 and C5-6. The patient 
has failed conservative treatments including physical therapy, nonsteroidal anti-inflammatory medications, opiate therapy 
with persistent pain and limitations in function. An MRI demonstrated facet arthropathy at C4-C5 and C5-6 along with 
multilevel degenerative disc disease. An electromyogram was negative for radiculopathy. Due to her failure with 
conservative treatment and persistent pain, diagnostic testing with cervical facet blocks under fluoroscopic guidance on 
the right at the C4-C5 and C5-6levels is indicated. This will be performed by blocking the right C4, C5 and C6 medial 
branch nerves that innervate the C4-C5 and C5-6 facet joints. 
(Imaging guidance (fluoroscopy or CT) is included in this code.) 
(Code ~eludes only the work associated with injection of the second level.) 

Percentage of Survey Respondents who found Vignette to be Typical: 93% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 42% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 25% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 

Description of Intra-Service Work: After injections are placed at the C4-5 joint's medial branch nerves, and with n._ 
patient still prepped and draped, the fluoroscopic machine was re-oriented inferiorly and the entire procedure was 
repeated to block the C5-6 joint's medial branch nerves 

Description of Post-Service Work: 
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CPT Code: 64491 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4/2009 

I Presenter(s): Fred Davis, MD, William Sullivan, MD, Frederick Boop, MD, Alexander Mason, MD, Marc 
Leib, MD, William Donovan, MD, Rodney Lee Jones, MD, Charles Mick, MD 

.:ipecialty(s): AAPM, AAPMR, AANS.CNS. ASA, ASNR, ISIS, NASS 

CPT Code: 64491 

Sample Size: 1847 'Resp N: 80 I Response: 4.3 % 

Sample Type: Random 

Low 25th p_ctl Median* 75th pctl Hi.Q.h 
Service Performance Rate 0.00 9.00 50.00 100.00 1000.00 

Survey RVW: 0.40 4.00 1.16 1.50 5.25 

Pre-Service Evaluation Time: 10.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 1.00 10.00 15.00 20.00 45.00 

Immediate Post Service-Time: 5.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 {70); 99292 {30); 99231 {20); 99232 {40); 99233 {55); 99238{38); 
99239 {55); 99211 {7); 99212 {16); 99213 {23); 99214 {40); 99215 {55); 99354 {60); 99355 {30); 99356 {60); 99357 {30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code: 164491 Recommended Physician Work RVU: 1.16 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 0.00 7.00 -7.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 15.00 

Immediate Post Service-Time: 0.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

scharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

1 ~ice time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 64491 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology /Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
64627 

Global 
zzz 

WorkRVU 
1.16 

Time Source 
RUCTime 

CPT Descriptor Destruction by neurolytic agent, paravertebral facet joint nerve; cervical or thoracic, each additional 
level (List separately in addition to code for primary procedure) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
13122 ZZZ 1.44 RUC Time 13,490 
CPT Descriptor 1 Repair, complex, scalp, arms, and/or legs; each additional 5 em or less (List separately in addition to 
code for primary procedure) 

MPC CPT Code 2 
13102 

Global 
zzz 

Work RVU Time Source 
1.24 · RUC Time 

Most Recent 
Medicare Utilization 

11,931 

CPT Descriptor 2 Repair, complex, trunk; each additional 5 em or less (List separately in addition to code for 
procedure) 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 64 % ofrespondents: 80.0 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

64491 64627 

I Median Pre-Service Time II 0.00 II 0.00 

I Median Intra-Service Time II 15.00 II 30.00 

Median Immediate Post-service Time 0.00 0.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 
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I Median Total Time II 15.00 II 30.00 ~0-ili-~--tun_·_e_n_a_p_p_ro_p_ria_t_e ____________________ ~~------~~--------~ 

iNTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The nwnber of possible diagnosis and/or the number of ..__3_.4_7 _ _.11 
management options that must be considered - L-----__J 

3.50 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

..__3_.4_7 ----liiL...--_3.5_9_-..J 

I._-u_r.:::.ge_nc_,y;...o_f_m_edi_._caJ_dec_is_io_n_making_"....:....---------'11._ __ 2_.6_6 _ _,1 ~...I __ 2_.72 __ ...J 

Technical Skill/Physical Effort <Mean) 

~...IT_~_ruu_._cai_s~_·I_~~·-------------'11~_3_.9_8 __ ~I._I __ 4._o8 __ ~ 

._IP_~~s_ical_e_ffo_rt_r_e~~·------------~'~...1 __ 3_.1_9 _ _,1~...1 __ 3._3_1 _ __, 

P§Ycbological Stress (Mean) 

I The risk of significant complications, morbidity and! or mortality I ._I __ 3_. 7_5 _ _.11~... __ 4_.0_5_---1 

I Ou_tc_o_m_e_depe~nds __ on_the __ s~_· _I and_::....ju_dgm:::._e_nt_o_f~p-=hy:....s_ic_ian ___ ~l ._1 __ 4_.1_3 _ _.11._ __ 4_.2_3_---J 

._I Es_tima_ted_ns_· _k_of_mal__,p'-ra_c_ti_ce_sw_._t Wl_.th_,poo,__r_o_u_tco_m_e ___ __.I ._1 __ 3_.6_9 _ _.11.._ __ 3_.8_9 _ ___, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

._I Pr_e_-_se_rv_i_ce_inte_ns_t_,"ty:..../c_o_m..._p_Ie_xi...:.ty _________ __.ll..__2_.7_5 _ _,1 ._1 __ 2_.88 __ ~ 

I._Intra __ -S_e_m_·ce_int_e_ns_ity.:../_co_mp_._Ie_XI_·ty=---------------'11~... __ 3_.6_6 _ _,1 ._1 __ 3_.8_3_---J 

._I P....:o...:..st_-S_erv_ic_e _int_e_ns_ity.:..../_co_m-'p'-le_XI_,·ty=---------------'11 2.66 I ._I __ 2_.8_0_---J 

Additional Rationale 

CPT Code: 64491 

'!scribe the process by which your specialty society reached your final recommendation. If your society has used an 
#PUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 

Recommendations for the appropriate formula and fonnat. 
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CPT Code: 64491 
The specialties are recommending the survey median of 1.16 work RVUs - a value that will accurately maintain the 
relationship between the intra-service work of the primary procedure and the work associated with the add-on code. 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

~ 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 

D 
D 
D 
D 

Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please. indicate which physician is perfonning and reporting each CPT code in 
your scenario. This code would always be reported in conjunction with code 64XXO (the primary procedure 
code). It may also be reported in conjunction with 64XX2 (a second add on to be used for the third and any 
additionallevel(s) 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 64472 

How often do physicians in your g?ecialtv perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Interventional Pain Mgmt/Pain Mgmt How often? Commonly 

Specialty Anesthesiology How often? Commonly 

Specialty Physcial Medicine & Rehabilitation How often? Commonly 

Estimate the number of times this service might be provided nationally in a one-year period? 239566 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We estimate that 90% of the patients receiving a single level injection will 
also undergo injection of a second level. Our estimate for a single level injection was 266,184. (266, 184 * 
.90=239,566). Percentages come from the RUC database. 

Specialty Interventional Pain Mgmt/Pain Mgmt Frequency 83728 Percentage 34.94 % 

Specialty Anesthesiology Frequency 73283 Percentage 30.58 % 

Specialty Physical Medicine & Rehabilitation Frequency 24532 Percentage 10.24% 
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CPT Code: 64491 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
119,783 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
'{>ecialty. Please explain the rationale for this estimate. We estimate that 90% of the patients receiving a single level 
.1jection will also undergo injection of a second level. Our estimate for a single level injection was 133,092 (133,092 * 
.90=119,783). Percentages come from the RUC database 

Specialty Interventional Pain Mgmt/Pain Mgmt Frequency 41864 Percentage 34.94 % 

Specialty Anesthesiology Frequency 36642 Percentage 30.59 % 

Specialty Physical Medicine & Rehabilitation Frequency 12266 Percentage 10.24 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does tl!e_~eference C:PT code se!ected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY_()F RECOMMENDATION 

CPT Code: 64492 

CPT Code:64492 Tracking Number EE3 Specialty Society Recommended RVU: 1.16 

Global Period: ZZZ RUC Recommended RVU: 1.16 

CPT Descriptor: Injection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves 
innervating that joint) with image guidance (fluoroscopy or CT), cervical or thoracic; third and any additional level(s) 
(List separately in addition to code for primary procedure) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 67-year-old female has chronic neck pain radiating toward her right shoulder. Previously 
performed assessments, tests and therapeutic trials have demonstrated the following: She has no neurological symptoms 
or weakness in her arms. Physical examination revealed restricted range of motion of her cervical spine due to pain. She 
has pain with palpation of her cervical spine and extension of her neck. These fmdings are consistent with facet pain at 
the C4-C5, C5-6 and C6-C7 levels. X-rays demonstrated multilevel facet arthropathy and spondylosis. The patient failed 
conservative treatments including physical therapy, nonsteroidal anti-inflammatory medications, opiate therapy with 
persistent pain and limitations in function. An MRI demonstrated facet arthropathy atC4-C5, C5-6 and C6-C7 along with 
multilevel degenerative disc disease. An electromyogram was negative for radiculopathy. Due to her failure with 
conservative treatment and persistent pain, diagnostic testing with cervical facet blocks under fluoroscopic guidance on 
the right at the C4-C5, C5-C6 and C6-C7 levels is indicated. This will be performed by blocking the right C4, C5, C6 
and C7 medial branch nerves that innervate the C4-C5, C5-C6 and C6-C7 facet joints. (Imaging guidance (fluoroscopy 
or CT) is included in this code.) (Code ~ includes only the work associated with injection of the third and anv 
additional levels.) 

Percentage of Survey Respondents who found Vignette to be Typical: 94% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 45% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 24% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 

Description of Intra-Service Work: After injections are placed at the C4 and C5 joints' medial branch nerves, and wit. .. _ 
the patient still prepped and draped, the fluoroscopic machine was re-oriented inferiorly and the entire procedure was 
repeated to block the C6 -7 joint's medial branch nerves. 

Description of Post-Service Work: 
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CPT Code: 64492 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo4/2009 

Presenter(s ): 
Fred Davis, MD, William Sullivan, MD, Frederick Boop, MD, Alexander Mason, MD, Marc 
Leib, MD, William Donovan, MD, Rodney Lee Jones, MD, Charles Mick, MD 

Specialty(s): AAPM, AAPMR, AANS.CNS. ASA, ASNR, ISIS, NASS 

CPT Code: 64492 

Sample .Size: _ . 1847 'Resp N: 75 I Response: 4.0 % 

Sample Type: Random 

Low 25th Dctl Median* 75th octl Hjg_h 

Service Performance Rate 0.00 2.00 30.00 67.50 1000.00 

SurveyRVW: 0.45 0.99 1.10 1.45 5.16 

Pre-Service Evaluation Time: 5.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 3.00 8.50 13.00 20.00 90.00 

Immediate Post Service-Time: 5.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total mmutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data ~hich was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 164492 Recommended Physician Work RVU: 1.16 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 0.00 7.00 -7.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 15.00 

Immediate Post Service-Time: 0.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

ischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

1
Vfflce time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 64492 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
64627 

Global 
zzz 

WorkRVU 
1.16 

Time Source 
RUCTime 

CPT Descriptor Destruction by neurolytic agent, paravertebral facet joint nerve; cervical or thoracic, each additional 
level (List separately in addition to code for primary procedure) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
13122 ZZZ 1.44 RUC Time 13,490 
CPT Descriptor 1 Repair, complex, scalp, arms, and/or legs; each additional5 em or less (List separately in addition to 
code for primary procedure 

MPC CPT Code 2 
13102 

Global 
zzz 

Work RVU Time Source 
1.24 RUC Time 

Most Recent 
Medicare Utilization 

11,931 

CPT Descriptor 2 Repair, complex, trunk; each additional 5 em or less (List separately in addition to code for nnTn<>,., 

procedure) 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 58 % of respondents: 77.3 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

64492 64627 

I Median Pre-Service Time ~I 0.00 II 0.00 

I Median Intra-Service Time II 15.00 II 30.00 

I Median hnmediate Post-service Time 0.00 0.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

I Prolonged Services Time 0.0 0.00 
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I Median Total Time II 15.00 II 3o.oo ~0-ili_e_r_mn_·_e_n_a_p_p_ro_p_ria~.t-e----------------------~~------~~--------~ 

J.NTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The nwnber of possible diagnosis and/or the nwnber of ._ __ 3_.4_3 _ _.1 .... 1 __ 3_.5_0 _ ____, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

~....--_3.5_2----11 L-1 __ 3.6_0 _ __. 

~lu_r~ge_n~cy~o~f_m_edi __ .cal __ dec __ is_io_n_~~·~----------------~~~~ ___ 2_.6_6 __ ~~~~ ____ 2_.7_1 __ ~ 

Technical Skill/Phvsical Effort <Mean) 

~~T_ec_rnm __ ·cal __ s~_·_l_re~~-·-ed ______________________ ~l~l ___ 3_.9_0 __ ~~~~----4-.1_4 __ _.... 

._IP_h~~_ical __ e_ffi_o_rt_r~~·-ed ________________________ __.ll~ ___ 3_.2_4 __ ~~~~----3-.34----~ 
Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality 11~ __ 4_.7_6 __ ~1 ~~--4_.0_9 _ _.J 

lau __ tco __ m_e_depe~nds ___ on_th __ e_sw_·_1Md __ ~ju~~~e_m_o_f~p~~~s-~_ian ______ ~l~l __ 4_.o_7 _ _.1~1 __ 4_.2_1 _ _.J 

L..l Es--tima--ted~ns.....;· _k..:.of.:;,.:mal=p~ra..:.c:..:ti..:.ce:....:sw=·t _WI..:..th..:.poo~.::....r o.;..u_tc..:.o;::m..:.e ______ ___JI .... 1 __ 3_.64 _ __.1 .... 1 __ 3_.9_0 _ __. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI'Code Reference 
Service 1 

._I Pr_e_-_Se_IVJ._·c_e_int __ ens_l~·ty'-/c_o_m..:.p_leXl_ . ..:.ty _____________ __.l ~~ __ 2._6_9 _ _.I ~~--2_.8_6 _ _.... 

~IIntra __ -Se ___ rv_ice_int_e_ns.:..:i~ty-/c_omp-!...1--eXl...:..ty=----------------.J' ~~ ___ 3_.5_3 __ ~1 ~~--3_.7_9 __ ~ 

._IP_o_st_-Se_IVJ. __ ·c_e_int_e_ns_ity~/_co_mp~le_Xl~·ty~-------------'1._1 ___ 2_.5_5_~1 .... 1 __ 2_.6_2_~ 

Additional Rationale 

CPT Code: 64492 

~scribe the process by which your specialty society reached your final recommendation. If your society has used an 
/PUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 

Recommendations for the appropriate formula and format. 
The specialties are recommending 1.16 work R VUs - a value that will accurately maintain the relationship between the 
intra-service work of the primary procedure and the work associated with the add-on code. This is the same value 
recommended for code +64491 -used to report injection of a second level. The incremental work is the same for each 
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CPT Code: 64492 
of the add-on codes in this family. In three out of the four add-on codes, the surveys' median intraservice time was 15 
minutes. The median was 13 minutes for this specific code as one of the specialties median response was only 7 
minutes. The median intraservice time from the other specialties ranged from 12.5 to 25 minutes. 

CPT will include an instruction that code 64492 should only be reported once per day. 

SERVICES REPORTED WITH MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

[8l The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what c;omponents the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. This code would always be reported in conjunction with 64:XXO (the primary procedure code) 
and 64XX1 {the add on code to describe the second level injected. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 64472 

How often do physicians in your m>ecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Interventional Pain Mgmt/Pain Mgmt How often? Commonly 

Specialty Anesthesiology How often? Commonly 

Specialty Physical Medicine & Rehabilitation How often? Commonly 

Estimate the number of times this service might be provided nationally in a one-year period? 71870 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We estimate that 30% of the patients who receive injections at two levels 
will also undergo injection at three or more levels. We estimated that 239,566 patients would undergo injection at two 
levels (239,566 * .30 = 71,870). Percentages come from the RUC database. 

Specialty Interventional Pain Mgmt/Pain Mgmt Frequency 25118 Percentage 34.94 % 

Specialty Anesthesiology Frequency 21985 Percentage 30.58 % 

Specialty Physical Medicine & Rehabilitation Frequency 7359 Percentage 10.23 % 
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CPT Code: 64492 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
35,935 If this is a recorrunendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. We ~stimate that 30% of the patients who receive injections at 
.wo levels will also undergo injection at three or more levels. We estimated that 119,783 patients would under go 
injection at two levels (119,783 * .30 = 35,935). Percentages come from the RUC database. 

Specialty Interventional Pain Mgmt/Pain Mgmt Fre_guency 12559 Percentage 34.94% 

Specialty Anesthesiology Freguency 10992 Percentage 30.58 % 

Specialty Physical Medicine & Rehabilitation Frequency 3680 Percentage 10.24 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance lnfonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMMffiNDATION 

CPT Code: 64493 · 

CPT Code:64493 Tracking Number EE4 Specialty Society Recommended RVU: 1. 70 

Global Period: 000 RUC Recommended RVU: 1.52 

CPT Descriptor: lnjection(s), diagnostic or therapeutic agent, paravertebrel facet (zygapophyseal) joint (or nerves 
innervating that joint) with image guidance (fluoroscopy or CT), lumbar or sacral; single level 

CLINICAL DESCRIPriON OF SERVICE: 

Vignette Used in Survey: A 66-year-old male has chronic right low back pain with radiation toward his buttock, limiting 
his ability to stand and walk for more than ten minutes. Previously performed assessments, tests and therapeutic trials 
have demonstrated the following: He has no radicular pain or weakness in his legs. He denies any bowel or bladder 
symptoms. Examination revealed no neurologic deficits, but the patient's pain complaints are reproduced by extension 
and palpation of the lumbar spine. X-rays demonstrated lumbar spondylosis at L3-4. The patient has failed treatment 
with physical therapy, non-steroidal anti-inflammatory medications and opiate therapy. An MRI demonstrated facet 
arthropathy at the L3-4 level and some mild multilevel degenerative disc disease. An electromyogram was negative for 
radiculopathy. Due to his failure with conservative care, diagnostic testing with a lumbar facet block under fluoroscopic 
guidance on the right at the L3-4level is indicated. (Imaging guidance (fluoroscopy or CT) is included in this code.) 

Percentage of Survey Respondents who found Vignette to be Typical: 93% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 36% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 18% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Medical records and relevant history were reviewed with the patient, informed 
consent was obtained, and documentation completed. The patient was taken to the fluoroscopy suite for a right L3-4 
facet joint injection. The patient was placed on a radiolucent carbon-fiber table in the prone position and prepped and 
draped in the usual fashion 

Description of Intra-Service Work: The patient was monitored with continuous pulse oximetry, blood pressure and ECG 
monitors. The C-arm fluoroscopy machine was rotated and adjusted until the targeted facet joint (L3-4) was optima· 
viewed. The skin and sub-cutaneous tissues were anesthetized with 3cc of 1% lidocaine. Then a 25-gauge 3.5-in~.-. 
spinal needle was directed towards the facet joint under intermittent fl~oroscopic guidance. Care was taken not to 
inadvertently injure vital neural structures or blood vessels. Once the joint was cannulated, approximately 0.2 cc of non­
ionic contrast was infiltrated to confirm intra-articular spread and exclude any intra-vascular spread. Then a mixture 
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-_ CPT Code: 64493 
containing 0.3 cc ofbetamethasone (6mg/cc) mixed with 0.3 cc of0.5% bupivacaine was slowly infiltrated into the facet 
joint. The needle was removed, a bandage was applied and the patient taken to the recovery area. 

Description of Post-Service Work: The patient was monitored for an appropriate amount of time prior to being 
1ischarged to home. Patient was examined and pain levels assessed prior to discharge. 

' 
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CPT Code: 64493 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) Jo4/2009 

Presenter(s): Fred Davis, MD, William Sullivan, MD, Frederick Boop, MD, Alexander Mason, MD, Marc 
Leib, MD, William Donovan, MD, Rodney Lee Jones, MD, Charles Mick, MD 

Specialty(s): AAPM, AAPMR, AANS/CNS, ASA, ASNR, ISIS, NASS 

CPT Code: 64493 

Sample Size: 1847 'Resp N: 88 I -Response: 4.7% 

Sample Type: Random -

Low 25th pctl Median* 75th pctl Hjg_h 

Service Performance Rate 0.00 20.00 87.50 200.00 1500.00 

Survey RVW: 1.00 1.44 1.70 2.00 6.75 

Pre-Service Evaluation Time: 25.00 

Pre-Service Positioning Time: 5.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 

Intra-Service Time: 2.00 10.00 15.00 20.00 40.00 

Immediate Post Service-Time: 10.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 . 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 164493 Recommended Physician Work RVU: 1.52 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 7.00 7.00 0.00 

Pre-Service Positioning Time: 5.00 0.00 5.00 

Pre-Service Scrub, Dress, Wait Time: 5.00 0.00 5.00 

Intra-Service Time: 15.00 

Immediate Post Service-Time: 10.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 64493 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27096 

Global 
000 

WorkRVU 
1.40 

Time Source 
RUC Time 

CPT Descriptor Injection procedure for sacroiliac joint, arthrography and/or anesthetic/steroid 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
52000 

Global WorkRVU 
000 2.23 

CPT Descriptor 1 Cystourethroscopy (separate procedure) 

Time Source 
RUCTime 

MPC CPT Code 2 
20551 

Global 
000 

WorkRVU Time Source 
0.75 RUC Time 

CPT Descriptor 2 Injection(s); single tendon origin/insertion 

. Other Reference CPT Code 
52311 

Global 
000 

WorkRVU 
1.54 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

948,337 

Most Recent 
Medicare Utilization 

197,342 

CPT Descriptor Injection, single (not via indwelling catheter), not including neurolytic substances, with or without 
contrast (for either localization or epidurography), of diagnostic or therapeutic ·substance(s) (including anesthetic, 
antispasmodic, opioid, steroid, other solution), epidural or subarachnoid; lumbar, sacral (caudal) 

RELATIONSIDP OlF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 30 % of respondents: 34.0 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

64493 27096 

I Median Pre-Service Time II 17.00 II 10.00 

I Median Intra-Service Time II 15.00 II 25.00 

I Median Inunediate Post-service Time 10.00 I 5.00 

I Median Critical Care Time 0.0 I 0.00 

Iedian Other Hospital Visit Time 0.0 I 0.00 

1 Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time 42.00 40.00 
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~lo_ili_e_r_tun_·_e_u_a~p~pro~pna_._t_e ____________________ ~l~l------~~~~ --------~ 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of I 3.37 II 
management options that must be considered ......_ ______ _, ~----------' 

3.27 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

...___3_.3_0 ___.I .__I __ 3.1_7 _ __, 

~~ U_r.:::.ge_nc....:y_o_f_m_edi_·cal __ dec __ i_si_on_making ___ · =-------------------'~~~---2_.3_7 __ _.11,_· ____ 2_.3_3 __ ___, 

Technical Skill!Phvsical Effort <Mean) 

~IT_ec_hni __ ·cal __ skill_. __ re ..... qwr_._ed ______________________ ___.l ~~---3_.5_3 __ ..JI ~~----3_.8_7 __ --l 

._I P-'hy:...s_ical __ effi_o_rt_r_eqwr.__· ed ______________________ ___.q 2.87 I ._I ____ 2_.8_7 __ __. 

Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and! or mortality ~~~---3_.9_3 __ _.11~ ____ 2._7_3 --~ 

I Outcome depends on the skill and judgment of physician I ._I ___ 3_. 7_3 __ _.11._ ____ 3_.5_7 __ ___, 

I Estimated risk of malpractice suit with poor outcome II 2.93 I ~~ ____ 2_. 7_3 __ --l 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

~.:1 Pr...:.e-::..:S::..:e:.:.rv...:.ic;..:e...:.int:::.e:.:.ns::.:i:.:...ty:.._/co::..:m~p~le...:.XI:::..ty::....._ ________________ ~ll 2.83 1...._1 _2.7_0----1 

~~ Intra ___ -Se_rv __ ice __ int_e_ns_ity:...l_co_mp........_le_xi...:.ty ________________ ___.ll 3.30 11......__3_.17 _ __, 

I Post-Service intensity/complexity II 2 67 
~----~~~--------~ . 1 .__I _2.5_7 ____. 

Additional Rationale 

CPT Code: 64493 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative va· 
Recommendations for the appropriate fonnula and format. 

The specialties determined that Pre-service package 5 with some modification was the best fit for this procedure. The 
evaluation time was increased by 8 minutes to account for the thoroughness of the exam, the large number of records 
and imaging studies that must be reviewed and the time it takes to explain the procedure to the patient. Lumbar facet 
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CPT Code: 64493 
injections are performed with the patient in the prone position and that requires 5 minutes of positioning time. These 
procedures are performed under sterile conditions requiring 5 minutes of scrub/dress/wait time. 

lt appears that our survey participants may not have fully understood that they were to include the work associated with 
£1uoroscopy (or CT) in their responses. There are no other zero day global codes that include imaging guidance so we 
were unable to provide an example in our Reference Service List. Fluoroscopic guidance (code 77003) has a work RVU 
of 0.60. If this were added to the value of the current code (64475 with 1.41 RVUw) the result with be 2.01 RVUw. 
We are recommending the survey median of 1.70 which we believe understates the work; subtracting fluoroscopy means 
that the work of the injection is captured by the remaining 1.10 RVUw, less than the 1.15 RVUw assigned to a 
percutaneous insertion of an arterial line (code 36620) 

A work RVUw of 1. 70 will somewhat align with the work differential between cervical/thoracic and lumbar/sacral 
injections which is typically 0.37- 0.44 (example: the tranlaminar epidural codes 62310 and 62311 (1.91-1.54 = 0.37). 
Our recommendation for code 64493 is validated by the survey median of 2.00.for code 64491 (Injection(s) diagnostic 

or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves innervating that joint) with image guidance 
(fluoroscopy or CT), cervical or thoracic; single level) 

SERVICES REPORTED WITII MULTIPLE CPI' CODES -- ~ 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

[8J The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. This code could be reported on its own or in conjunction with +644X4 - an add-on code to 
describe the second level and +64XX5- an add on code to describe the third and any additionallevel(s). 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 64475 

How often do physicians in your g>ecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

t>ecialty Anesthesiology How often? Commonly 

Specialty Interventional Pain Mgmt/Pain Mgmt How often? Commonly 

Specialty Physical Medicine & Rehabilitation How often? Commonly 
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CPT Code: 64493 

Estimate the number of times this service might_be provided nationally in a one-year period? 970856 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We estimate that the national figure would be twice the Medicare 
frequency. Per the RUC database, the 2007 frequency for code 64475 was 485,428. Percentages come from the RlJ, 
database. 

Specialty Anesthesiology Frequency 311936 Percentage 32.12 % 

Specialty Interventional Pain Mgmt/Pain Mgmt Frequency 284946 Percentage 29.34 % 

Specialty Physcial Medicine & Rehabilitation Frequency 128541 Percentage 13.23 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
485,428 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. 2007 Frequency per the RUC database was 485,428. 
Percentages also from the RUC database. 

Specialty Anesthesiology Frequency 155968 Percentage 32.12 % 

Specialty lnterventional Pain Mgmt/Pain Mgmt Frequency 142473 Percentage 29.34% 

Specialty Physical Medicine & Rehabilitation Frequency 64271 Percentage 13.24 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLn 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 64494 

CPT Code:64494 Tracking Number EE5 Specialty Society Recommended RVU: 1.00 

Global Period: ZZZ RUC Recommended RVU: 1.00 

CPT Descriptor: Injection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves 
innervating that joint) with image guidance (fluoroscopy or CT), lumbar or sacral; second level (List separately in 
addition to code for primary procedure) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 66-year-old male has chronic right low back pain with radiation toward his buttock, limiting 
his ability to stand and walk for more than ten minutes. Previously performed assessments, tests and therapeutic trials 
have demonstrated the following: He has no radicular pain or weakness in his legs. He denies any bowel or bladder 
symptoms. Examination revealed no neurologic deficits, but the patient complains of chronic right low back pain with 
radiation toward his buttock, which limits his ability to stand and walk for more than ten minutes. He has no radicular 
pain but_ the patient's complaints are reproduced by extension and palpation of the lumbar spine. X-rays demonstrated 
lumbar spondylosis at the L3-4 and IA-5 levels. The patient failed prior treatment with physical therapy, non-steroidal 
anti-inflammatory medications and opiate therapy. Despite these treatments, the patient has had no improvement in pain 
or function. An MRI demonstrated facet arthropathy at the L3-4 and IA-L5 levels and sQme mild multilevel degenerative 
disc disease. An electromyogram was negative for radiculopathy. Due to his failure with conservative care, diagnostic 
testing with a lumbar facet blocks under fluoroscopic guidance on the right at the L3-4 and IA-L5 and levels is 
indicated. (Imaging guidance (fluoroscopy or CT) is included in this code.) (Code 64XX4 includes only the 'work 
"\Ssociated with injection of the second level.) 

Percentage of Survey Respondents who found Vignette to be Typical: 94% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on· the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 37% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 20% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 

;escription of Intra-Service Work: After an injection of the L3-4 facet joint and with the patient still prepped and 
draped, the C-arm fluoroscopy machine was re-oriented and the entire procedure was repeated at the IA-L5 facet joint. 

Description of Post-Service Work: 
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CPT Code: 64494 · 
SURVEY DATA 
RUC Meeting Date (mm/yyyy} lo4/2009 

Presenter(s}: 
Fred Davis, MD, William Sullivan, MD, Frederick Boop, MD, Alexander Mason, MD, Marc 
Leib, MD, William Donovan, MD, Rodney Lee Jones, MD, Charles Mick, MD 

Specialty(s}: AAPM, AAPMR, AANS/CNS, ASA, ASNR, ISIS, NASS 

CPT Code: 64494 

Sample Size: 1847 'Resp N: 70 I Response: 3. 7 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hhlh 

Service Performance Rate 0.00 15.00 62.50 200.00 1500.00 

SurveyRVW: 0.50 0.98 1.10 1.32 5.75 

Pre-Service Evaluation Time: 0.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 2.00 10.00 15.00 20.00 30.00 

Immediate Post Service-Time: 5.00 

Post Qperative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60}; 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care · 

CPT Code: 164494 Recommended Physician Work RVU: 1.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 0.00 7.00 -7.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 15.00 

Immediate Post Service-Time: 0.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
--

Modifier -51 Exempt Status 

1543 



CPT Code: 64494 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
64626 

Global 
zzz 

WorkRVU 
3.82 

Time Source 
Harvard Time 

CPT Descriptor Destruction by neurolytic agent, paravertebral facet joint nerve; lumbar or sacral, each additional level 
(List separately in addition to code for primary procedure) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
13122 ZZZ 1.44 RUC Time 13,490 
CPT Descriptor 1 Repair, complex, scalp, arms, and/or legs; each additional5 em or less (List separately in addition to 
code for primary procedure) 

MPC CPT Code 2 
13102 

Global 
zzz 

Work RVU Time Source 
1.24 RUC Time 

Most Recent 
Medicare Utilization 

11,931 

CPT Descriptor 2 Repair, complex, trunk; each additional 5 em or less (List separately in addition to code for primary 
"lrocedure) 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 55 % of respondents: 78.5 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPI' Code: CPI'Code: Harvard Time 

64494 64626 

I Median Pre-Service Time II 0.00 II 0.00 

I Median Intta-Service Time II 15.00 II 16.00 

I Median Immediate Post-service Time II 0.00 0.00 

edian Critical Care Time II 0.0 0.00 

I 0.0 0.00 ,fedian Other Hospital Visit Time 
I -
Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 
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I~M.;;.edian_· --T...;.o...;.tal_T_im_e ____________ --1, ~ r--16_.00 __ -1 

Other time if appropriate _ c==J _ 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 3.31 II 
management options that must be considered '-------' '---------' 

3.35 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed ~-3_.38 __ ~'~'---3_.4_9--~ 

~lu...;.r~ge_n~cy~o_f_m_edi_·cal ___ dec_is_io_n_~_·~----------'l.__l-_2_.5_6 _ __.11.__ ____ 2_.6_9 __ ~ 

Technical Skill/Physical Effort (Mean) 

.__l T_ec_hni_._cai __ skill_· _r_equired~· ------------------'' ._I _3_.5_3 _ _.11.._ __ 3_.7_6 _ __, 

._I Ph-'y .... s_icai_effi_o_rt_r_eqwr~· ed ______________ __,lj,__2_.9_1 _ _,ll~_3_.oo __ _J 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and! or mortality I ... I __ 3_.3_1 __ _.I ... I __ 3_.6_7 _ __, 

~~ Ou ___ tc_o_m_e_depe~nds-_on_th_e_s_kill_· _an-d::...ju ... dgm::::..-e_n_t o_f~p...:hy~s_ic_ian_--__.1 .__I __ 3_.7_8 __ ...JI .__1 __ 3_.9_1 __ ~ 

._I Es ___ tim_a_ted-ns_· _k_of_mal--'p'-ra_c_tice-s_ui_t _WI_.th-'poo,__r_o_u_tco_me------'1 ... I __ 3_.3_3 _ __.1 ._I __ 3._6_5 __ __, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

._I Pr_e_-_se_rv_i_ce_int_ens--'ity~/co-m.:..pl_eXI_ . ..:.ty-------------'11.___2_.6_7 _ _.1 ._l-_2_._84 _ __, 

~IIntra __ -S_e_rv_ice_in_te_ns_i...:.ty_lc_om-'p'-1-eXI_.ty..__ ________ __,l ... 1 __ 3_.2_7 __ _.1 .__l-_3_._53 _ __, 

~IP...;.o~st~-S...;.erv~ice~int...;.e_ns_ity~/-co_m...:p~Ie_XI_·ty~-----------'1.__1 __ 2_.5_3 _ __.1.__1 __ 2_._64 _ ___, 

Additional Rationale 

CPT Code: 64494 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Valt. 
Recommendations for the appropriate formula and format. 
The specialties are recommending a work RVU of 1.00 - slightly less than the survey median to maintain the 
relationship between the intra-service work of the primary procedure and the work associated with the add-on code. 
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CPT Code: 64494 

'ERVliCES REPORTED WITH MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

-
Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

-

[8J The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. This code would always be reported in conjunction with code 64XX3 (the primary procedure 
code). It may also be reported in conjunction with 64XX5 (a second add on to be used for the third and any 
additionallevel(s) 

~QUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 64476 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Anesthesiology How often? Commonly 

Specialty lnterventional Pain Mgmt/Pain Mgmt How often? Commonly 

Specialty Physical Medicine & Rehabilitation How often? Commonly 

Estimate the number of times this service might be provided nationally in a one-year period? 873770 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate .. We estimate that 90% of the patients receiving a single level injection will 
also undergo injection of a second level. Our estimate for a single level injection was 970,856 (970,856 * .90 = 
873, 770). Percentages come from the RUC database. 

Specialty Anesthesiology Frequency 310101 Percentage 35.49 % 

~oecialty Interventional Pain Mgmt/Pain Mgmt Frequency 288781 Percentage 33.05 % 

.Specialty Physcial Medicine and Rehabilitation Frequency 99785 Percentage 11.42% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
436,885 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
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CPT Code: 64494 
specialty. Please explain the rationale for this estimate. We estimate that 90% of the patients receiving a single level 
injection will also undergo injection of a second level. Our estimate for a single level injection was 485,428 (485,428 * 
.90 = 436,885). Percentages come from the RUC database. 

Specialty Anesthesiology Frequency 155051 Percentage 35.49 % 

Specialty Interventional Pain Mgmt/Pain Mgmt Frequency 144473 Percentage 33.06 % 

Specialty Physical Medicine & Rehabilitation Frequency 49892 Percentage 11.41 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 20526 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 64495 

CPT Code:64495 Tracking Number EE6 Specialty Society Recommended RVU: 1.00 

Global Period: ZZZ RUC Recommended RVU: 1.00 

CPT Descriptor: lnjection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves 
innervating that joint) with image guidance (fluoroscopy or CT), lumbar or sacral; third and any additionallevel(s) (List 
separately in addition to code for primary procedure) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 66-year-old male has chronic right low back pain with radiation toward his buttock, limiting 
his ability to stand and walk for more than ten minutes. Previously performed assessments, tests and therapeutic trials 
have demonstrated the following: He has no radicular pain or weakness in his legs. He denies any bowel or bladder 
symptoms. Examination revealed no neurologic deficits, but the patient's pain complaints are reproduced by extension 
and palpation of the lumbar spine. X-rays demonstrated lumbar spondylosis at the L3-lA, lA-L5 and L5-Sl levels. The 
patient failed prior treatment with physical therapy, non-steroidal anti-inflammatory medications and opiate therapy. 
Despite these treatments, the patient has had no improvement in pain or function. An MRI demonstrated facet 
arthropathy at the L3-lA, lA-L5 and L5-Sl levels and some mild multilevel degenerative disc disease. An 
electromyogram was negative for radiculopathy. Due to his failure with conservative care, diagnostic testing with a 
lumbar facet blocks under fluoroscopic guidance on the right at the L3-lA, lA-L5 and L5-Sl levels is indicated. 
(Imaging guidance (fluoroscopy or CT) is included in this code.) (Code 64XX:5 includes only the work associated with 
injection of the third and any additional levels.) 

Percentage of Survey Respondents who found Vignette to be Typical: 0% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 39% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is. typical in the office setting? 19% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 

'"lescription of Intra-Service Work: After injections at the L3-4 and lA-5 joints, and with the patient still prepped and 
.raped in the prone position, the C-arm fluoroscopy machine was re-oriented and the entire procedure was repeated the 
L5-Sl facetjoint. 

Description of Post-Service Work: 
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CPT Code: 64495 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2009 

Presenter(s): Fred Davis, MD, William Sullivan, MD, Frederick Boop, MD, Alexander Mason, MD, Marc 
Leib, MD, William Donovan, MD, Rodney-lee Jones, MD, Charles Mick, MD 

Specialty(s): AAPM, AAPMR, AANS/CNS, ASA, ASNR, ISIS, NASS 

CPT Code: 64495 

Sample Size: 1847 /Resp N: 64 I -Response: 3.4 % 

Sample Type: Random -

Low 25th pctl Median* 75th pctl H!g_h 

Service Performance Rate 0.00 3.75 46.50 150.00 1500.00 

SurveyRVW: 0.49 0.90 1.00 1.17 5.25 

Pre-Service Evaluation Time: 0.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 2.00 8.75 15.00 20.00 40.00 

Immediate Post Service-Time: 5.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Physlctan standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); ·· 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Speciality Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 164495 Recommended Physician Work RVU: 1.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 0.00 7.00 -7.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 15.00 

Immediate Post Service-Time: 0.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0~0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 64495 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
64623 

Global 
zzz 

WorkRVU 
0.99 

Time Source 
Harvard Time 

CPT Descriptor Destruction by neurolytic agent, paravertebral facet joint nerve; lumbar or sacral, each additional level 
(List separately in addition to code for primary procedure) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
13122 ZZZ 1.44 RUC Time 13,490 
CPT Descriptor 1 Repair, complex, scalp, arms, and/or legs; each additional5 em or less (List separately in addition to 
code for primary procedure) 

MPC CPT Code 2 
13102 

Global 
zzz 

Work RVU Time Source 
1.24 RUC Time 

Most Recent 
Medicare Utilization 

11,931 

CPT Descriptor 2 Repair, complex, trunk; each additional 5 em or less (List separately in addition to code for primary 
urocedure) 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 52 % of respondents: 81.2 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: Harvard Time 

64495 64623 

I Median Pre-Service Time II 0.00 II 0.00 

I Median Intra-Service Time II 15.00 II 16.00 

I Median Immediate Post-service Time 0.00 II 0.00 

ledian Critical Care Time 0.0 II 0.00 

1 Median Other Hospital Visit Time 0.0 II 0.00 

I Medilm Discharge Day Management Time 0.0 II 0.00 

I Median Office Visit Time 0.0 II 0.00 

I Prolonged Services Time 0.0 II 0.00 
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CPT Code: 64495 I Median Total Time 1~1 
16.00 

Other time if appropriate 

INfENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Jud!!Inent <Mean} 
The number of possible diagnosis and/or the number of 3.21 II 3.31 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 3.17 II 3.25 
tests, and/or other infonnation that must be reviewed and analyzed 

I Urgency of medical decision making II 2.56 II 2.69 

Technical Skill/Physical Effort <Mean} 

I Technical skill required II 3.50 II 3.83 

I Physical effort required II 2.92 II 3.04 

Psvchol~cal Stress <Mean} 

I The risk of significant complications, morbidity and/or mortality II 3.23 II 3.62 

I Outcome depends on the skill and judgment of physician II 3.69 II 3.92 

I Estimated risk of malpractice suit with poor outcome II 3.10 II 3.52 

INfENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments <Mean} 

I Pre-Service intensity/complexity II 2.63 II 2.83 

!Intra-Service intensity/complexity II 3.23 II 3.52 

I Post-Service intensity/complexity II 2.44 II 2.62 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Valt.., 
Recommendations for the appropriate formula and format. 
The specialties are recommending the survey median work RVU of 1.00 to maintain the relationship between the intra­
service work of the primary procedure and the work associated with the add-on code. 
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CPT Code: 64495 
CPT will include an instruction that code 64495 should only be reported once per day. 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

I. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

[8] The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. This code would always be reported in conjunction with code 64493 (the primary procedure 
code). It may also be reported in conjunction with 64494 (an add on to be used for the second level 

lREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 64476 · · 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Anesthesiology How often? Commonly 

Specialty Interventional Pain Mgmt/Pain Mgmt How often? Commonly 

Specialty Physcial Medicine & Rehabilitation How often? Commonly 

Estimate the number of times this service might be provided nationally in a one-year period? 262131 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We estimate that 30% of the patients who receive injections at two levels 
will also undergo injection at three or more levels. We estimated that 873,770 patients would undergo injection at two 
levels (873,770 * .30 = 262,131). Percentages comes from the RUC database 

Specialty Anesthesiology Frequency 93030 Percentage 35.48 % 

..,oecialty Interventional Pain Mgmt/Pain Mgmt Frequency 86634 Percentage 33.04 % 

Specialty Physicial Medicine & Rehabilitation Frequency 29935 Percentage 11.41 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
131,066 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
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CPT Code: 64495 
specialty. Please explain the rationale for this estimate. We estimate that 30% of the patients who receive injections at 
two levels will also undergo injection at three or more levels. We estimated that 436,885 patients would undergo 
injection at two levels (436,885 * .30 = 131,066). Percentages come from the RUC database 

Specialty Anesthesiology Frequency 46515 Percentage 35.48 % 

Specialty Interventional Pain Mgmt/Pain Mgmt Frequency 43317 Percentage 33.04 % 

Specialty Physical Medicine & Rehabilitation Frequency 14968 Percentage 11.42 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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CPT Long Descriptor: 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

000 Day Global Period 
Facility Direct Inputs 

CPT Code:64490, 64493 

64490: lnjection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves innervating that 
joint) with image guidance (fluoroscopy or CT), cervical or thoracic; single level 

64493: lnjection(s); diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves innervating that 
joint) with image guidance (fluoroscopy or CT), lumbar or sacral; single level 

Please provide a brief description of the process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: 

A consensus panel consisting ofRUC and CPT and health policy representatives of the North American Spine 
Society (NASS), the American Academy of Pain Medicine (AAPM), the American Academy of Physical 
Medicine and Rehabilitation (AAPM&R), the International Spine Intervention Society (ISIS), the American 
Society of Anesthesiologists (ASA), the American Association of Neurological Surgeons (AANS), the Congress 
of Neurological Surgeons (CNS) was convened to review the practice expense inputs for the newly revised facet 
injection codes. The panel included physicians in solo practice, academic settings, and large group practices and 
represented a multitude of geographic locations. 

History 

The practice expense inputs for 52 for the spinal injection codes were presented to the practice expense review 
committee in August of2001. Many of these codes require imaging for performance. The imaging code 76005 
was presented to the practice expense review committee in 2003. In order to assure the absence of duplication 
of inputs when these codes were billed together, in January 2004 the injection codes were reexamined in 
conjunction with the separate imaging code and further refined. 

During the 2001 and 2003 presentations, it was concluded that one clinical staff person, a mixed staffblend 
RNILPNIMA assisted during the procedure. The consensus panel convened to review the newly created facet 
codes has identified a change in the standard of practice during the past 6-8 years. Currently a licensed radiation 
therapist is typically required by law in many states to operate the fluoroscopy machine. A second clinical 
assistant is required to assist the physician performing the procedure. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The clinical staff completes pre-service diagnostic and referral fonns. They call the hospital to schedule space and 
equipment needed in the facility and coordinate with the facility, the patient and other offices as necessary to prepare for 
the procedure. Clinical staff will provide and review educational materials and information prior to the procedure. 
Clinical staff will also call in any prescriptions necessary for the patient prior to the procedure and contact the patient 
prior to the procedure to confirm pre-procedure instructions are being carried out. Calls may also be necessary to 
coordinate changes in polypharmacy prior to the procedure. The staff blend times which are recommended are 
unchanged from the values approved by the PEAC and RUC in January 2004. 
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CPT Code:64490, 64493 

~ra-Service Clinical Labor Activities: 

N/A 

Post-Service Clinical Labor Activities: 

Phone calls and call in prescriptions are completed. 

2 
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CPT Code: 64490, 64493 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

000 Day Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: 

64490: Injection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves 
innervating that joint) with image guidance (fluoroscopy or CT), cervical or thoracic; single level 

64493: Injection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves 
innervating that joint) with image guidance (fluoroscopy or CT), lumbar or sacral; single level 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

A consensus panel consisting ofRUC and CPT and health policy representatives of the North 
American Spine Society (NASS), the American Academy of Pain Medicine (AAPM), the 
American Academy of Physical Medicine and Rehabilitation (AAPM&R), the International 
Spine Intervention Society (ISIS), the American Society of Anesthesiologists (ASA), the 
American Association of Neurological Surgeons (AANS), the Congress of Neurological 
Surgeons (CNS) was convened to review the practice expense inputs for the newly revised facet 
injection codes. The panel included physicians in solo practice, academic settings, and large 
group practices and represented a multitude of geographic locations. 

History 

The practice expense inputs for 52 for the spinal injection codes were presented to the practice 
expense review committee in August of2001. Many of these codes require imaging for 
performance. The imaging code 76005 was presented to the practice expense revi~w committee 
in 2003. In order to assure the absence of duplication of inputs when these codes were billed 
together, in January 2004 the injection codes were reexamined in conjunction with the separate 
imaging code and further refined. 

During the 2001 and 2003 presentations, it was concluded that one clinical staff person, a mixed 
staff blend RN/LPNIMA assisted during the procedure. The consensus panel convened to review 
the newly created facet codes has identified a change in the standard of practice during the past 6-
8 years. Currently a licensed radiation therapist is typically required by law in many states to 
operate the fluoroscopy machine. A second clinical assistant is required to assist the physician 
performing the procedure. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The clinical staff completes pre-service diagnostic and referral forms. They schedule space and 
equipment needed. Clinical staff will provide and review educational materials and information prior to 
the procedure. Clinical staff will also call in any prescriptions necessary for the patient prior to the 
procedure and contact the patient prior to the procedure to confirm pre-procedure instructions are being 
carried out. Calls may also be necessary to coordinate changes in polypharmacy prior to the procedure. 
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CPT Code: 64490, 64493 

The staff blend times which are recommended are unchanged from the values approved by the PEAC and 
RUC in January 2004. 

The RT obtains and displays the previous images. 

Intra-Service Clinical Labor Activities: 

Clinical staff reviews the chart to be certain all pre-procedure testing is available and the medical history 
is current. The patient will be greeted and gowned and four vital signs obtained. The procedure is 
reviewed. The procedure room is prepared, making certain supplies and equipment necessary are 
available. Clinical staff assists the physician with prepping, positioning, and providing anesthesia. The 
clinical staff remain in the room and assist the physician with the entire procedure. After completion of 
the procedure, clinical staff will monitor the patient. The panel estimates the patient is monitored for 40 
minutes. We allocated~ of this time (10 minutes) to staff to allow for multi-tasking. Staff will clean the 
room; check dressings; and provide instructions on pain control and follow-up visits. 

RT prepares the imaging equipment and inputs patient and procedure information. They position the C­
arm and assist in fmal positioning of the patient and obtain scout films. They perform imaging as 
required during the procedure. At the end of the procedure, they clean the equipment and process and 
store hard copies of films. 

Post-Service Clinical Labor Activities: 

Phone calls and call in prescriptions are completed. 
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CPT Code: 64491 64492 64494-5 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

ZZZ Day Global Period 
Facility Direct Inputs 

CPT Long Descriptor: 

64491: Injection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves innervating that 
joint) with image guidance (fluoroscopy or CT), cervical or thoracic; second level 

64492: Injection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves innervating that 
joint) with image guidance (fluoroscopy or CT), cervical or thoracic; third and any additionallevel(s) 

64494: Injection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves innervating that 
joint) with image guidance (fluoroscopy or CT), lumbar or sacral; second level 

64495: Injection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves innervating that 
joint) with image guidance (fluoroscopy or CT), lumbar or sacral; third and any additionallevel(s) 

Please provide a brief description of the process used to develop your recommendation and the composition of 
your Specialty Society Practice Expense Committee: 

A consensus panel consisting ofRUC and CPT and health policy representatives of the North American Spine 
Society (NASS), the International Spine Intervention Society (ISIS), th~ American Academy of Pain Medicine 
(AAPM), the American Academy of Physical Medicine and Rehabilitation (AAPM&R), the American · 
of Anesthesiologists (ASA), the American Association of Neurological Surgeons (AANS), the Congress of 
Neurological Surgeons (CNS) was convened to review the practice expense inputs for the newly revised facet 
injection codes. The panel included physicians in solo practice, academic settings, and large group practices and 
represented a multitude of geographic locations. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

N/A 

Intra-Service Clinical Labor Activities: 

NIA 

Post-Service Clinical Labor Activities: 

We added an additional2 minutes for a longer phone call for X2 and X5. When multiple levels (three or more) are 
injected, patients typically require longer times coordinating pain and prescriptions 
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CPT Code: 64491 64492 64494-5 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

ZZZ Day Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: 

64491: Injection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves 
innervating that joint) with image guidance (fluoroscopy or CT), cervical or thoracic; second level 

64492: lnjection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves 
innervating that joint) with image guidance (fluoroscopy or CT), cervical or thoracic; third and any 
additionallevel(s) 

64494: Injection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves 
innervating that joint) with image guidance (fluoroscopy or CT), lumbar or sacral; second level 

64495: lnjection(s), diagnostic or therapeutic agent, paravertebral facet (zygapophyseal) joint (or nerves 
mnervating that joint) with image guidance (fluoroscopy or CT), lumbar or sacral; third and any 
additionallevel(s) 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

A consensus panel consisting ofRUC and CPT and health policy representatives of the North 
American Spine Society (NASS), the American Academy of Pain Medicine (AAPM), the 
American Academy of Physical Medicine and Rehabilitation (AAPM&R), the International 
Spine Intervention Society (ISIS), the American Society of Anesthesiologists (ASA), the 
American Association of Neurological Surgeons (AANS), the Congress of Neurological 
Surgeons (CNS) was convened to review the practice expense inputs for the newly revised facet 
injection codes. The panel included physicians in solo practice, academic settings, and large 
group practices and represented a multitude of geographic locations. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

NIA 

Intra-Service Clinical Labor Activities: 
The clinical staff remains in the room and assists the physician while the additional levels are injected. 

The RT remains in the room and performs imaging as required while the additional levels are injected. 

Post-Service Clinical Labor Activities: 

We added an additional2 minutes for a longer phone call for 64492 and 64495. When multiple 
levels (three or more) are injected, patients typically require longer times coordinating pain and 
prescriptions 
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AMA Specialty Society 
Recommendation 

AMA Specially Sor' '"':ommendatlon 

lnjectlon(s), diagnostic 
therapeutic agent, 
paravertebral facet 

(zygapophyseal) joint (or 
nerves Innervating that 

joint) with Image 
guidance (fluoroscopy 
CT), cervical or thoracic; 

single level 

lnjectlon(s), diagnostic 
therapeutic agent, 
paravertebral facet 

(zygapophyseal) joint 
nerves Innervating that 

joint) with Image 
guidance (fluoroscopy 
CT), cervical or thoracic; 

second level 

diagnostic 
therapeutic agent, 
paravertebral facet 

(zygapophyseal) joint 
nerves Innervating that 
that joint) with Image 

guidance (fluoroscopy 
CT), cervical or thoracic; 
third and any additional 

laval(s) 

lnjactlon(s), diagnostic 
therapeutic agent, 
paravertebral facet 

(zygapophyseal) joint 
nerves Innervating that 

joint) with Image 
guidance (fluoroscopy 

CT), lumbar or sacral; 
single laval 

lnjactlon(s}, diagnostic 
therapeutic agent, 
paravertebral facet 

(zygapophyseal) joint (or 
nerves Innervating that 

joint) with Image 
guidance (fluoroscopy 

CT), lumbar or sacral; 
second level 

diagnostic 
therapeutic agent, 
paravertebral facet 

(zygapophyseal) joint (or 
nerves Innervating that. 

joint) with Image 
guidance (fluoroscopy 

CT}, lumbar or sacral; 
third and any additional 

lavel(s} 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated from the Five Year Review 

February 2009 

Myocardial Perfusion Imaging 

The RUC identified 78465, 78478, and 78480 as potentially misvalued through its Codes Frequently Reported Together screening 
mechanism, as combinations of these codes are reported together more than 95% of the time. To address its concerns, the RUC 
recommended that the services be referred to CPT to create bundled services that accurately describe the work that is typically 
performed. The CPT Editorial Panel, at its October 2008 meeting, deleted the existing family of myocardial perfusion imaging 
services (which included 78460, 78461, 78464, 78465, 78478, and 78480) and created four new Category I CPT codes to describe the 
work. These new codes are 78451, Myocardial perfusion imaging; tomographic (SPECT) (including attenuation correction, 
qualitative or quantitative wall motion, ejection fraction by first pass or gated technique, additional quantification, when performed); 
single study, at rest or stress (exercise or pharmacologic), 78452, Myocardial perfusion imaging, tomographic (SPECT) (including 
attenuation correction, qualitative or quantitative wall motion, ejection fraction by first pass or gated technique, additional 
quantification, when performed); multiple studies, at rest and/or stress (exercise or pharmacologic) and/or redistribution and/or rest 
reinjection, 78453, Myocardial perfusion imaging, planar (including qualitative or quantitative wall motion, ejection fraction by first 
pass or gated technique, additional quantification, when performed); single study, at rest or stress (exercise or pharmacologic), and 
78454, Myocardia} perfUsion imaging, planar (including qualitative or quantitative wall motion, ejection fraction by first pass or gated 
technique, additional quantification, when performed); multiple studies, at rest and/or stress (exercise or pharmacologic) and/or 
redistribution and/or rest reinjection 

78452 
The RUC discussed CPT code 78452, which is the most complex code within this family and accounts for the greatest utilization. The 
specialty society provided a detailed description of the work included within the service. The RUC discussed the survey results and 
noted that there was an exceptionally high median survey performance rate among the 83. respondents, which adds significant support 
to the survey data. As such, the RUC agreed that the median survey physician times of 1 0 minutes pre-service, 20 minutes intra­
service, and 10 minutes immediate post-ser-Vice time accurately reflect the time required to perform this service. However, the RUC 
agreed that the median survey work RVU of 1.87 was too high and did not accurately reflect the work being performed in the 
surveyed code. The RUC agreed that the key reference service, 78492, Myocardial imaging, positron emission tomography (PET), 
perfusion; multiple studies at rest and/or stress, was inappropriate because ofthe wide difference in intra-service time between the 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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survey code and reference code (20 minutes and 55 minutes, respectively). The RUC agreed a better reference code for 78452 is MPC 
code 70496, Computed tomographic angiography, head, with contrast material(s), including noncontrast images, if performed, and 
image postprocessing (work RVU = 1. 75, pre-service= 8, intra-service= 20, post-service= 1 0). The RUC and the specialty society 
presenters agreed that the two services are comparable in intensity and work. However, the RUC did note that the surveyed code 
contains two additional minutes of pre-service time, which is related to the physician management of the injection. With a direct 
crosswalk from reference code 70496, the RUC recommends a work RVU of 1.75 for CPT code 78452. 

78451 
The RUC reviewed the specialty society's survey results and work RVUs recommended by the specialty society for 78451. The RUC 
discussed the survey results and noted that there was an exceptionally high median survey performance rate among the 83 
respondents, which adds significant support to the survey responses. The RUC agreed that that survey physician times of 10 minutes 
pre-service, 15 minutes intra-service, and 10 minutes immediate post-service time accurately reflect the time required to perform this 
service. However, the RUC agreed that the median work RVU of 1.50 was too high and did not accurately reflect the work being 
performed in the surveyed code. In order to maintain relativity with 78452, the RUC derived the recommended RVU for 78451 by 
calculating the relationship between the median survey RVUs ofX1 and X2 and maintaining this relationship between the 
recommended RVU for 78451 and 78452. The survey work RVU relationship between 78451 : 78452 is (1.50: 1.87) resulting in a 
relationship between the recommended RVU for 78451 : 78452 (1.40: 1.75). 

78451 = 1.50 1.40 
78452 = 1.87 1.75 

The RUC agreed that this computed work RVU, 1.40 RVUs, maintains the relativity ofthe original survey data and is an appropriate 
measure ofthe work for 78451. The RUC also compared 78451 to 45308, Proctosigmoidoscopy, rigid; with removal of single tumor, 
polyp, or other lesion by hot biopsy forceps or bipolar cautery (work R VU = 1.40, intra-service time = 15 minutes) and agreed that it 
supports the RUC's recommendation of 1.40 work RVUs for 78451. The RUC recommends a work RVU of 1.40 for _CPT code 
78451, which maintains the relativity between the 78451 and 78452 and is the appropriate value for the service. 

78453 
The RUC reviewed the survey results for 78453 agreed with the specialty society that the survey median physician times were too 
high, and did not reflect the time required to perform this service. The RUC agreed that the surveyed 25th percentile physician time 
(pre-service= 5, intra-service= 10, post-service= 5) and 25th percentile work RVU of 1.00 accurately reflects the work and time 
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required to perform this service. In addition, the RUC compared 78453 to 78315, Bone and/or joint imaging; 3 phase study (work 
RVU = 1.02, pre-service= 5, intra-service= 8, post-service= 5) and noted the similarity in the physician time and work. Therefore, 
the RUC recommends the 25th percentile time and work RVU of 1.00 for CPT code 78453. 

78454 
The RUC reviewed the survey results for 78454 and agreed with the specialty society that the survey median physician times were too 
high, and did not accurately reflect the time required to perform this service. The RUC agreed that the surveyed 25th percentile times 
(pre-service= 5, intra-service= 15, post-service= 5) and that the 25th percentile work RVU of 1.34 accurately reflect the work and 
time required to perform this service. In addition, the RUC compared 78453 to 73721, Magnetic resonance (eg, proton) imaging, any 
joint of/ower extremity; without contrast material (work RVU = 1.35, pre-service= 0, intra-service= 20, post-service= 0). The RUC 
agreed that 73721 was a good alternative reference code because the physician work for both codes is similar and the total physician 
times are the same, though the intra-service work of 73 721 is slightly more intense. Based on the survey results and similarity to the 
reference code, the RUC agrees that the 25th percentile work RVU is appropriate. Therefore, the RUC recommends the 25th 
percentile time and work RVU of 1.34 for CPT code 78454. 

;j PLI 
The RUC recommends that the PLI RVUS be cross-walked from the original base-codes: 78451 = 78464, 78452 = 78465, 78453 = 
78460, and 78453 = 78461. The RUC also recommends that the PLI RVU for the technical component of each service be 0.00, and c 

the PLI RVU be applied only to the physician component. 

Practice Expense 
The RUC reviewed the practice expense inputs approved by the PE Subcommittee and accepted them. 

CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

Myocardial perfusion and cardiac blood pool imaging studies may be performed at rest and/or during stress. When performed during 
exercise and/or pharmacologic stress, the appropriate stress testing code from the 93015-93018 series should be reported in addition to 
code(s) 78451-78454 f8469 +846~, 78472-78492. 
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CPT Code Tracking CPT Descriptor Global 
(•New) Number Period 

.78451 L1 Myocardial perfusion imaging; tomographic (SPECT) (including XXX 
attenuation correction, qualitative or quantitative wall motion, ejection 
fraction by first pass or gated technique, additional quantification, when 

. performed); single study, at rest or stress (exercise or pharmacologic) 
.78452 L2 multiple studies, at rest and/or stress (exercise or XXX 

pharmacologic) and/or redistribution and/or rest reinjection 
.78453 L3 Myocardial perfusion imaging, planar (including qualitative or XXX 

quantitative wall motion, ejection fraction by first pass or gated technique, 
additional quantification, when performed); single study, at rest or stress 
(exercise or pharmacologic) 

.78454 L4 multiple studies, at rest and/or stress (exercise or XXX 
pharmacologic) and/or redistribution and/or rest reinjection 

D 78460 M:yeeal'Elial peffiisiea imagiag; (plB:Raf) siagle sted:y, at rester stress XXX 
I. AI. -•- .I . ·" ··t. ~+1. ~c.:' 

' 
D 78461 M:yeeardial peffiisiea imagiag; Hmltiple stedies (plaaaf), at fest aREYer XXX 

stress (eKereise aaEiler pharmaeelegie), B:Rd redistribHtiea aaEiler rest .. : "ll. :.t., 
~· 

••. ~c.: 

' D 78464 M:yeeal'Elial perfusiea imagiag; temegraphie (SPBG+), siagle sted:y XXX 
(iaelediag atteRHatiea eerreetiea v1hea performed), at rest ef stress 
I. AI. -•- .I .. " • •1. :.t. ~£'! 

' D 78465 
M:yeeal'Elial perfusiea imagiag; temegraphie (SPBG+), Hmltiple stedies XXX 

(iaelediag atteRHatiea eeffeetiea •Nhea performed), at fest aaEIIer stress 
- (eKereise aaEl/er pharmaeelegie) B:Rd redistrilmtieR aRElJer rest iajeetieR, 

with er witheHt qt:tantifieatiea 

(78460-78465 have been deleted. To ren_ort see 78451-78454) 
D 78478 

M:yeeardial peffusiea sted:y •Nith wall metieR, qealitative er qt:taRtitati•;e 
XXX 

sted:y (List separately iR additieR te eede fur primary preeetiHre) 

ITT. "'70A"'70' '•1. A. "'70A.t::l\ "'70A.t::1 "'70A.t::A "'70A.t::~'\ 

' ' ' 

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

WorkRVU 
Recommendation 

1.40 

1.75 

1.00 

1.34 

NIA 

NIA 

NIA 

NIA 

N/A 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

l 

D 78480 Myeeareial peffitsiea sh:tey with ejeetiea ft:aetiea {bist sepamtely ia XXX N/A 
aeeitieH te eeee fur primary preeeeure) 

(Use 78480 ia eeAjuaetiea with eeees 78460, 784(H, 78464, 78465) 

(78478 and 78480 have been deleted. To renort see 78451-78454) 
78481 Cardiac blood pool imaging (planar), first pass technique; single study, at XXX 0.98 

rest or with stress (exercise and/or pharmacologic}, wall motion study plus ,, 
(No Change) ejection fraction, with or without quantification 

78483 multiple studies, at rest and with stress (exercise and/or 
XXX 1.47 

pharmacologic), wall motion study plus ejection fraction, with (No Change) 
or without quantification 

(Do not report 78481-78483 in coniunction with 78451-78454) 
78580 Pulmonary perfusion imaging, particulate 

XXX 0.74 

{Do not re,gort 78580 in conjunction with 78451-78454) (No Change) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 5 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY_OF RECOMMENDATION 

CPT Code: "!8451 

CPT Code:78451 Tracking Number Specialty Society Reconunended RVU: 1.50 

Global Period: XXX RUC Reconunended RVU: 1.40 

CPT Descriptor: Myocardial perfusion imaging, tomographic (SPECT) (including attenuation correction, qualitative or 
quantitative wall motion, ejection fraction by first pass or gated technique, additional quantification, when performed); 
single study, at rest or stress (exercise or pharmacologic) 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 60-year-old male with prior MI x2 and CHF has three-vessel disease by cath. A resting 
myocardial perfusion scan is ordered to assess viable tissue for possible CABG. 

Percentage of Survey Respondents who found Vignette to be Typical: 73% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 3% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 1 % 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: The physician determines the appropriateness of the requested study; prescribes, 
oversees and directs the intravenously administered dose. The physician directs the technologist to adjust the acquisition 
protocol as necessary for the individual patient. If wall motion and/or ejection fraction are performed, the physician 
assesses the patient's cardiac rhythm, directs the technologist in lead placement for optimal gating signal and any 
necessary adjustments in gating acquisition parameters based on individual rhythm assessment. The physician is available 
to answer questions for the technologist and to review components of the study throughout the study. 

Description of Intra-Service Work: The study consists of an acquisition of either a stress or a rest tomographic (SPECn 
data set, synchronized (gated) to the patient's electrocardiogram when performed. The physician verifies the 
completeness and adequacy of the data before completion of the study and may order additional imaging if necessary. 

The images are reviewed for artifacts and abnormal extracardiac distribution. Three different tomographic data sets are 
reviewed and re-reconstructed, if necessary. The physician compares the three tomographic views for differences , 
similarities that would suggest ischemia or scar. Qualitative assessment of ventricular wall function and perfusion ar .. 
made in a standardized manner, with each segment scored on a semi-quantitative scale when performed. Wall motion is 
qualitatively scored for motion and thickening. This occurs in a standardized segment model for the dataset with each 
segment scored as normal, mildly hypokinetic, moderately hypokinetic, severely hypokinetic, akinetic, or dyskinetic. 
Attention is paid to the assessment of regional myocardial function and to the percent of myocardium that is regionally 
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CPT Code: 78451 
dysfunctional in order to judge the amount of underlying myocardial scar (or stress induced ischemia). The extent and 
severity of perfusion defects and their relationship to vascular geographic territories are noted. 

When performed, wall motion and thickening quantitative data are generated and reviewed for the image set. The 
..egmental wall motion data are compared to the perfusion images to generate a clinically relevant wall motion analysis 
for the individual patient. When performed, left ventricular ejection fraction is reported after confirming the 
correctness of the regions of interest that were selected for the calculation. Digital data of perfusion and ventricular 
function are reviewed after the qualitative assessment, in part to refme the qualitative impression. Comparison to 
relevant prior·studies is done. A report is dictated for the medical record. 

Description of Post-Service Work: 
The physician reviews and signs the report for the medical record. The imaging results are discussed with the referring 
physician and may be discussed with the patient and family. The physician throughout the procedure provides regulatory 
review and oversight. 
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CPT Code: 78451 · 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo212009 

Presenter(s): Drs. Van Decker, McKusick, McGinty, Dillehay 

Specialty(s): ACC,ACNP,ACR,ASNC,SMN 

CPT Code: 78451 

Sample Size: 741 IResp N: 78 
I 

Response: 10.5 % 

Sample Type: Convenience 

Low 25th octl Median* 75th octl Hjg_h 
Service Performance Rate 0.00 21.00 73.00 400.00 6800.00 

Survey RVW: 0.49 1.38 1.50 1.84 3.50 

Pre-Service Evaluation Time: 10.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 0.00 10.00 15.00 25.00 45.00 

Immediate Post Service-Time: 10.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38" 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code: 178451 Recommended Physician Work RVU: 1.40 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 10.00 7.00 3.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-service Time: 15.00 

Immediate Post Service-Time: 10.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): QJlQ 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
78459 

WorkRVU 
1.50 

CPT Code: 78451 

Time Source 
RUCTime 

CPT Descriptor Myocardial imaging, positron emission tomography (PET), metabolic evaluation 

KEY MPC COMPARISON CODES: 
Compare the sun'eyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
78494 XXX 1.19 RUC Time 6,026 
CPT Descriptor 1 Cardiac blood pool imaging, gated equilibrium, SPECT, at rest, wall motion study plus ejection 
fraction, with or without quantitative processing 

MPC CPT Code 2 
70496 

Global 
XXX 

Work RVU Time Source 
1.75 RUC Time 

Most Recent 
Medicare Utilization 

83,290 

CPT Descriptor 2 Computed tomographic angiography, head, with contrast material(s), including noncontrast images, if 
performed, and image postprocessing 

)ther Reference CPT Code 
/8812 

Global 
XXX 

WorkRVU 
1.93 

Time Source 
RUCTime 

CPT Descriptor Positron emission tomography (PET) imaging; skull base to mid-thigh 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 33 % of respondents: 42.3 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

78451 78459 

I Median Pre-Service Time II 10.00 II 0.00 

I Median Intra-Service Time II 15.00 II 65.00 

II 10.00 0.00 

I 0.0 0.00 

I Median Immediate Post-service Time 

Median Critical Care Time 

I \fedian Other Hospital Visit Time I 0.0 0.00 

edian Discharge Day Management Time I 0.0 0.00 

I 0.0 0.00 

I o.o 1 0.00 

~ 65.00 

1 Median Office Visit Time 

I Prolonged Services Time 

I Median Total Time 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of .._ __ 3_.6_1 _ _.1 .._1 __ 3_.4_8 _ ___. 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____3_.7_s _ _.l1._ __ 3_. 7_o _ ___, 

.._I U_r.::::.ge_n_,cy'-o_f_m_edi_._cal_dec_is_io_n_making_ . ....:::... ________ --'1 .._1 __ 3_.9_1_ ...... 1 .._1 __ 3_.7_8 _ __, 

Technical Skill/Physical Effort (Mean) 

I..._T_ec_hni_.cal_s_kil_l_required-"--·--------------'11 ..... _4_.00 _ __,11 L... __ 4_._15 _ ___. 

.._IP_~~s_ical_e_ffo_rt_r_e~~·ed ___________ ~l._l _2_.oo _ ___.lj.._ __ 2._0_9 _ __, 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 3_.6_1 _ _,1 .._I __ 3_.6_7 _ ___. 

I Outcome depends on the skill and judgment of physician II 4.52 11.._ __ 4_.4_5 _ ___. 

.._I Es_tuna_· _ted_ns_· _k_of_mal___,p,_ra_c_ti_ce_s_w_·t _WI_.th_poo.____r _ou_tc_o_m_e ___ ___.l .._l __ 3_.4_s_ ...... ll.._ __ 3_.3_9 _ ___. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments <Mean) 

CPfCode Reference 
Service 1 

I._ Pre-__ Se_m_·_ce_in_t_ens___,ity'-lc_o_mp...__le_xi....::ty _________ ___.lj .._ __ 3_.2_4_ ...... 1 .... 1 __ 3_.4_5 _ ___, 

L...IIntra __ -Se;_;__rv_ic_e_int_e_ns_i~ty-/co_mp.....,!_l_eXI_·ty~-----------'1 .._I __ 3_.88 _ __.1 ._I __ 4_._00 _ _...... 

.._IP_o_s~_Se_m_·c_e_inte_ns_ity~/_co_m_,p,_re_XI~·ty.___ ________ _......l.._l __ 3_.1_5_ ....... 1~1 __ 3_._18 _ _...... 

Additional Rationale 

CPT Code: 78451 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
The Society of Nuclear Medicine, American College of Nuclear Physicians, American College of Cardiology, American 
College of Radiology and the American Society of Nuclear Cardiology convened a consensus expert panel to review the 
random sample data from the professional societies. The panel notes that this new code represents a combination of 
prior codes. 

Survey Results 
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CPT Code: 78451 
The panel noted that the survey median RVU was 1.50 with a 251

h percentile of 1.36 and a 75th percentile of 1.84. The 
median value of 1.50 RVUs represents a significant decrease from the existing values (1.89 for the combined RVU of the 
three codes). 

n developing a recommendation for 78451, our expert panel was concerned that the reference service list (RSL) could 
.1ave been misleading to surveyees since the most frequently chosen reference code of 78459 is a tomographic 
metabolic-only PET code which does not include a further "half-studY.' evaluation of wall motion/ ejection fraction in its 
description or valuation. Recognizing the work intensity involved in the new code and the limitations and potential 
ambiguity of the current survey, the panel felt a recommendation of at least the 50 percentile value of 1.50 RVU was 
appropriate. The panel also noted that the approximate total time of the study by survey was not unreasonable. The 
differences from the RUC times in the database may reflect the respondents incorrectly allocating time jnto pre, intra and 
post service buckets, and the panel made adjustments to this allocation by time shifting pre and post into intra service 
time in its recommendation for consistency purposes. 

Comparison to the Most Frequently Chosen Reference Code 

The panel compared 78451 to the most frequently chosen reference code 78459 (RVU 1.50). Once again, it was noted 
78459 describes a single session acquisition tomographic study in the PET family but without the added work of wall 
motion/ EF analysis and reporting. Respondents judged the intensity/complexity measures of the new code as the same 
or higher in 8/11 categories. 

Comparison to "Similar Codes" 

The panel notes that 78451 involves a tomographic imaging dataset with quantitative data with additional datasets of 
motion and functionality. This involves the gathering and interpretation of more clinical data than the single tomographic 
PET dataset acquisitions of 78459 and 78491 (both 1.50 RVU), albeit overseeing a SPECT radiopharmaceutical rather 
than a PET radiopharmaceutical. The panel believes this supports a recommendation of at least a value of 1.50 RVU. 

Building Block Approach (within the perfusion family) 

Single acquisition session SPECT with wall motion and EF (new CPT code 78451) is more complex than single and 
1ultiple planar imaging with WM/EF (new CPT code 78453 for single planar; new CPT code 78454 for multiple planar) 

.Jut less complex than multiple acquisition session SPECT with WM/EF (new CPT code 78452). 

SERVICES REPORTED WITH MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
(g) Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
[gl Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. Single studies may be at rest or with stress. If performed with stress the appropriate stress code 
is billed separately in addition to the appropriate procedure code. It is common for multiple physicians to be 
involved in this procedure, cardiologists, radiologists and nuclear medicine physicians are the most common. 

3. 
4. Table 1 
5. Source: 2006 SAF 5% Carrier File 
6. National Estimate - 20 times the numbers generated above from the 5% file 
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CPT Code: 78451 
7. For low volume procedures or combinations. These National Estimates may be particularly unreliable. 
8. 

Combination 
of more than - ~ 

9. 93015 93016 93017 93018 Performed Alone 
codes 

10. 
11. 78460 40 60 20 60 6,160 

500 
12. 78461 1,020 120 120 25,080 

2,460 
13. 78464 18,500 260 380 1,760 60,680 

7,860 
14. 78465 1,432,240 14,080 41,780 91,580 1,441,860 

374,100 
15. 78481 18,140 140 580 1,000 16,840 

2,140 
16. 78483 14,520 80 40 740 8,780 

560 Performed Alone 899,920 1,000,220 113,640 1,125,940 
17. 
18. Global RVU Pre Intra Post 
19. 93015 XXX 0.75 2 15 4 
20. 93016 XXX 0.45 10 38 10 
21. 93017 XXX 0.00 0 0 0 
22. 93018 XXX 0.30 2 5 5 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) CPT 78464 sometimes billed with 78478 and/or 78480 
In 2006 utilization for 78464 was 79,754 Global and 45,973 Professional. 

Physician Breakdown For Professional Billings 
46.94 % DIAGNOSTIC RADIOLOGY 
35.18 % CARDIOLOGY 
10.91% NUCLEAR MEDICINE 
3.18 % INTERNAL MEDICINE 
2.28 % INTERVENTIONAL RADIOLOGY 
0.47 % VASCULAR SURGERY 

Physician Breakdown For Global Billings 
89.17 % CARDIOLOGY 
3.37 % INTERNAL MEDICINE 
3.16 % DIAGNOSTIC RADIOLOGY 
2.66 % NUCLEAR MEDICINE 
0.55 % VASCULAR SURGERY 
0.40 % INDEPENDENT DIAGNOSTIC TESTING FACILITY 

How often do physicians in your specialty perfonn this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Cardiology How often? Commonly 

Specialty Radiology How often? Commonly 
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CPT Code: 78451 
Specialty Nuclear Medicine How often? Commonly 

Estimate the number of times this service might be provided nationally in a one-year period? 160000 
lf the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty . 
. 'lease explain the rationale for this estimate. See 2006 breakdown noted above. 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
80,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. 2006 CMS data base. See breakdown noted above. 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? Yes 

~ofessional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend CPT 78464; this code represents the 
current PLI for MPI inherent in 78451. The PLI RVU for the TC component should be 0.00. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMMlliNDATION 

CPT Code: 78452 

CPT Code:78452 Tracking Number Specialty Society Recommended RVU: 1.87 

Global Period: XXX RUC Recommended RVU: 1.75 

CPT Descriptor: Myocardial perfusion imaging, tomographic (SPECT) (including attenuation correction, qualitative or 
quantitative wall motion, ejection fraction by first pass or gated technique, additional quantification, when performed); 
multiple studies, at rest and/or stress (exercise or pharmacologic) and/or redistribution and/or rest reinjection 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 62-year-old male has hypertension, hyperlipidemia, and a family history of coronary artery 
disease. He has been experiencing atypical chest pain and advancing shortness of breath while walking. His resting 
electrocardiogram is abnormal, showing sinus rhythm, possible inferior wall MI and non-specific ST-T wave 
abnormalities. He is referred for a stress and rest myocardial perfusion study with wall motion and ejection fraction 
evaluation. 

Percentage of Survey Respondents who found Vignette to be Typical: 97% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 6% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 3% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: The physician determines the appropriateness of the requested study; prescribes, 
oversees and directs the intravenously administered dose. The physician directs the technologist to adjust the acquisition 
protocol as necessary for the individual patient. If wall motion and/or ejection fraction are performed, the physician 
assesses the patient's cardiac rhythm, directs the technologist in lead placement for optimal gating signal and any 
necessary adjustments in gating acquisition parameters based on individual rhythm assessment. The physician is available 
to answer questions for the technologist and to review components of the study throughout the study. 

Description of Intra-Service Work: The study consists of acquisition of a stress and a rest (and/or redistribution) 
tomographic (SPECT) data sets, synchronized (gated) to the patient's electrocardiogram when performed. The 
physician verifies the completeness and adequacy of the data sets before completion of the study and may or( 
additional imaging if necessary. 

The images are reviewed for artifacts and abnormal extracardiac distribution. Three different tomographic datasets are 
reviewed for each acquisition, and re-reconstructed, if necessary. The physician compares the tomographic datasets for 
differences or similarities that would suggest ischemia or scar. Qualitative assessment of ventricular wall function and 
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CPT Code: 78452 
perfusion are made in a standardized manner, with each segment scored on a semi-quantitative scale when performed. 
Wall motion is qualitatively scored for motion_and thickening. This occurs in a standardized segment model for the 
dataset with each segment scored as normal, mildly hypokinetic, moderately hypokinetic, severely hypokinetic, akinetic, 
'Jr dyskinetic. Attention is paid tp the assessment of regional myocardial function and to the percent of myocardium that 
.s regionally dysfunctional in order to judge the amount of underlying myocardial scar (or stress induced ischemia). The 
extent and severity of perfusion defects and their relationship to vascular geographic territories are noted. 

When performed, wall motion and thickening quantitative data are generated and reviewed. The segmental wall motion 
data are compared to the perfusion images to generate a clinically relevant wall motion analysis for the individual 
patient. When performed, left ventricular ejection fraction is noted after confirming the correctness of the regions of 
interest that were selected for the calculation. Digital data of perfusion and ventricular function are reviewed after the 
qualitative assessment, in part to refine the qualitative impression. Comparison to relevant prior studies is done. A report 
is dictated for the medical record. 

Description of Post-Service Work: The physician reviews and signs the report for the medical record. The imaging 
results are discussed with the referring physician and may be discussed with the patient and family. The physician 
throughout the procedure provides regulatory review and oversight. 
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CPT Code: .78452 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 109/2009 

Presenter(s): Drs. Van Decker, McKusick, McGinty, Dillehay 

Specialty(s): ACC,ACNP,ACR,ASNC,SNM 

CPT Code: 78452 

Sample Size: 741 'Resp N: 83 I Response: 11.2 % 

Sample Type: Convenience 

Low 25th octl Median* 75th octl Hi~h 

Service Performance Rate 0.00 425.00 900.00 2000.00 8000.00 

Survey RVW: 0.95 1.58 1.87 2.00 3.75 

Pre-Service Evaluation Time: 10.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 0.00 15.00 20.00 25.00 70.00 

Immediate Post Service-Time: 10.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238( 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 178452 Recommended Physician Work RVU: 1.75 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 10.00 7.00 3.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-service Time: 20.00 

Immediate Post Service-Time: 10.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: ~ 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

1585 



New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
78492 

Global 
XXX 

WorkRVU 
1.87 

CPT Code: 78452 

Time Source 
RUCTime 

CPT Descriptor Myocardial imaging, positron emission tomography (PET), perfusion; multiple studies at rest and/or 
stress 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

· Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
70496 XXX 1.75 RUC Time 83,290 
CPT Descriptor 1 Computed tomographic angiography, head, with contrast material(s), including noncontrast images, if 
performed, and image postprocessing 

MPC CPT Code 2 
71275 

Global 
XXX 

WorkRVU Time Source 
1. 92 RUC Time 

Most Recent 
Medicare Utilization 

502,043 

CPT Descriptor 2 Computed tomographic angiography, chest (noncoronary), with contrast material(s), including 
noncontrast images, if performed, and image postprocessing 

Other Reference CPT Code 
78812 

Global 
XXX 

WorkRVU 
1.93 

Time Source 
RUCTime 

CPT Descriptor Positron emission tomography (PET) imaging; skull base to mid-thigh 

RELATIONSmP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 51 %of respondents: 61.4 % 

TIME ESTIMATES (Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

78452 78492 

I Median Pre-Service Time II 10.00 II 0.00 

I Median Intra-Service Time II 20.00 II 55.00 

I Median Immediate Post-service Time 10.00 0.00 

I M:edian Critical Care Time 0.0 0.00 

edian Other Hospital Visit Time 0.0 0.00 

1 Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time 40.00 55.00 
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._I O_th_e_r_tim_· _e_if_a.::.p.::....pr_o .... pna_._te __________ __,ll._ ___ __,j '-'-------J 
INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of 3.88 II'-__ 3_.7_8_--...J 
management options that must be considered .____ ___ _. 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

.____3_.9_6 _ _.11...._ __ 3_.8_6 _ ___, 

I.._ U_r.:::.ge_n_,cy:.....o_f_m_edi_._cal_dec_is_i_on_making __ · ...._ _______ --'1 ._I __ 3_.9_8 _ _,11..__ __ 3_.88 __ _. 

Technical Skill/Phvsical Effort (Mean) 

._I T_ec_hni_·cal_skil_._I_re_,_qwr_·_ed ___________ ____.l ._1 __ 4_.2_4 _ _.1 '-1 __ 4_.2_5_--...J 

._I P_hy::....s_ical_e_ffo_rt_r_equired~· --------------~~~ 2.71 I ._1 __ 2_.6_9 _ __, 

Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I .._1 __ 3_.8_2 _ _.1 ._I __ 3_.7_6 ---' 

I Outcome depends on the skill and judgment of physician I ._I __ 4_.4_1 _ _.11..__ __ 4_.4_3 _ __. 

I ._Es_tima_ted_n_·s_k_of_mal___,p,_ra_c_ti_ce_s_w_·t_WI_·th-=-poo_r_ou_tco_m_e ___ __,ll'-_-3_.9_o _ _.ll..__ __ 3_.8_8 _ __. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

'-~~-~~Se~nn~·~ce~~_ens~ity~/c~o_m~p_le_xi~ty ______________ __.lj 

._lhttrn __ -~-~-~_e_~_e_ns_i..:.ty_lro_mp.::....l_en_·ty~---------------''1 

.._IP_o_st_-~_nn __ ·c_e_inte __ ns_ity~/_c_om_,p,_~_n_·ty~-------------~'1 

Additional Rationale 

CPT Code Reference 
Senice 1 

3.29 1 ....... 1 _3_.29 _ __. 

4.24 1 ....... 1 _4_.14 _ __. 

3.22. 1 ....... 1 _3_.22_ ....... 

CPT Code: 78452 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Valz 
Recommerukltions for the appropriate fonnula and formot. 
The Society of Nuclear Medicine, American College of Nuclear Physicians, American College of Cardiology, American 
College of Radiology and the American Society of Nuclear Cardiology convened a consensus expert panel to review the 
random sample AMA RUC survey summary data from the professional societies. The panel notes that this new code 
represents a combination of three previous codes just recently surveyed for the 2005 Five Year Review (a 2005 survey 
more robust in 125 respondents). 
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CPT Code: 78452 

Survey Results 

The panel noted that the survey median RVU was 1.87 with a 75th percentile of 2.00 and a 25th percer:-tile of 1.58. This 
1edian value of 1.87 RVUs represents a significant decrease from the existing values (2.26 for the combined RVU of the 

·""1ree codes). The existing values reflect the RUC recommendations from the most recent Five Year Review, which 
involved data from 125 surveys and extensive analysis by the RUC, which specifically took into account that the services 
were almost always performed in combination. 

In developing a recommendation for 78452, our expert panel was concerned that the RSL could have been misleading to 
surveyees since the most frequently chosen reference code of 78492 is a multiple imaging session tomographic PET 
"perfusion-only" code which does not include a further "half study" evaluation of wall motion or ejection fraction in its 
description or valuation. Recognizing the work intensity involved in the new code and the limitations and potential 
ambiguity of the current survey, the panel felt a recommendation of at least the 50th percentile value of 1.87 RVU was 
appropriate. The panel also noted that the approximate total time by survey of the new code was overall consistent with 
the combination of the 2005 consensus results. The differences from the RUC times in the database may reflect the 
respondents incorrectly allocating time into pre, intra and post service buckets, and the panel made adjustments to this 
allocation by time shifting pre and post into intra service time in its recommendation for consistency purposes. 

Comparison to Most Frequently Chosen Code 

The panel compared 78452 to the most frequently chosen reference code 78492. Once again, it was noted that this is a 
code of multiple imaging session tomographic PET "perfusion only" but without the added work of wall motion/ejection 
fraction analysis and reporting. Respondents judged the intensity/complexity measures of the new code as significantly 
higher (6) or about the same (3) in 9/11 categories. 

Comparison to "Similar Codes" 

The panel notes that 78452 involves the comparison of multiple session tomographic imaging datasets with multiple 
quantification data in addition to datasets of motion, functionality and attenuation correction. It also involves the 
mandated NRC radiation safety compliance oversight associated with multiple imaging sessions. It should entail more 
mk on an estimation of magnitude than the interpretation of single session tomographic imaging datasets (especially 

.1ithout further motion datasets), such as 78491 (single session PET perfusion only -1.50 RVU). The panel believes 
·that 784X2 is at least similar in physicians work to 78812 (PET skull to thigh -1.93 RVU) and 71275 (CT Angiogiography 
Chest- 1.92 RVU). 

Building Block Approach (within perfusion family) 

Multiple imaging session SPECT with WM/EF (new CPT code 78452) is more intensity and work than single session 
acquisition (new CPT code 78451 ). SPECT is more datasets and complexity than planar imaging (new CPT code 78453, 
for single planar; new CPT code 78454, for multiple planar). As such, 78452 is among the most complex nuclear 
cardiology/ nuclear medicine codes. Multiple image SPECT Perfusion has always been about 0.40 RVU greater than 
single session SPECT. 

SERVICES REPORTED Wim MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 
~ 

~ 
0 
0 
0 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of the 
physician work using different codes. 
Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 
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CPT Code: 78452 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. Multiple studies may be at rest, with stress or redistribution. If performed with stress the 
appropriate stress code is billed separately in addition to the appropriate procedure code. It is common for 
multiple physicians to be involved in this procedure, cardiologists, radiologists and nuclear medicine physicians 
are the most common. 

Table 1 
Source: 2006 SAF 5% Carrier FileNational Estimate - 20 times the numbers generated above from the 5% 

file For low volume procedures or combinations. These National Estimates may be particularly unreliable. 

Combination 
ofmorethan 

93015 93016 93017 93018 Performed Alone 2 codes 
78460 40 60 20 60 6,160 500 
78461 1,020 120 120 25,080 2,460 
78464 18,500 260 380 1,760 60,680 7,860 
78465 1,432,240 14,080 41,780 91,580 1,441,860 374,100 
78481 18,140 140 580 1,000 16,840 2,140 
78483 14,520 80 40 740 8,780 560 
Alone 899,920 1,000,220 113,640 1,125,940 

Global RVU Pre Intra Post 
93015 XXX 0.75 2 15 4 
93016 XXX 0.45 10 38 10 
93017 XXX 0.00 0 0 0 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) CPT 78465 often with 78478 and/or 78480 
In 2006 utilization for 78465 was 3,019,646 global and 1,286,235 professional. 

Physician Breakdown For Professional Billings 
49.28 % CARDIOLOGY 
35.87 % DIAGNOSTIC RADIOLOGY 
7.53 % NUCLEAR MEDICINE 
4.47 % INTERNAL MEDICINE 
0.93 % INTERVENTIONAL RADIOLOGY 
0.46 % PATHOLOGY 

Physician Breakdown For Global Billings 
87.72 % CARDIOLOGY 
6.45 % INTERNAL MEDICINE 
1. 72 % DIAGNOSTIC RADIOLOGY 
1.60 % NUCLEAR MEDICINE 
1.03 % INDEPENDENT DIAGNOSTIC TESTING FACILITY 
0.43 % FAMILY PRACTICE 

How often do physicians in your specialty perfonn this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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CPT Code: 78452 
Specialty Cardiology How often? Commonly 

Specialty Radiology How often? Commonly 

Specialty Nuclear Medicine How often? Commonly 

Estimate the number of times this service might be provided nationally in a one-year period? 600000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Double the Medicare billables. See 2006 reakdown noted above. 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
3,000,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. See 2006 reakdown noted above. 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

, Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend CPT 78465; this code represents the 
current PLI for MPI inherent in 78452. The PLI RVU for the TC component should be 0.00 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 78453 

CPT Code:78453 Tracking Number Specialty Society Recommended RVU: 1.00 

Global Period: XXX RUC Recommended RVU: 1.00 

CPT Descriptor: Myocardial perfusion imaging, planar (including qualitative or quantitative wall motion, ejection 
fraction by first pass or gated technique, additional quantification, when performed); single study, at rest or stress 
(exercise or pharmacologic) 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 63- year-old female with hypertension and hypercholesterolemia has been experiencing 
chest discomfort and shortness of breath. She has significant arthritis of her upper extremities and back and difficulty 
with positioning when lying down. Resting electrocardiogram shows sinus rhythm and non-specific ST-T wave 
abnormalities. She is referred for stress myocardial perfusion study, which if completely normal will not require a rest 
study. 

Percentage of Survey Respondents who found Vignette to be Typical: 69% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% ~ 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 4% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 4% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: The physician determines the appropriateness of the requested study; prescribes, 
oversees and directs the intravenously administered dose. The physician directs the technologist to adjust the acquisition 
protocol as necessary for the individual patient. If wall motion and/or ejection fraction are performed, the physician 
assesses the patient's cardiac rhythm, directs the technologist in lead placement for optimal gating signal and any 
necessary adjustments in gating acquisition parameters based on individual rhythm assessment. The physician is available 
to answer questions for the technologist and to review components of the study throughout the study. 

Description of Intra-Service Work: The study consists of a single study acquisition of either a stress or rest set of planar 
images, synchronized (gated) to the patient's electrocardiogram when performed. The physician verifies the 
completeness and adequacy of the data before completion of the study and may order additional imaging if necessary. 

The planar images are reviewed for artifacts and abnormal extracardiac distribution. The cardiac images, that are 
acquired in at least three different projections (e.g. anterior, LAO and lateral), are reviewed. The physician compares 
the acquisition datasets for differences or similarities that would suggest ischemia or scar. Qualitative assessment of 
myocardial perfusion is made in a standardized manner, with each segment scored on a semi-quantitative scale. 
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CPT Code: 78453 
Qualitative assessment of left ventricular global function is made, when performed. Wall motion is qualitatively scored 
for motion and thickening, when performed. This occurs in a standardized segment model for each dataset with each 
segment scored as normal, mildly hypokinetic, moderately hypokinetic, severely hypokinetic, akinetic, or dyskinetic. 
<\ttention is paid to the assessment of regional myocardial f:pnction and to the percent of myocardium that is regionally 
Jysfunctional in order to judge the amount of underlying myocardial scar (or stress induced ischemia). The extent and 

severity of perfusion defects and their relationship to vascular geographic territories are noted. 

When performed, wall motion and thickening quantitative E-ata are generated and reviewed for the image set. The 
segmental wall motion data are compared to the perfusion images to generate a clinically relevant wall motion analysis 
for the individual patient. When performed, the left v~ntricular ejection fraction is noted after confirming the 
correctness of the regions of interest that were selected for the calculation. Digital data of perfusion and ventricular 
function are reviewed after the qualitative assessment, in part to refme the qualitative impression. Comparison to 
relevant prior studies is done. A report is dictated for the medical record. 

Description of Post-Service Work: The physician reviews and signs the report for the medical record. The imaging 
results are discussed with the referring physician and may be discussed with the patient and family. The physician 
throughout the procedure provides regulatory review and oversight. 
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CPT Code: 78453 
SURVEY DATA 
RUC Meeting Date {mm/yyyy) jo212oo9 

Presenter{s): Drs. Van Decker, McKusick, McGinty, Dillehay 

Specialty{s): ACC,ACNP,ACR,ASNC,SNM 

CPT Code: 78453 

Sample Size: 741 lResp N: 69 I Response: 9.3 % 

Sample Type: Convenience 

Low 25th octl Median* 75th octl High 

Service Performance Rate 0.00 0.00 5.00 30.00 1000.00 

Survey RVW: 0.50 1.00 1.35 1.50 2.38 

Pre-Service Evaluation Time: 10.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 0.00 10.00 15.00 20.00 55.00 

Immediate Post Service-Time: 10.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit{s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38,, 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 178453 Recommended Physician Work RVU: 1.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 5.00 7.00 -2.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 10.00 

Immediate Post Service-Time: 5.00 

Post 010erative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 . 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit{s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

REFERENCE SERVICE: 

Key CPT Code 
78472 

Global 
XXX 

WorkRVU 
0.98 

CPT Code: 78453 

Time Source 
CMS Time File 

CPT Descriptor Cardiac blood pool imaging, gated equilibrium; planar, single study at rest or stress (exercise and/or 
pharmacologic), wall motion study plus ejection fraction, with or without additional quantitative processing 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
78306 

Global Work RVU 
XXX 0.86 

Time Source 
RUCTime 

CJYI' Descriptor 1 Bone and/or joint imaging; whole body 

MPC CPT Code 2 
78315 

Global 
XXX 

Work RVU Time Source 
1.02 RUC Time 

CPT Descriptor 2 Bone and/or joint imaging; three phase study 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

581,384 

Most Recent 
Medicare Utilization 

119,974 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 25 

TIME ESTIMATES <Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

I Median Immediate Post-service Time 

I Median Critical Care Time 

I Median Other Hospital Visit Time 
1 
'1edian Discharge Day Management Time 

edian Office Visit Time 

I Prolonged Services Time 

I Median Total Time 

CPT Code: 
78453 

II 5.00 II 

II 10.00 II 
5.00 

0.0 

0.0 

0.0 

0.0 

0.0 

~I 
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% of respondents: 36.2 % 

Key Reference Source of Time 
CPT Code: 

78472 

0.00 

23.00 

0.00 

0.00 

0.00 

0.00 

0.00 

0.00 

23.00 



INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judwent (Mean) 

The nwnber of possible diagnosis and/or the number of ....__3_.5_6 _ _.1 '-1 __ 3_.40 __ __, 
management options that must be considered · 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

....__3_.6_8 _ __.1 L-1 __ 3_.4_8 _ ___, 

'-lu_r~ge_n~cy~o_f_m_edi_._cal_d~_is_w_n_~-·~---------'1'-1 __ 3_.44 _ ___.11 ..... __ 3_.2_0 _ ___, 

Technical Skill/Physical Effort (Mean) 

I ._T_~_hni_._cal_s~_·l_r_e~~·-----------~1 .... 1 __ 3_.M_~I .... I __ 3_.44 __ ~ 

._I P_h::...ys_ical_e_ffi_ort_r_eqwr_.__· _ed ___________ __.l ._1 __ 2_.3_6_.....~1 .._1 __ 2_.44 __ __, 

Psvchological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality 11.___3_.2_8 _ __.11'-__ 3_.0_8 _ ___, 

._I Out;__c_o_m_e_depe_.__n_ds_on_th_e _skill_· _and_::...jud-'gm=--e_nt_o_f.,!.p~hy:...s_ic_ian ___ ...JI .._1 __ 4_.0_8_~1 .._1 __ 3_.9_2 -~ 

~~&~fuM~ted~n~·s~k~of~mru~p~rn-'c-'ti_ce-'sw_._t_m_;·th--'poo~-'ro-'u-'~~o~m-'e-----ll'-1 __ 3_.4_0 _ _.1'-1 __ 3_.1_6 _ __, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI'Code Reference 
Service 1 

I.._ Pr_e_-Se_rv_ice_in_te_ns_ity-=--/c_om-"p'-le_XI~·ty'-------------'1 ._I __ 3_.2_0 _ __.1 ~...I __ 3_.1_2_--' 

._IIntra __ -Se_rv_ic_e_in_te_ns_i..:.ty_lc_omp__._l_eXI_.ty.:._ ________ ___.l .... 1 __ 3_.7_2 _ _,11.___3_.60 __ .....~ 

I._P_o_st-_S_erv_ic_e _in_te_ns_ity::...l_co_m_,p'-le_XI_,·ty'----------~~ ..... 1 __ 3_.04 _ _....1 .._1 __ 3_.04 __ __, 

Additional Rationale 

CPT Code: 78453 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
The Society of Nuclear Medicine, American College of Nuclear Physicians, American College of Cardiology, American 
College of Radiology and the Society of Nuclear Cardiology convened a consensus expert panel to review the random 
sample AMA RUC survey summary data from the professional societies. The panel notes this code represents a 
combination of previous codes. 

Survey Results 
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CPT Code: 78453 

The panel notes that the median survey RVU was 1.35 with a 75th percentile of 1.50 and a 251
h percentile of 1.00. While 

the median is a slight decrease from the previous work of planar imaging plus assessment of wall motion and ejection 
fraction (WM/EF) (1.66 for the combined RVU of the 3 codes), in this new code, the panel expressed concern that the 
nedian value created "relative work rank order anomalies" with the surveyed family of codes for SPECT perfusion with 
NM/EF. The reference code was more reflective of simpler single session planar imaging (although intensities were 
judged higher). As such, the panel felt a recommendation of the 25th percentile of 1.00 was most appropriate. 

Comparison to the Most Frequently Chosen Code 

The panel compared 78453 to the most frequently chosen reference code 78472. 78472 is a robust planar method to 
obtain cardiac ventricular function and especially left ventricular wall motion and ejection fraction but provides no 
myocardial perfusion information. Respondents felt intensity/complexity of 78453 was greater than 78472, as well. 
Despite this, the panel felt that 78453 was in the category of the other similar codes in this work/intensity range and 
should serve as the starting building block for the planar and SPECT myocardial perfusion family. As such, a 
recommendation of 1.00 (25th percentile) appeared most accurate. 

Comparison to Similar Codes 

Single session planar bone imaging, 78306 - RVU 0.86 - has similar times and acquisition parameters but is without 
acquisition and interpretation of additional organ/system functional datasets (such as WM/EF). Three Phase bone 
imaging, 78315- RVU 1.02- has similar times and some additional simple temporal acquisition of "functionality''. The 
panel felt this supported a recommendation of 1.00 for 78453. 

Building Block Approach (within perfusion family) 

Single session (rest or stress) planar imaging with WM/EF (new CPT code 78453, proposed RVU of 1.00) is the least 
complex of this new myocardial perfusion family. Multiple (rest and stress) planar imaging with WM/EF (new CPT code 
78454) is more work and complexity, single session perfusion SPECT with wall motion/EF (new CPT code 78451) 
requires yet more effort and is of greater complexity that the previous two studies, and the most complex and requiring 

greatest work is multiple session SPECT perfusion imaging with WM/EF (new CPT code 78452). The amount of 
in 78453 is still at least as much work and complexity as other similar planar nuclear medicine codes, and the panel 

this supported a recommendation of 1.00 RVU. 

SERVICES REPORTED Wim MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
[8] Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
[8] Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
0 Other reason (please explain) 

2. Please provide ·a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is perfonning and reporting each CPT code in 
your scenario. Single studies may be at rest or with stress. If performed with stress the appropriate stress code 
is billed separately in addition to the appropriate procedure code. It is common for multiple physicians to be 
involved in this procedure, cardiologists, radiologists and nuclear medicine physicians are the most common. 

Table 1 
Source: 2006 SAF 5% Carrier FileNational Estimate - 20 times the numbers generated above from the 
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CPT Code: 78453 
5% file For low volume procedures or combinations. These National Estimates may be particularly unreliable. 

Combination 
ofmorethan 93015 93016 93017 93018 Performed Alone 

2 codes 78460 40 60 20 60 6,160 
500 78461 1,020 120 120 25,080 

2,460 78464 18,500 260 380 1,760 60,680 
7,860 78465 1,432,240 14,080 41,780 91,580 1,441,860 

374,100 78481 18,140 140 580 1,000 16,840 
2,140 78483 14,520 80 40 740 8,780 

560 Alone 899,920 1,000,220 113,640 1,125,940 

Global RVU Pre Intra Post 
93015 XXX 0.75 2 15 4 
93016 XXX 0.45 10 38 10 
93017 XXX 0.00 0 0 0 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) CPT 78460 sometimes with 78478 and/or 78480 
In 2006 utilization for 78460 was 5,053 Global4,978 professional. 

Physician Breakdown For Professional Billings 
76.86% 
8.76% 
6.29% 
2.81% 
2.39% 
1.47% 

DIAGNOSTIC RADIOLOGY 
CARDIOLOGY 
INTERNAL MEDICINE 
NUCLEAR MEDICINE 
INTERVENTIONAL RADIOLOGY 
FAMILY PRACTICE 

Physician Breakdown For Global Billings 
45.33 % CARDIOLOGY 
28.00 % INTERNAL MEDICINE 
18.67 % DIAGNOSTIC RADIOLOGY 
5.33 % NUCLEAR MEDICINE 
2.67 % INDEPENDENT DIAGNOSTIC TESTING FACILITY 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Cardiology How often? Commonly 

Specialty Radiology How often? Commonly 

Specialty Nuclear Medicine How often? Commonly 

Estimate the-number of times this service might be provided nationally in a one-year period? 1000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. See 2006 breakdown noted above. 

Specialty Frequency 

Specialty Frequency 

Percentage 

Percentage 
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CPT Code: 78453 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
S, 000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. See CPT 78460 2006 breakdown noted above. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code se)ected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend CPT 78460; this code represents the 
current PLI for MPI inherent in 78453. The PLI RVU for the TC component should be 0.00 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY_OF RECOMMENDATION 

CPT Code: 78454-

CPT Code:78454 Tracking Number Specialty Society Recommended RVU: 1.34 

Global Period: XXX RUC Recommended RVU: 1.34 

CPT Descriptor: Myocardial perfusion imaging, planar (including qualitative or quantitative wall motion, ejection 
fraction by first pass or gated technique, additional quantification, when performed); multiple studies, at rest and/or 
stress (exercise or pharmacologic) and/or redistribution and/or rest reinjection 

CLINICAL DESCRIPfiON OF SERVICE: 

Vignette Used in Survey: A 64-year-old male with cigarette use and hypertension has been experiencing chest pain and 
shortness of breath. He has significant arthritis and difficulty with positioning when lying down. Resting 
electrocardiogram shows sinus rhythm and non-specific ST-T wave abnormalities. He is referred for stress myocardial 
perfusion study. 

Percentage of Survey Respondents who found Vignette to be Typical: 76% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform c. 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 4% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 4% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: The physician determines the appropriateness of the requested study; prescribes, 
oversees and directs the intravenously administered dose. The physician directs the technologist to adjust the acquisition 
protocol as necessary for the individual patient. If wall motion and/or ejection fraction are performed, the physician 
assesses the patient's cardiac rhythm, directs the technologist in lead placement for optimal gating signal and any 
necessary adjustments in gating acquisition parameters based on individual rhythm assessment. The physician is available 
to answer questions for the technologist and to review components of the study throughout the study. 

Description of Intra-Service Work: The study consists of acquisition of both stress and rest (or redistribution) planar 
image sets, synchronized (gated) to the patient's electrocardiogram when performed. The physician verifies the 
completeness and adequacy of the images before completion of the study and may order additional imaging if necessary. 

The planar images are reviewed for artifacts and abnormal extracardiac distribution. The cardiac images, that a.. 
acquired in at least three different projections (e.g. anterior, LAO and lateral) for both rest and stress sets of images, are 
reviewed. The physician compares the acquisition datasets for differences or similarities that would suggest ischemia or 
scar. Qualitative assessment of myocardial perfusion is made in a standardized manner, with each segment scored on a 
semi-quantitative scale. Qualitative assessment of left ventricular global function is made, when performed. Wall motion 

1599 



CPT Code: 78454 
is qualitatively scored for motion and thickening, when performed. This occurs in a standardized segment model for 
each dataset with each segment scored as normal, mildly hypokinetic, moderately hypokinetic, severely hypokinetic, 
akinetic, or dyskinetic. Attention is paid to the assessment of regional myocardial function and to the percent of 
1Jlyocardium that is regionally dysfunctional in order to judge the amount of underlying myocardial scar (or stress 
nduced ischemia). The extent and severity of perfusion defects and their relationship to vascular geographic territories 

·are noted. 

When performed, wall motion and thickening quantitative data are generated and reviewed for the image set. The 
segmental wall motion data are compared to the perfusion images to generate a clinically relevant wall motion analysis 
for the individual patient. When performed, the left ventricular ejection fraction is noted after confirming the 
correctness of the regions of interest that were selected for the calculation. Digital data of perfusion and ventricular 
function are reviewed after the qualitative assessment, in part to refme the qualitative impression. Comparison to 
relevant prior studies is done. A report is dictated for the medical record. 

Description of Post-Service Work: The physician reviews and signs the report for the medical record. The imaging 
results are discussed with the referring physician and may be discussed with the patient and family. The physician 
throughout the procedure provides regulatory review and oversight. 
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CPT Code: 78454 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo212009 

Presenter(s): Drs. Van Decker, McKusick, McGinty, Dillehay 

Specialty(s): ACC,ACNP,ACR,ASNC,SNM 

CPT Code: 78454 

Sample Size: 742 'Resp N: 68 I Response: 9.1% 

Sample Type: Convenience 

Low 25th pctl Median* 75th pctl H!Q.h 
Service Performance Rate 0.00 0.00 5.00 50.00 2000.00 

SurveyRVW: 0.80 1.34 1.50 1.87 2.60 

Pre-Service Evaluation Time: 10.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 5.00 15.00 20.00 25.00 60.00 

Immediate Post Service-Time: 10.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
**Physician standard total minutes per E/M visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); ............... <, 

99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code: j78454 Recommended Physician Work RVU: 1.34 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 5.00 7.00 -2.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 15.00 

Immediate Post Service-Time: 5.00 

Post 0J)erative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): Q:.2Q 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

AEY REFERENCE SERVICE: 

Key CPT Code 
78473 

Global 
XXX 

WorkRVU 
1.47 

CPT Code: 78454 

Time Source 
CMS Time File 

CPT Descriptor Cardiac blood pool imaging, gated equilibrium; multiple studies, wall motion study plus ejection 
fraction, at rest and stress (exercise and/or pharmacologic), with or without additional quantification 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
78707 XXX 0.96 RUC Time 32,439 
CPT Descriptor 1 Kidney imaging morphology; with vascular flow and function, single study without pharmacological 
intervention 

MPC CPT Code 2 
73721 

Global 
XXX 

Work RVU Time Source 
1.35 RUC Time 

Most Recent 
Medicare Utilization 

580,439 

CPT Descriptor 2 Magnetic resonance (eg, proton) imaging, any joint of lower extremity; without contrast material 

1ther Reference CPT Code 
/8709 

Global 
XXX 

WorkRVU 
1.41 

Time Source 
RUCTime 

CPT Descriptor Kidney imaging morphology; with vascular flow and function, multiple studies, with and without 
pharmacological intervention (eg, angiotensin converting enzyme inhibitor and/or diuretic) 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the refere~ce code listed below. 

Number of respondents who choose Key Reference Code: 0 %of respondents: 0.0 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPT Code: CPT Code: 

78454 78473 

I Median Pre-Service Time II 5.00 II 0.00 

I Median Intra-Service Time II 15.00 II 33.00 

I Median Immediate Post-service Time 5.00 0.00 

0.0 0.00 Median Critical Care Time 

!dian Other Hospital Visit Time 0.0 0.00 

l'~edian Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time 25.00 33.00 
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Ll O,;_th_e_r_tim_· _e_if_a~p~pro....:.....pna_._t_e __________ __.! ._I ___ __.I ~.-l ____ __...j 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of ._ __ 3_.9_6 _ _.1 .... 1 __ 3._8_1 _ __, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

......__3_.aa_ ..... l ..... l __ 3.5_a_ ...... 

Ll U_r~ge_n-'cy::...o_f_m_edi_·cal_d_ec_is_io_n_making_·__:::. ________ ..... l .._1 __ 4_.04 _ __.1 ~.-1 __ 3_.7_5 _ __, 

Technical Skill/Physical Effort (Mean) 

._IT_ec_hni_·cal_s~_·_I_re~~-·-ed ___________ ~l'-1--4-.2_7_~1 ... 1 __ 4._04 __ ~ 

~.-1 P_hy::...s_ical_e_ffi_ort_re~qwr-· _ed ___________ ~ll 2.73 11.._ __ 2._69 __ ~ 
Psychological Stress <Mean) 

I The risk of significant complications, morbidity and! or mortality 11~.--_3_.6_2_~11~.--__ 3_.4_2 _ ___. 

I L Ou_tc_o_m_e_de....:;pe_n_ds_on_th_e_s~_· _I an_d.::.ju_dgm~e_m_of....:;p_h:....ys_ic_ian ___ ..... II'--_4_.3_B _ _.II'--__ 4_.1_s _ ___. 

L.:l Es::;:.._tima...;.;...ted.;_;_:ns..:..:· ..:..:k..:..:of....;rnal=p~ra_c_ti_ce_s,;_w_·t_WI_.th_....:;_poo_r_ou_tc_o_m_e ___ ___.l '-I __ 3_.8_5_....~1 '-I __ 3_.6_9 _ __...J 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

IL.:Pr..:.e-:..S....;e:....rv..:..:ic..:..:e..:..:in..:..:t..:..:ens=ity:.../c_o_mp~Ie_xi...::.ty _________ ___.l ._I __ 3_.4_6_.....~1 Ll __ 3_._31 _ ___. 

l~m..:..:tra~-S:....e..:..:rv..:..:~..:..:e..:..:~..:..:e:....ns..:..:i~ty....;/co..:..:m~~..:..:e~..:.·ty~---------....lll'---4-.2-5_~1'-l ___ 4_.o_a_-....~ 

LIP_o_st_-~_rv_ic_e_~_e_ns_ity~/c_omp~I_e~_·ty~------------''1'---3-.2_3_~11~.-___ 3_._16_-....~ 

Additional Rationale 

CPT Code: 78454 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Valr 
Recommendations for the appropriate fomutla and format. 
The Society of Nuclear Medicine, American College of Nuclear Physicians, American College of Cardiology, American 
College of Radiology and the American Society of Nuclear Cardiology convened a consensus expert panel to review the 
random sample AMA RUC survey summary from the professional societies. The panel notes that the new code 
represents a combination of codes. 
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CPT Code: 78454 
Survey results: 

The panel notes that the median RVU of the survey was 1.50 with a 75th percentile of 1.87 and a 25th percentile of 1.34. 
While the median is a slight decrease from the previous work of planar imaging plus assessment of wall motion and 
1jection fraction (WM/EF) (2.03 for the combined RVU of the three codes) in this new code, the panel expressed concern 
.hat the median value could create "relative work rank order anomalies" with the SPECT perfusion codes with WM/EF. 
The reference code was more reflective of simpler (but multiple session) planar imaging. As such, the panel felt a 
recommendation of the 25th percentile of 1.34 was most appropriate. 

Comparison to Most Frequently Chosen Code. 

The panel compared 78454 with the most frequently chosen reference code of 78473- RVU 1.47. 78473 is a planar 
study, consisting of multiple (rest/stress) acquisition datasets to obtain cardiac ventricular function and especially left 
ventricular wall motion/ejection fraction (essentially multiple 78472's) but yields no myocardial perfusion information. 
Respondents felt.the intensity/complexity of 78454 was greater than 78473, as well. Despite this, the panel felt that 
78454 was in the category of other similar multiple planar nuclear medicine codes and less than the work involved in 
single acquisition SPECT with EF/WM, the next code in the myocardial perfusion family of codes. As such, a 
recommendation of the 25th percentile of 1.34 appeared accurate. 

Comparison to "Similar Codes" 

CPT 78707, multiple session planar renal imaging with vascular flow/function, has some comparability in work and 
complexity to 78454. It has an RVU value of 1.41. In comparison to CPT 78707, the panel felt that a recommendation of 
1 .34 RVU at the 25 percentile was rational. 

Building Block Approach (within perfusion family) 

Multiple session (stress and rest) planar perfusion imaging with EF/WM (new CPT code 78454, proposed RVU of 1.34) 
is more work and complexity than single session planar perfusion imaging with EF/WM (new CPT code 78453, proposed 
RVU of 1.00). The service is less work and complexity than the SPECT myocardial perfusion studies (new CPT code 
"8451for single SPECT; new CPT code 78452, for multiple SPECT). The difference between the single planar and 

.nultiple planar perfusion studies has traditionally been about 0.40 RVU, suggesting a recommendation of at least 1.34 
RVU is rational. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
[8J Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
[8J Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. Multiple studies may be at rest, with stress or redistribution. If performed with stress the 
appropriate stress code is billed separately in addition to the appropriate procedure code. It is common for 
multiple physicians to be involved in this procedure, cardiologists, radiologists and nuclear medicine physicians 
are the most common. Table 1 
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CPT Code: 78454 
Source: 2006 SAF 5% Carrier FileNational Estimate - 20 times the numbers generated 

above from the 5% file For low volume procedures or combinations. These National Estimates may be 
particularly unreliable. 

Combination 
ofmorethan 93015 93016 93017 

Performed Alone 2 codes 78460 40 60 20 
6,160 500 78461 1,020 120 

25,080 2,460 78464 18,500 260 380 
60,680 7,860 78465 1,432,240 14,080 41,780 

1,441,860 374,100 78481 18,140 140 580 
16,840 2,140 78483 14,520 80 40 
8,780 560 Alone 899,920 1,000,220 113,640 

Global RVU Pre 
Post 93015 XXX 0.75 2 

4 93016 XXX 0.45 10 
10 93017 XXX 0.00 0 
0 

FREQUENCY INFORMATION 

93018 
60 

120 
1,760 

91,580 
1,000 

740 
1,125,940 

Intra 
15 
38 
0 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) CPT 78461 sometimes with 78478 and/or 78480 
In 2006 utilization for 78461 was 23,905 global and 23,694 professional. 

Physician Breakdown For Professional Billings 
81.39 % DIAGNOSTIC RADIOLOGY 
10.46 % CARDIOLOGY 
3.19 % NUCLEAR MEDICINE 
2.95 % INTERNAL MEDICINE 
1.00 % INTERVENTIONAL RADIOLOGY 
0.29% PEDIATRIC MEDICINE 

Physician Breakdown For Global Billings 
34.12 % CARDIOLOGY 
27.96% DIAGNOSTIC RADIOLOGY 
25.12% NUCLEAR MEDICINE 
9.00 % INTERNAL MEDICINE 
1.42 % FAMILY PRACTICE 
0.95 % RADIATION ONCOLOGY 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Cardiology How often? Commonly 

Specialty Radiology How often? Commonly 

Specialty Nuclear Medicine How often? Commonly 

Estimate the number of times this service might be provided nationally in a one-year period? 48000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. See 2006 breakdown noted above. 
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CPT Code: 78454 
Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

;pecialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 

Please explain the rationale for this estimate. 2006 CMS data base. See breakdown noted above. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Recommend CPT 78461; this code represents the 
current PLI for MPI inherent in 78454. The PLI RVU for the TC component should be 0.00 

ndicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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CPT Code: 78451 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: Myocardial perfusion imaging, tomographic (SPECT) (including 
attenuation correction, qualitative or quantitative wall motion, ejection fraction by first pass or 
gated technique, additional quantification, when performed); single study, at rest or stress 
(exercise or pharmacologic) 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The five societies performing this service, the American College of Cardiology (ACC), the 
American College of Nuclear Physicians (ACNP), the American College of Radiology (ACR), 
the American Society of Nuclear Cardiology (ASNC), and the Society of Nuclear Medicine 
(SNM) utilized current AMA and CMS PE approved inputs to develop the direct practice 
expense recommendations for code 78451. We then compared the inputs to surveys from society 
members and consensus panel to further develop the practice expense recommendations. 
Attention was paid to the geographic distribution and practice type (private practice) for the input 
from society member and consensus panel. A joint consensus between ACC, ACNP, ACR, 
ASNC and SNM was reached for the final practice expense recommendation for this code. Input 
from the specialty society members was used to establish current techniques and the common 
service times for various work elements that were provided to the consensus committee. 

Finally, we note that since this service may be accompanied by a stress te·st (either exercise or 
pharmacologic) that is billed separately. Thus, all resources associated with the stress test have 
been excluded. 
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Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The nuclear medicine technologist (NMT) confirms the test order with the physician regarding 
technique and radiopharmaceutical to be used, making any necessary changes from the usual 
protocol based upon the patient's particular history and/or present condition. The NMT at the 
direction of the physician orders, receives the package containing radioactive material 
performing a radiation survey for radioactive contamination, organizes and prepares the 
radiopharmaceutical for administration to the patient. The NMT prepares the room, equipment 
and collimation for the patient imaging study. 

The NMT performs a daily camera assessment including daily floods, recalibration, energy peak 
check for different isotopes used for this procedure; weekly/monthly/quarterly assessment of 
camera uniformity, center of rotation and resolution studies to include periodic maintenance as 
dictated by the test performed on the nuclear medicine camera and computer in preparation for 
quality tomographic nuclear medicine imaging. 

Intra-Service Clinical Labor Activities: 

Before beginning the procedure, the NMT reviews the indicated procedure and the radiation risks 
with the patient, answering the patient's questions. The NMT obtains the patient's history 
evaluating contraindications such as pregnancy or claustrophobia. The NMT prepares the patient 
with proper insertion of the IV, stopcock and extension tubing; when gating is performed, ECG 
electrodes are applied, insuring good contact and a reliable computer signal for gating or 
triggering. Electrodes are re-arranged for optimal signal. Suitability of gating or triggering is 
assessed. The NMT assays the patient radiopharmaceutical dose, recording the dose in 
appropriate NRC records, patient medical records and computer procedure protocols. When 
performed the NMT stands by during the stress/exercise procedure to inject the 
radiopharmaceutical (at the direction of the supervising physician or qualified designate) at near 
peak stress. Exercise is continued for at least one minute post-injection. Termination of 
stress/exercise is individual patient-specific and at the direction of the supervising physician or 
qualified designate. 

The NMT positions the patient on the nuclear medicine imaging table, positions the camera 
defining the circuit of motion of camera around the patient, defines computer acquisition 
parameters and acquires the required diagnostic imaging set. When performed the camera is set 
up to collect attenuation correction images utilizing computed tomography or gadolinium rods. 
The NMT monitors the patient during acquisition for possible motion, comfort, and clinical 
safety. The NMT inspects the imaging set to ensure accurate positioning and placement in 
addition to appropriate target to background organ isolation before the procedure is completed. 
The quality of functional ECG gated imaging is assessed and adjustments/reacquisition 
performed as necessary. 

The NMT then quantitatively processes all acquired imaging data for review by the interpreting 
physician, including qualitative and quantitative data (both pre and post attenuation data sets). 
The raw perfusion images are processed separately from the attenuation correction images, when 

2 
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performed. The gated SPECT study is processed separately from the perfusion images. Regions 
of interest are established for ejection fraction calculations. Any pertinent anomalies that 
occurred during the procedure are noted and reviewed later with the reading physician. 

Upon completion of imaging, the NMT removes the patient IV and dismisses the patient with 
after-care instructions and any additional education regarding radiation safety in the home and 
general public environment. The dismissal instructions must include counseling on precautions 
to reduce radiation exposure to the public, friends, and family members. 

The NMT cleans all rooms utilized during the procedure, including the injection area, stress and 
scan rooms. The NM appropriately stores and disposes of all radioactive contaminated materials, 
including syringes, needles, IV sets, disposable peripheral materials (such as bed linens, clothing, 
gauze, tapes, and chux padding) following Nuclear Regulatory Commission guidelines and 
regulations. The NMT archives each new patient data set. 

Post-Service Clinical Labor Activities: 

The NMT displays the images for the interpreting physician's review including placing on the 
physician's view box or reading station, printing images, retrieving and displaying prior studies 
and obtaining archived data on other related procedures and/or laboratory results. 

The NMT completes all nuclear regulatory compliance procedures as related to this technology 
such as daily wipe testing with radiation counting of each wipe, radiation monitoring of the hot 
lab, camera room and stress testing areas; personal hand and foot monitoring; disposing of 
biohazard of all appropriately decayed radiation supplies defacing labels when appropriate; 
assessing constancy of the dose calibrator, allocation and discussing results with appropriate staff 
members. Each radiation compliance action requires documentation and recording of the given 
task as per the Nuclear Regulatory Commission guidelines and regulations. 

See Attached Spreadsheet for Clinical Labor, Medical Supplies, and Medical Equipment. 
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46AMA/Specialty Society Update Process 

Practice Expense Summary of Recommendation 
XXX Global Period 

Non Facility Direct Inputs 

CPT Long Descriptor: Myocardial perfusion imaging, tomographic (SPECT) (including 
attenuation correction, qualitative or quantitative wall motion, ejection fraction by first pass or 
gated technique, additional quantification, when performed); multiple studies, at rest and/or 
stress (exercise or pharmacologic) and/or redistribution and/or rest reinjection 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty. Society Practice Expense Committee: 

The five societies performing this service, the American College of Cardiology (ACC), the 
American College ofNuclear Physicians (ACNP), the American College of Radiology (ACR), 
the American Society of Nuclear Cardiology (ASNC), and the Society of Nuclear Medicine 
(SNM) utilized current AMA and CMS PE approved inputs to develop the direct practice 
expense recommendations for code 78452. Vf e then compared the inputs to surveys from society 
members and consensus panel to further develop the practice expense recommendations. 
Attention was paid to the geographic distribution and practice type (private practice) for the input 
from society member and consensus panel. A joint consensus between ACC, ACNP, ACR, 
ASNC and SNM was reached for the final practice expense recommendation for this code. Input 
from the specialty society members was used to establish current techniques and the common 
service times for various work elements that were provided to the consensus committee. 

Finally, we note that since this service may be accompanied by a stress test (either exercise or 
pharmacologic) that is billed separately. Thus, all resources associated with the stress test have 
been excluded. 

Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The nuclear medicine technologist (NMT) confirms the test order with the physician regarding 
technique and radiopharmaceutical to be used, making any necessary changes from the usual 
protocol based upon the patient's particular history and/or present condition. The NMT at the 
direetion of the physician orders, receives the package containing radioactive material 
performing a radiation survey for radioactive contamination, organizes and prepares the 
radiopharmaceutical for administration to the patient. The NMT prepares the room, equipment 
and collimation for the patient imaging study. 

The NMT performs a daily camera assessment including daily floods, recalibration, energy peak 
check for different isotopes used for this procedure; weekly/monthly/quarterly assessment of 
camera uniformity, center of rotation and resolution studies to include periodic maintenance as 
dictated by the test performed on the nuclear medicine camera and computer in preparation for 
quality tomographic nuclear medicine imaging. 

Intra-Service Clinical Labor Activities: 
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Before beginning the procedure, the NMT reviews the indicated procedure and the radiation risks 
with the patient, answering the patient's questions. The NMT obtains the patient's history 
evaluating contraindications such as pregnancy or claustrophobia. The NMT prepares the patient 
with proper insertion of the IV, stopcock and extension tubing; when gating is performed, ECG 
electrodes are applied, insuring good contact and a reliable computer signal for gating or 
triggering. Electrodes are re-arranged for optimal signal. Suitability of gating or triggering is 
assessed. The NMT assays the patient radiopharmaceutical dose, recording the dose in 
appropriate NRC records, patient medical records and computer procedure protocols. When 
performed the NMT stands by during the stress/exercise procedure to inject the 
radiopharmaceutical (at the direction of the supervising physician or qualified designate) at near 
peak stress. Exercise is continued for at least one minute post-injection. Termination of 
stress/exercise is individual patient-specific and at the direction of the supervising physician or 
qualified designate. 

The NMT positions the patient on the nuclear medicine imaging table, positions the camera 
defining the circuit of motion of camera around the patient, defines computer acquisition 
parameters and acquires the required diagnostic imaging set. When performed the camera is set 
up to collect attenuation correction images utilizing computed tomography or gadolinium rods. 
The NMT monitors the patient during acquisition for possible motion, comfort, and clinical 
safety. The NMT inspects the imaging set to ensure accurate positioning and placement in 
addition to appropriate target to background organ isolation before the procedure is completed. 
The quality of functional ECG gated imaging is assessed and adjustments/reacquisition 
performed as necessary. 

The NMT then quantitatively processes all acquired imaging data for review by the interpreting 
physician, including qualitative and quantitative data (both pre and post attenuation data sets). 
The raw perfusion images are processed separately from the attenuation correction images, when 
performed. The gated SPECT study is processed separately from the perfusion images. Regions 
of interest are established for ejection fraction calculations. Any pertinent anomalies that 
occurred during the procedure are noted and reviewed later with the reading physician. 

Upon completion of the first diagnostic imaging set (in this case the stress procedure) the patient 
is given instructions regarding the second diagnostic rest imaging set and also instructed on the 
appropriate time to return for completion of the procedure. The patient's activity and diet 
restrictions are reviewed in detail if radiopharmaceutical and protocol stipulates. All questions 
regarding radiation safety are again answered before patient's departure. 
The NMT cleans all rooms utilized during the procedure, including the injection area, stress and 
scan rooms. The NM appropriately stores and disposes of all radioactive contaminated materials, 
including syringes, needles, IV sets, disposable peripheral materials (such as bed linens, clothing, 
gauze, tapes, and chux padding) following Nuclear Regulatory Commission guidelines and 
regulations. 

Upon returning for the second resting diagnostic imaging set, the NMT again prepares, assays, 
records and delivers the prescribed radiopharmaceutical when appropriate following physician 
approved protocol. If a second injection of a radiopharmaceutical occurs, administration is via 
the patient IV setup from the initial procedure. IV is first tested and flushed to ensure patency. 
The patient is again positioned and imaged by the NMT, repeating the same positioning and 
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placement as the initial acquisition. The patient is again monitored carefully for optimal image 
acquisition. The second (rest or redistribution) di~$llostic imaging set is inspected. 

Upon completion of this second set of imaging, the NMT removes the patient's IV and dismisses 
the patient with after-care instructions and any additional education regarding radiation safety in 
the home and general public environment. The d~missal instructions must include answering 
any questions on precautions to reduce radiation exposure to the public, friends, and family 
members 

This second set of image acquisition and processing is completed as noted previously for the 
initial image set. 

The room must again be cleaned prior to the next patient procedure, removing and disposing any 
patient-specific materials in preparation as noted in the first image set following Nuclear 
Regulatory Commission guidelines and regulations. The NMT archives each new patient data set. 

Post-Service Clinical Labor Activities: 

The NMT displays the images for the interpreting physician's review including placing on the 
physician's view box or reading station, printing images, retrieving and displaying prior studies 
and obtaining archived data on other related procedures and/or laboratory results. 

The NMT completes all nuclear regulatory compliance procedures as related to this technology 
such as daily wipe testing with radiation counting of each wipe, radiation monitoring of the hot 
lab, camera room and stress testing areas; personal hand and foot monitoring; disposing of 
biohazard of all appropriately decayed radiation supplies defacing labels when appropriate; 
assessing constancy of the dose calibrator, allocation and discussing results with appropriate staff 
members. Each radiation compliance action requires documentation and recording of the given 
task. as per the Nuclear Regulatory Commission guidelines and regulations. 

See Attached Spreadsheet for Clinical Labor, Medical Supplies, and Medical Equipment. 
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AMA/Specialty Society Update Process 

Practice Expense Summary of Recommendation 
XXX Global Period 

Non Facility Direct Inputs 
' 

CPT Long Descriptor: Myocardial perfusion imaging, planar (including qualitative or 
quantitative wall motion, ejection fraction by first pass or gated technique, additional 
quantification, when performed); single study, at rest or stress (exercise or pharmacologic) 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The five societies performing this service, the American College of Cardiology (ACC), the 
American College of Nuclear Physicians (ACNP), the American College of Radiology (ACR), 
the American Society of Nuclear Cardiology (ASNC), and the Society ofNuclear Medicine 
(SNM) utilized current AMA and CMS PE approved inputs to develop the direct practice 
expense recommendations for code 78453. We then compared the inputs to surveys from society 
members and consensus panel to further develop the practice expense recommendations. 
Attention was paid to the geographic distribution and practice type (private practice) for the input 
from society member and consensus panel. A joint consensus between ACC, ACNP, ACR, 
ASNC and SNM was reached for the final practice expense recommendation for this code. Input 
from the specialty society members was used to establish current techniques and the common 
service times for various work elements that were provided to the consensus committee. 

Finally, we note that since this service may be accompanied by a stress test (either exercise or 
pharmacologic) that is billed separately. Thus, all resources associated with the stress test have 
been excluded. 
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Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The nuclear medicine technologist {NMT) confirms the test order with the physician regarding 
technique and radiopharmaceutical to be used, making any necessary changes from the usual 
protocol based upon the patient's particular history and/or present condition. The NMT at the 
direction of the physician orders, receives the package containing radioactive material 
performing a radiation survey for radioactive contamination, organizes and prepares the 
radiopharmaceutical for administration to the patient. The NMT prepares the room, equipment 
and collimation for the patient imaging study. The NMT performs a daily camera assessment 
including daily floods, recalibration, energy peak check for isotopes used for this procedure; and 
weekly/monthly/quarterly assessment of camera uniformity and resolution studies to include 
periodic maintenance as. dictated by the test performed on the nuclear medicine camera and 
computer in preparation for quality planar nuclear medicine imaging. 

Intra-Service Clinical Labor Activities: 

Before beginning the procedure, the NMT reviews the indicated procedure and the radiation risks 
with the patient, answering the patient's questions. The NMT obtains the patient's history 
evaluating contraindications such as pregnancy or claustrophobia. The NMT prepares the patient 
with proper insertion of the IV, stopcock and extension tubing; when gating is performed, ECG 
electrodes are applied, insuring good contact and a reliable computer signal for gating or 
triggering. Electrodes are re-arranged for optimal signal. Suitability of gating or triggering is 
assessed. The NMT assays the patient radiopharmaceutical dose, recording the dose in 
appropriate NRC records, patient medical records and computer procedure protocols. When 
performed the NMT stands by during the stress/exercise procedure to inject the 
radiopharmaceutical (at the direction of the supervising physician or qualified designate) at near 
peak stress. Exercise is continued for at least one minute post-injection. Termination of 
stress/exercise is individual patient-specific and at the direction of the supervising physician or 
qualified designate. 

The NMT positions the patient on the nuclear medicine imaging table, positions the camera and 
acquires a minimum of three planar images (e.g. anterior, LAO and lateral). The NMT monitors 
the patient during acquisition for possible motion, comfort, and clinical safety. The NMT 
inspects the imaging set to ensure accurate positioning and placement in addition to appropriate 
target to background organ isolation before the procedure is completed. The quality of functional 
ECG gated imaging is assessed and adjustments/reacquisition performed as necessary. Regions 
of interest are established for ejection fraction calculations when performed. Any pertinent 
anomalies that occurred during the procedure are noted and reviewed later with the reading 
physician. 

Upon completion of imaging, the NMT removes the patient IV and dismisses the patient with 
after-care instructions and any additional education regarding radiation safety in the home and 
general public environment. The dismissal instructions must include counseling on precautions 
to reduce radiation exposure to the public, friends, and family members. 
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The NMT cleans all rooms utilized during the procedure including the injection area, stress and 
scan rooms. The NM appropriately stores and disposes of all radioactive contaminated materials, 
including syringes, needles, N sets, disposable peripheral materials (such as bed linens, clothing, 
gauze, tapes, and chux padding) following Nuclear Regulatory Commission guidelines and 
regulations. The NMT archives each new patient djtta set. 

Post-Service Clinical Labor Activities: 

The NMTdisplays the images for the interpreting physician's review including placing on the 
physician's view box or reading station, printing images, retrieving and displaying prior studies 
and obtaining archived data on other related procedures and/or laboratory results. 

The NMT completes all nuclear regulatory compliance procedures as related to this technology 
such as daily wipe testing with radiation counting of each wipe, radiation monitoring of the hot 
lab, camera room and stress testing areas; personal hand and foot monitoring; disposing of 
biohazard of all appropriately decayed radiation supplies defacing labels when appropriate; 
assessing constancy of the dose calibrator, allocation and discussing results with appropriate staff 
members. Each radiation compliance action requires documentation and recording of the given 
task as per the Nuclear Regulatory Commission guidelines and regulations. 

See Attached Spreadsheet for Clinical Labor, Medical Supplies, and Medical Equipment. 
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AMA/Specialty Society Update Process 

Practice Expense Summary of Recommendation 
XXX Global Period 

Non Facility Direct Inputs 

CPT Long Descriptor: Myocardial perfusion imaging, planar (including qualitative or 
quantitative wall motion, ejection fraction by first pass or gated technique, additional 
quantification, when performed); multiple studies, at rest and/or stress (exercise or 
pharmacologic) and/or redistribution and/or rest reinjection 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The five societies performing this service, the American College of Cardiology (ACC), the 
American College of Nuclear Physicians (ACNP), the American College of Radiology (ACR), 
the American Society of Nuclear Cardiology (ASNC), and the Society of Nuclear Medicine 
(SNM) utilized current AMA and CMS PE approved inputs to develop the direct practice 
expense recommendations for code 78454. We then compared the inputs to surveys from society 
members and consensus panel to further develop the practice expense recommendations. 
Attention was paid to the geographic distribution and practice type (private practice) for the input 
from society member and consensus panel. A joint consensus between ACC, ACNP, ACR, 
ASNC and SNM was reached for the final practice expense recommendation for this code. Input 
from the specialty society members was used to establish current techniques and the common 
service times for various work elements that were provided to the consensus committee. 

Finally, we note that since this service may be accompanied by a stress test (either exercise or 
pharmacologic) that is billed separately. Thus, all resources associated with the stress test have 
been excluded. 
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Please describe the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

The nuclear medicine technologist (NMT) confirms the test order with the physician regarding 
technique and radiopharmaceutical to be used, making any necessary changes from the usual 
protocol based upon the patient's particular history and/or present condition. The NMT at the 
direction of the physician orders, receives the package containing radioactive material 
performing a radiation survey for radioactive contamination, organizes and prepares the 
radiopharmaceutical for administration to the patient. The NMT prepares the room, equipment 
and collimation for the patient imaging study. The NMT performs a daily camera assessment 
including daily floods, recalibration, energy peak check for isotopes used for this procedure; and 
weekly/monthly/quarterly assessment of camera uniformity and resolution studies to include 
periodic maintenance as dictated by the test performed on the nuclear medicine camera and 
computer in preparation for quality planar nuclear medicine imaging. 

Intra-Service Clinical Labor Activities: 

Before beginning the first procedure, the NMT reviews the indicated procedure and the radiation 
risks with the patient, answering th~ patient's questions. The NMT obtains the patient's history 
evaluating contraindications such as pregnancy or claustrophobia. The NMT prepares the patient 
with proper insertion of the IV, stopcock and extension tubing; when gating is performed, ECG 
electrodes are applied, insuring good contact and a reliable computer signal for gating or 
triggering. Electrodes are re-arranged for optimal signal. Suitability of gating or triggering is 
assessed. The NMT assays the patient radiopharmaceutical dose, recording the dose in 
appropriate NRC recqrds, patient medical records and computer procedure protocols. When 
performed the NMT stands by during the stress/exercise procedure to inject the 
radiopharmaceutical (at the direction of the supervising physician or qualified designate) at near 
peak stress. Exercise is continued for at least one minute post-injection. Termination of 
stress/exercise is individual patient-specific and at the direction of the supervising physician or 
qualified designate. 

The NMT positions the patient on the nuclear medicine imaging table, positions the camera and 
acquires a minimum of three planar images (e.g. anterior, LAO and lateral). The NMT monitors 
the patient during acquisition for possible motion, comfort, and clinical safety. The NMT 
inspects the imaging set to ensure accurate positioning and placement in addition to appropriate 
target to background organ isolation before the procedure is completed. The quality of functional 
ECG gated imaging is assessed and adjustments/reacquisition performed as necessary. Regions 
of interest are established for ejection fraction calculations when performed. Any pertinent 
anomalies that occurred during the procedure are noted and reviewed later with the reading 
physician. 

Upon completion of the first diagnostic imaging set (in this case the stress procedure) the patient 
is given instructions regarding the second diagnostic rest imaging set and also instructed on the 
appropriate time to return for completion of the procedure. The patient's activity and diet 
restrictions are reviewed in detail if radiopharmaceutical and protocol stipulates. All questions 
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regarding radiation safety are again answered before patient's departure. The NMT cleans all 
rooms utilized during the procedure, including the injection area, stress and scan rooms. The NM 
appropriately stores and disposes of all radioactive contaminated materials, including syringes, 
needles, IV sets, disposable peripheral materials (such as bed linens, clothing, gauze, tapes, and 
chux padding) following Nuclear Regulatory Commission guidelines and regulations. 

Upon return of the patient for the second resting diagnostic imaging set, the NMT again prepares, 
assays, records and delivers the prescribed radiopharmaceutical, when appropriate, following 
physician approved protocol. If a second injection of a radiopharmaceutical is ordered, 
administration is via the patient IV setup from the initial procedure. IV is first tested and flushed 
to ensure patency. The patient is again positioned and imaged by the NMT, repeating the same 
positioning and placement as the initial acquisition. The patient is again monitored carefully for 
optimal image acquisition. The second (rest or redistribution) diagnostic imaging set is 
inspected. The image acquisition and processing is completed as noted previously. The room 
must again be cleaned, removing and disposing any patient-specific materials in preparation as 
noted in the first image set, prior to the next patient procedure. The NMT archives each new 
patient data set. 

Upon completion of imaging, the NMT removes the patient IV and dismisses the patient with 
after-care instructions and any additional education regarding radiation safety in the home and 
general public environment. The dismissal instructions must include counseling on precautions 
to reduce radiation exposure to the public, friends, and family members. 

Post-Service Clinical Labor Activities: 

The NMT displays the images (stress and rest or redistribution) for the interpreting physician's 
review including placing on the physician's view box or reading station, printing images, 
retrieving and displaying prior studies and obtaining archived data on other related procedures 
and/or laboratory results. 

The NMT completes all nuclear regulatory compliance procedures as related to this technology 
such as daily wipe testing with radiation counting of each wipe, radiation monitoring of the hot 
lab, camera room and stress testing areas; personal hand and foot monitoring; disposing of 
biohazard of all appropriately decayed radiation supplies defacing labels when appropriate; 
assessing constancy of the dose calibrator, allocation and discussing results with appropriate staff 
members. Each radiation compliance action requires documentation and recording of the given 
task as per the Nuclear Regulatory Commission guidelines and regulations. 

See Attached Spreadsheet for Clinical Labor, Medical Supplies, and Medical Equipment. 
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D 
78451 

Myocardial perfusion Imaging, tomographic 
(SPECT) (Including attenuation correction, 
qualitative or quantitative wall motion, ejection 
fraction by flrst pass or gated technique, 
additional quantification, when performed); 
single study, at rest or stress (exercise or 
pharmacologic) 

E 
78452 

Myocardial perfusion Imaging, tomographic 
(SPECT) (Including attenuation correction, 
qualitative or quantitative wall motion, ejection 
fraction by flrst pass or gated technique, 
additional quantification, when performed); 
multiple studies, at rest and/or slress (exercise 
or pharmacologic) and/or redistribution and/or 
rest reinjection 

F G 
78453 78454 

Myocardial perfusion Imaging, planar (Including Myocardial perfusion Imaging, planar (Including 
qualitative or quantitative wall motion, ejection qualitative or quantitative wall motion, ejection 
fraction by flrst pass or gated technique, fraction by first pass or gated technique, 
additional quantification, when performed); additional quantification, when performed); 
single study, at rest or slress (exercise or multiple studies, at rest and/or stress(exercise 
pharmacologic) or pharmacologic) and/or redistribution and/or 

rest reinjection 

3 !LOCATION Code Type _lll_on Facility Non FacUlty Non FacUlty Non t-acmty 

35 MEDICAL SUPPLIES Unit 

~ drape, ncil_l-~terlle, sh~et40ii1_X :~01n s~o_O§ ___ ~-~~~- :~~---~------- __ -=-::_--:-:::~- ~ :: :~C-.::_-~:~-:~==-~~~:_::_ 2 
~ underpad 2ft x }ft (Ch_ux) _ _ __ __ ____ _ _ ________ __ __ SB044 _ __ ____ ____ __ _ _____________ -------"-----' _______ ___ __ ___ _ _ ___ _ _ __ _ _ _ 2 

~ a_nglocatheter!4!J-24g -- scooi -- - ------ -- ------ --- ---- ---------- --- --~- ------- ----- - --- ------- -----
39 heparin lock - - sco12" 1 1 1 1 
~ needle, 18-27g -- - sco29- - ----- -- "1 ------ 2 "1 -- - 2 
~stopcock, 3-way sco49 ------------- ----- ---- ----- -------------------- -
::£: syringe 10-12ml _ _ sco51 -- 1 2 

~ sanitizing cloth-wipe (surface, Instruments, equipment) SM022 5 i 10 5 10 
~ p~ck, minimum multi-specia_lty visit SA048 1 --!-- 2 1 2 
45 film, x-ray Sin x lOin SK037 2 4 2 4 
~ x-ray develor:>er solution SK089 2 4 2 

1 
4 

,.£. ~-ray envelope SK091 1 
- ,, 

~ x-~ayflx~r_ ~otutlon SK092 2 4 2 - 4 
~swab-pad, a_lcohol ___ :~}0_5)_ 2 ----------- -4- -- ----- --- 2 4 

~ i i~~[~}~~~~~;i:~}:.~·~~=t1""-"''"'"j .. . . . iil .. ~. =~== ~.::r :::-:: :::: ..:::_~ ~~-:~ ~= . = ~ ::~ ~·· =:.::.~ ·. r~ :~ •. r 
~ ;;~1;~;:;;;,;;~::~, (~:,, ,c:~, ;~ ,.,~,:·· ;~~- =~ ~=········~=;·--~;·: -~~~-= :~ ~~-==~=-~==·:.·.~--~-· ~ + =··· ·--: . 
~ 9arrima camera systerT!, single-duai heaci - - -- ER032 1 ___ __ _ _ __ ~---~~ 

58 Gadolinium rod ER044 2 2 

~radiation L-blo_ck tabletop sh)elci- EROSJ 1 - ---- ------ - -- __ 1 __ ------ 1 I 
60 radiation survey meter ER054 _!_ _____ _ ____ 1 ____ ___ __ ______ _ 1 
~ sa_fe, storage,_)ead~lil_led____ _ ______ __ -- ekoss ___________ 1 ___________ _-_~_:_-_--:=_::-_~= j_:_____________ _ __ ____ _ 1 _____ _ 
rB ~~riJY view box, 4 panel _ _ __ _ _ _ ___ _ ____ ER067 _____________________ j __________________________ :!______________ _ _ _______ 1 ____________________________ _ 

rB- computer W!)rksta~lon, __ niJ_f_l~'!!: llle_dlc!ne ar1a_ly~s _ _ _________ ED!)19 _________________ ____! _______________________ _! ____________________ ! ______________________________________ _ 
computer workstation, nuclear pharmacy management 

i ~Yi~£~!!~F,~:~~r~i~~~~~10~~c !Q~ri!ciL_ =~~-==:-- -=:~-:=-~1~~~t ~-=--=: ==~~::-~~~~=j==~ -~-- ~~:~:- --~=-=-: -~-~==~~==-~- ~-=~~-~--=~+~-=~----:_ ~~-~=: --- --:: =-~: __ ~~=i_-: __ _ 
...£. chalr!_IJ1edlcal recliner _ _ _ ~~~-- __ _ __ _ ___ _ _ __ !__ ___________________________ !_ _____ __ _ _ __ _ __________ __ 1 
68 Film processor, x-omat M6B ED027 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 
Originated/rom Five-Year Review 

April2009 

Bundled Audiology Tests 

In February 2008, the RUC identified 92541, 92542, 92544, 92545, 92567, 92568, and 92569 through the Codes Reported Together 
screen as several pairings of these services are reported together more than 95% ofthe time. The RUC referred these codes to CPT for 
creation of new bundled services and to reorganize the coding structure to reflect the typical procedures performed. 

92540 
The RUC reviewed code 92540 Basic vestibular evaluation, includes spontaneous nystagmus test with eccentric gaze fixation nystagmus, 
with recording, positional nystagmus test, minimum of 4 positions, with recording, optokinetic nystagmus test, bidirectional foveal and 
peripheral stimulation, with recording, and oscillating tracking test, with recording which bundles codes 92541, 92542, 92544 and 
92545. Since the proposed RVUs were higher than the bundling of these four services the specialty societies were required to present 
compelling evidence. The RUC agreed that there was compelling evidence to warrant a higher work RVU because these services had 
never been RUC surveyed and audiologists' had not been included in the original Harvard study. 

The RUC reviewed the survey results for 92540 comprised of66 respondents, (51 Audiologists, 10 Otolaryngologists and 5 
Neurologists). The RUC compared 92540 to reference service 92557 Comprehensive audiometry threshold evaluation and speech 
recognition (work RVU = 0.60, 20 minutes intra-service) and agreed that 92540 is more than double the physician work and time than 
92557. The RUC determined that the 60 minutes intra-service time for 92540 is appropriate as the health care provider performs a battery 
of four successive procedures, evaluation for spontaneous nystagmus, positional nystagmus testing, optokineticnystagmus testing and 
oscillating tracking. The RUC determined that 10 minutes of immediate post-service time is required to explain results from a functional 
and physiological perspective to a referring physician and the patient. The RUC agreed with the specialty society recommended 
physician times of pre-service time package 5 -Non-Facility Procedure without sedation/anesthesia 7 minutes, 60 minutes intra-service 
time and 10 minutes immediate post-service time. The RUC agreed with the survey median work RVU of 1.50, as it is representative of 
the audiologists' survey responses, who are the primary providers of this service. The recommended work R VU of 1.50 places this 
service in the proper rank order with other services provided by audiologists, as well as similar services provided by other health care 
professionals. For additional support the RUC compared 92540 to HCPAC MPC codes 97001 Physical therapy evaluation (work RVU 
= 1.20) and 90806 Individual psychotherapy, insight oriented, behavior modifYing and/or supportive, in an office or outpatient facility, 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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approximately 45 to 50 minutes face-to-face with the patient (work RVU = 1.86). The RUC recommends a work RVU of 1.50 for 
92540. 

92570 
The RUC reviewed code 92570 Acoustic immittance testing, includes tympanometry (impedance testing), acoustic r~flex threshold 
testing, and acoustic reflex decay testing which bundles codes 92567, 92568 and 92569. The specialty societies recommended a work 
RVU lower than these three combined services. 

The RUC reviewed the survey results for 92570 in which 92 Audiologists and 6 Otolaryngologists responded. The RUC compared 92570 
to reference service 92557 Comprehensive audiometry threshold evaluation and speech recognition (work RVU = 0.60, 20 minutes intra­
service) and agreed that 92570 requires approximately the same amount of physician work and time as code 92557. The RUC agreed 
with the specialty society recommended physician times of pre-service time package 5 -Non-Facility Procedure without 
sedation/anesthesia minus 4 minutes (totaling 3 minutes) as the provider is primarily setting-up the patient to perform the tests; 15 
minutes intra-service time, and 3 minutes immediate post-service time. The RUC agreed that the 92 Audiologist survey respondents 
median work RVU of0.55 was appropriate, as 92570 requires 5 minutes less intra-service time than 92557. The recommended work 
RVU places this service in the proper rank order with other services provided by audiologists, as well as similar services provided by 
other health care professionals. For additional support the RUC compared 92570 to HCPAC MPC codes 97530 Therapeutit activities,~ 
direct (one-on-one) patient contact by the provider (use of dynamic activities to improve functional performance), each 15 minutes (work 
RVU = 0.44) and 97755 Assistive technology assessment (eg, to restore, augment or compensate for existing/unction, optimize 
functional tasks and/or maximize environmental accessibility), direct one-on-one contact by provider, with written report, each 15 
minutes (work RVU = 0.62). The RUC recommends a work RVU of 0.55 for code 92570. 

92550 
The RUC reviewed code 92550 Tympanometry and reflex threshold measurements which bundles codes 92567 and 92568. The specialty 
societies recommended a work RVU lower than these two combined services. 

The RUC reviewed the survey results for 92570 in which 94 Audiologists and Otolaryngologists responded. The RUC compared 92550 
to reference service 92568 Acoustic reflex testing; threshold (work RVU = 0.29, 8 minutes intra-service) and agreed that 92550 requires 
approximately the same amount of physician work and time as code 92568. The RUC agreed with the specialty society recommended 
physician times of pre-service time package 5- Non-Facility Procedure without sedation/anesthesia minus 4 minutes (totaling 3 minutes) 
as the provider is primarily setting-up the patient to perform the tests; 10 minutes intra-service time and 3 minutes immediate post-service 
time. The RUC agreed that survey 25th percentile work RVU of0.35 was appropriate, as 92550 requires slightly more time to perform 
than 92568 alone. The recommended work RVU places this service in the proper rank order with other services provided by audiologists, 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 
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as well as similar services provided by other health care professionals. The RUC recommends the survey 25th percentile work RVU 
of 0.35 for code 92550. 

Practice Expense 
The RUC recommends that the Audiologists' clinical labor time for codes 92541-92545 be reduced to zero, as all Audiologist time is 
transitioning to the work component. Additionally, the RUC recommends no clinical labor time for 92540-92550. 

PLI 
The RUC recommends that 92540 be crosswalked to 92620 and codes 92570 and 92550 be crosswalked to 92621. 

Work Neutrality 
The RUC's recommendation for this family of codes will res1;1lt in an overall work savings that should be redistributed back to the 
Medicare conversion factor. 

CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

92541 Spontaneous nystagmus test, including gaze and fixation nystagmus, with recording 
XXX 0.40 

(Do not renort 92541 when nerformed in conjunction with the set of 92542, 92544 (No Change) 
and 92545) 

92542 Positional nystagmus test, minimum of 4 positions, with recording XXX 0.33 

(Do not renort 92542 when nerformed in conjunction with the set of92541, 92544 
and 92545) 

(No Change) 

92543 Caloric vestibular test, each irrigation (binaural, bithermal stimulation constitutes 
XXX 0.10 

four tests), with recording (No Change) 
(Do not regort 92541, 92542, or 92543, at the same session.) 

92544 Optokinetic nystagmus test, bidirectional, foveal or peripheral stimulation, with XXX 0.26 
recording 

(No Change) 
(Do not reoort 92544 when oerformed in coniunction with 92541 92542 and 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 3 



CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

92545) 

92545 Oscillating tracking test, with recording XXX 0.23 

(No Change) 

92557 Comprehensive audiometry threshold evaluation and speech recognition (92553 XXX 0.60 
and 92556 combined) 

(No Change) 

92567 Tympanometry (impedance testing) XXX 0.20 

(No Change) 

92568 Acoustic reflex testing; threshold XXX 0.29 

(No Change) 

D 92569 Aeoustie reflex testing; aeeay XXX N/A 

(Code 92569 has been deleted. If this service is nerformed in conjunction with 
tvmoanometrv. see code 92570. 

.92540 JJl Basic vestibular evaluation, includes spontaneous nystagmus test with eccentric XXX 1.50 
gaze fixation nystagmus, with recording, positional nystagmus test, minimum of 4 
positions, with recording, optokinetic nystagmus test, bidirectional foveal and 
peripheral stimulation, with recording, and oscillating tracking test, with recording 

(Do not report 92540 in coniunction with 92541 92542 92544 or 92545) 
.92570 112 Acoustic immittance testing, includes tympanometry (impedance testing), acoustic XXX 0.55 

reflex threshold testing, and acoustic reflex decay testing 

(Do not report 92570 in coniunction with 92567 92568) 
e92550 JJ3 Tympanometry and reflex threshold measurements 

XXX 0.35 

LDo not reoort 925X3 in coniunction with 92567 or 92568) 

CPT tJ.!:,e-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 4 



AMA/SPECIAL TY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 92540 

Code:92540 Tracking Number JJ 1 Specialty Society Reconunended RVU: 1.50 

Global Period: XXX RUC Reconunended RVU: 1.50 

CPT Descriptor: Basic vestibular evaluation, includes spontaneous nystagmus test with eccentric gaze fixation 
nystagmus, with recording, positional nystagmus test, minimum of 4 positions, with recording, optokineticnystagmus 
test, bidirectional foveal and peripheral stimulation, with recording, and oscillating tracking test, with recording. 

(Do not report 92540 in conjunction with 92541, 92542, 92544, or 92545) 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 67 year old male presents with a three month history of spontaneous spells of incapacitating 
vertigo that last from 1-4 hours, occurring 1-2 times per month. He reports near simultaneous onset of fluctuating 
hearing loss on the left, vertigo, and left side tinnitus. He has a documented hearing loss in his left ear that varies over 
time. 

Percentage of Survey Respondents who found Vignette to be Typical: 88% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

"ercent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Jischarged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 2% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: The pre-service work includes a chart review for evidence in previous testing, current 
medications, and entering the patient's demographic information into the recording computer. 

Description of Intra-Service Work: The intra-service work begins with prepping the skin and applying electrodes that 
will record the nystagmus. After the electrodes are affixed to the skin with conducting gel or paste, they must be 
monitored for a short time to allow the impedance to stabilize. After the electrodes are applied and stabilized, 
calibration of the nystagmus must be performed by measuring the eye movements while tracking a light stimulus that 
moved across a predetermined arc to constitute a specified number of degrees in each direction. The health care 

'Ovider then proceeds to the test battery which consists of four successive procedures: evaluation for spontaneous 
;stagmus, positional nystagmus testing, optokineticnystagmus testing, and oscillating tracking. 

Spontaneous nystagmus: The qualified health care professional monitors eye movements with a recording system while 
th~ patient views targets in the center and eccentric positions to the right, left, up and down. The monitoring is then 
repeated with the eyes in similar positions but with visual fixation removed. 
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CPT Code: 92540 
Positional nystagmus testing: The qualified health care professional moves the patient into a series of specific positions 
while recording the eye movements that occur~once the position is achieved. The number of positions varies but a 
minimum of 4 are routine. 
Optokineticnystagmus testing: The qualified health care professional presents a large visual field stimulus 
composed of stripes or random dots that are set into motion to generate an optokineticnystagmus that is recorder~ 
analyzed for the speed of the eye referenced to the speed of the target. 
Oscillating tracking: The qualified health care professional records eye movements while the patient views a target that 
moves in the patient's visual field in a sinusoidal oscillatory profile. 

Perform the calculations necessary to determine magnitude and direction of nystagmus under each test condition, 
reviewing the data to ensure the absence of artifact that could adversely influence the results and interpretation, printing 
the nystagmus recordings for archival documentation, preparing a report of the diagnostic results and interpretation. 

Description of Post-Service Work: Post-service work includes describing the results to the patient and notifying the 
referring physician of the test outcomes. 
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CPT Code: 92540 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) lo4/2009 

Presenter(s): Robert C Fifer, PhD, Kadyn Williams, AuD, Jane Dillon, MD, Gregory L. Barkley, MD 

lpecialty(s): Audiology, Neurology, Otolaryngology 

CPT Code: 92540 

Sample Size: 267 'Resp N: 66 I Response: 24.7 % 
--

Sample Type: Convenience 

Low 25th pctl Median* 75th pctl Hjg_h 

Service Performance Rate 0.00 17.50 62.50 150.00 750.00 

Survey RVW: 0.40 1.00 1.50 2.19 10.00 

Pre-Service Evaluation Time: 10.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 0.00 30.00 60.00 73.75 120.00 

Immediate Post Service-Time: 15.00 
--

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

*Physician standard total m1nutes per ElM vis1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code:" 192540 Recommended Physician Work RVU: 1.50 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time ... Pre-Service Time 

Pre-Service Evaluation Time: 7.00 7.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 10.00 

fj)S_t C' ·~-vcV~ Total Min** I CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

~arge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

nged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
92557 

WorkRVU 
0.60 

CPT Co'de: 92540 

Time Source 
RUCTime 

CPT Descriptor COMPREHENSIVE AUDIOMETRY THRESHOLD EVALUATION AND SPEECH 
RECOGNITION (92553 AND 92556 COMBINED) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
97001 

Global Work RVU 
)CXJ( 1.20 

Time Source 
RUCTime 

CPT Descriptor 1 Physical therapy evaluation 

MPC CPT Code 2 
90806 

Global 
)CXJ( 

Work RVU Time Source 
1.86 RUC Time 

Most Recent 
Medicare Utilization 

1,646,248 

Most Recent 
Medicare Utilization 

5,502,594 

CPT Descriptor 2 Individual psychotherapy, insight oriented, behavior modifying and/or supportive, in an office or 
outpatient facility, approximately 45 to 50 minutes face-to-face with the patient; 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 17 %of respondents: 25.7 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

92540 92557 

I Median Pre-Service Time II 7.00 II 3.00 

I Median Intra-Service Time II 60.00 II 20.00 

Median Immediate Post-service Time 10.00 5.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

Median Office Visit Time 0.0 0.00 

Prolonged Services Time 0.0 0.00 

Median Total Time 

Other time if appropriate ~I 
28.00 
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CPT Code: 92540 

INTENSITY/COMPLEXITY MEASURES (Mean} 

the number of 4.35 II 3.64 

The amount and/or complexity of medical records, diagnostic 4.09 II 3.48 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 3.80 II 3.35 

Technical Skill!Phi§ical Effort (Mean} 

I Technical skill required II 4.18 II 3.91 

I Physical effort required II 3.44 II 2.74 

Psychol2gjcal Stress (Mean} 

I The risk of significant complications, morbidity and! or mortality II 2.83 II 2.59 

I Outcome depends on the skill and judgment of physician II 4.05 II 3.85 

I Estimated risk of malpractice suit with poor outcome II 3.21 II 3.08 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean} 

I Pre-Service intensity/complexity II 3.20 II 2.88 

I Intra-Service intensity/complexity 
,, 

4.18 II 3.59 

I Post-Service intensity/complexity 'I 3.67 II 3.35 

0 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
~ecommendations for the appropriate formula and format. 

e proposed value for this combined code will result in a substantial savings since the total value will be much less than 
'--- _.e sum of the three individual total values. CMS made a decision to assign professional work to the audiologist's 

services codes beginning in 2007. Previously the audiology time was captured in PE only. The current professional work 
for the individual codes packaged into 92540 are based on old Harvard data and is virtually inexplicable because the 
exact physician activity is not known. Thus, the recommended RVW of 1.5 for 92540 with the elimination of the 
audiologist time from PE will result in a much lower total value. 
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CPT Code: 92540 

SERVICES REPORTED WITII MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: No 

Why is th~ procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 
0 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 

0 
D 
D 
D 

Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this 
code is reviewed) This code was previously reported using 92541, 92542, 92544, and 92543. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Audiology How often? Commonly 

Specialty Neurology How often? Sometimes 

Specialty Otolaryngology How often? Commonly 

Estimate the number of times this service might be provided nationally in a one-year period? 250000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Used Medicare utilization as a starting point and assumes utilization in 
non-Medicare patients is slightly less than double. 

Specialty Audiology Frequency 112500 Percentage 45.00 % 
0 

Specialty Neurology Frequency 25000 Percentage 10.00 % 

SpeciaJ!~' Otolaryngology Frequency 112500 Percentage 45.00 % 

Estimatt t.1e number of times this service might be provided to Medicare patients nationally in a one-year period? 
140,000 if this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. This number was taken from the 2007 Medicare utilization data 
in the R UC database 

Specialty Audiology Frequency 63000 Percentage 45.00 % 
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Specialty Neurology 

<;pecialty Otolaryngology 

Frequency 14000 

Frequency 63000 

CPT Code: 92540 

Percentage 10.00 % 

Percentage 45.00 % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 92620 is more appropriate. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 92570 

CPT Code:92570 Tracking Number JJ2 Specialty Society Recommended RVU: 0.60 

Global Period: XXX RUC Recommended RVU: 0.55 

CPT Descriptor: Acoustic irnmittancetesting, includes tympanometry (impedance testing), acoustic reflex threshold 
testing, and acoustic reflex decay testing. 

(Do not report 92570 in conjunction with 92567, 92568, or 92569) 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 73 year-old female was referred for an audiologic evaluation with the chief complaint of 
progressive hearing loss and tinnitus in her right ear. No episodes of vertigo or imbalance were reported. 

Percentage of Survey Respondents who found Vignette to be Typical: 89% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform · 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 2% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 1 % 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Pre-service work includes calling up the tympanometric program on the acoustic 
immittance unit and entering the patient's demographic information into the system. 

Description of Intra-Service Work: Intra-service work for tympanometry begins by seating the patient next to the 
acoustic immittance unit. The audiologist informs and instructs the patient regarding the tympanometry procedure, 
apprising the patient regarding what to expect and asking that the patient not swallow or speak once the procedure 
begins. Otoscopy is then performed to inspect the ear canals and to evaluate the diameter of each canal. From that 
inspection a probe tip is selected that will permit a hermetic seal. The probe is inserted into the ear canal to a sufficient 
depth as to permit a hermetic seal. Air is pumped into the ear canal to a level of + 200 daPa. The air pressure is then 
decreased over a range from + 200 daPa to -400 daPa with the resulting immittance changes recorded on the 
instrument's screen. After the first ear is completed, the probe is switched to the opposite ear, and the process is 
repeated. The audiologist examines the data screen for the configuration of the tympanogram, the static compliance a 
gradient measurements, and equivalent volume of the ear canal. 

The patient is instructed regarding the measurement of acoustic reflex thresholds and informed that she will hear loud 
sounds of approximately one second each. The probe is re-seated into the ear canal to again obtain a hermetic seal. An 
insert or supra-aural earphone is seated on the opposite ear to provide acoustic stimulation to elicit the reflexes. The 
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CPT Code: 92570 
audiologist then ensures that the pressure in the ear canal corresponds to the maximum tympanic membrane compliance 
pressure for greatest recording sensitivity. A 500Hz tone is presented at a level of 100 dB to the ear opposite the probe. 
The audiologist observes the waveform tracing on the unit screen to determine if there was evidence of a middle ear 

"lluscle contraction. If contraction was seen, the intensity of the tone is decreased in 10 dB steps until the reflex 
ontraction is no longer observed. The stimulus intensity is then increased in 5 dB steps until the reflex is recorded once 

again. The lowest intensity necessary to evoke a middle ear muscle reflex is considered reflex threshold. If a reflex 
contraction was not obserVed with the initial stimulation of 100 dB, the intensity of the tone is increased to 105 dB and 
then 110 dB. This procedure is repeated for the ear contralateral to the probe for 1000 Hz, 2000 Hz, and 4000 Hz. 
Without adjusting the headset, the equipment is reconfigured to provide the stimulation and record the response through 
the probe. A similar procedure as described above is employed for the frequencies of 500Hz, 1000Hz, and 2000Hz. 
After recording acoustic reflexes for contralateral and ipsilateral stimulation for the first ear, the probe is removed, the 
headset is reversed, the probe is reinserted into the opposite ear, and the procedure is repeated as described above. A 
total of 14 frequencies (4 right contralateral stimulation, 3 right ipsilateral, 4 left contralateral, and 3 left ipsilateral) are 
used to evaluate the reflex threshold patterns diagnostically. 

For reflex decay determination, the audiologist informs the patient to expect to hear several very loud, possibly 
uncomfortable, sounds that will each have durations of 10 seconds. After the reflex threshold measurements have been 
completed, the audiologist re-sets the frequency of stimulation to 500 Hz and through the contralateral earphone presents 
a tone at a level 10 dB above the reflex threshold (typically between 100 dB and 115 dB HL) for 10 seconds. The 
acoustic irnmittance unit records the waveform trace of the strength of muscle contraction for the stimulus duration. The 
audiologist must examine the trace to determine if an amplitude decrement of 50% or more is present. After the 10 
second stimulation, the audiologist must wait at least 30 seconds to permit the ear to recover from the extremely loud 
stimulus. This procedure is repeated for 1000 Hz with the same headset arrangement. The headset/probe assembly will 
be reversed to test the opposite ear in the contralateral stimulation paradigm for a total of four recordings. 

The tympanogram fmdings are printed for acoustic reflex thresholds and reflex decay patterns, and the test results are 
synthesized into other aspects of the audiological evaluation. Test outcomes are recorded in a written report. 

Jescription of Post-Service Work: The audiologist describes the results to the patient and referring physician, if needed. 
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CPT Code: 92570 
SURVEY DATA 
RUC Meeting Date (mm/yyyy} 104/2009 

Presenter(s): Robert C. Fifer, PhD, Kadyn Williams, AuD, Jane Dillon, MD 

Specialty(s}: Audiology, Otolaryngology --

CPT Code: 92570 

Sample Size: 399 'Resp N: 99 I Response: 24.8 % 
-

Sample Type: Convenience 

Low 25th pctl Median* 75th pctl Hi.g_h 

Service Performance Rate 0.00 24.50 150.00 490.00 2500.00 

SurveyRVW: 0.25 0.45 0.60 0.69 25.00 

Pre-Service Evaluation Time: 5.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 0.00 10.00 15.00 18.50 30.00 

Immediate Post Service-Time: 5.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s}: 0.00 99211x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); ~~~:.lOl 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

192570 Recommended Physician Work RVU: 0.60 
. 

CPT Code: 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 3.00 7.00 -4.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 15.00 

Immediate Post Service-Time: 3.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Dis::harge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s}: 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology /Service: 
Is this new/revised procedure considered to be a new technology or service? No 

AEY REFERENCE SERVICE: 

Key CPT Code 
92557 

Global 
XXX 

WorkRVU 
0.60 

CPT Code: 92570 . 

Time Source 
RUCTime 

CPT Descriptor COMPREHENSIVE AUDIOMETRY THRESHOLD EVALUATION AND SPEECH 
RECOGNITION (92553 AND 92556 COMBINED) 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
97530 XXX 0.44 RUC Time 5,625,130 
CPT Descriptor 1 Therapeutic activities, direct (one-on-one) patient contact by the provider (use of dynamic activities to 
improve functional performance), each 15 minutes 

MPC CPT Code 2 
97755 

Global 
XXX 

WorkRVU 
0.62 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

2,618 

CPT Descriptor 2 Assistive technology assessment (eg, to restore, augment or compensate for existing function, 
optimize functional tasks and/or maximize environmental accessibility), direct one-on-one contact by provider, with 
'witten report, each 15 minutes 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 32 % of respondents: 32.3 % 

TIME ESTIMATES CMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

92570 92557 

I Median Pre-Service Time II 3.00 II 3.00 

I Median Intra-Service Time II 15.00 II 20.00 

I Median Immediate Post-service Time 3.00 5.00 

· edian Critical Care Time 0.0 0.00 

.J.edian Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

I Prolonged Services Time 0.0 0.00 
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I Median Total Time II 21.00 II 28•00 
~0-lli-~--tim-.-e-u_a_p_p_ro_p_ria __ re----------------------~~------~~--------~ 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 3.74 II 
management options that must be considered L-----..J .._ ____ ___. 

3.31 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___3_.5_5_-...~1 ~.--1 __ 3_.14_---l 

'-1 U;...r:::.ge;.;;.n;.;.:cy:....o_f_m_edi_._cal_dec_is_io_n_making_ . ...:::.. ________ ....JI ._I __ 3_.3_7_-...~II'---3_.04 __ ...J 

Technical Skill/Phvsical Effort <Mean) 

'-IT_ec_mn_._cal_s~_·l_r_e~~·ed __________________ -....JI._I ___ 3_.5_8_~1 .... 1_· ___ 3_.2_5 __ --...~ 

'-1 Ph-'y::..;s_;,ical~efti_o_rt_required~~· ----------------------....JI ._I _2_.64 _ __.1 '-1 ___ 2_.44 ____ ....J 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and! or mortality lj._ __ 2_.5_0_-...~I ._I ____ 2_.2_0 --~ 

._I Ou_tco_m_e _depe_.__nds __ on_th_e_s_~_· _and--'Jl"-. Kl-'gm"'--e_nt_o_f-=-p-=hy'-s•_·c~an_· ___ _.1 .... 1 __ 3_.5_5 _ __.11 ..... __ 3_.2_8 _ ___, 

.... 1 Es_tima_ted_ns_· _k_of_mal__,p,__ra_c_ti_ce_sw_·t _Wl_.th_poo,____r _ou_rc_om_e ___ --...~1 .... 1 ___ 2_.9_1 __ _.11._ __ 2_.6_1 _ __. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI'Code Reference 
Service 1 

l .... ~_e_-~_rv~_·c_e_~_ens_i...::ty_Jco_m-=-~-e~_·ty_.__ _________ _.ll .... __ 2_.7_o _ __.ll .... __ 2_.5_o _ __. 

.... 1 Intr_a_-S_e_rv_ice_~_e_ns_i....:.ty_lc_omp.....:...l_e~_·ty.::..._ ________ __,l._l ___ 3_.44 __ --...~ll .... __ 2_.9_7 _ ____, 

._fPO_o_st_-~_rv_ice_~_e_ns_ity-=-/_co_mp_,_le_~-'·ty.__ _______ ~ _ __. '-1 __ 3_.06 __ ~1 .... 1 __ 2_.7_8_--..J 

Additional Rationale 

CPT Code: 92570 

Describe the process by which your specialty society reached your final reconunendation. If your society has used 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Vat. 
Recommendations for the appropriate formula and format. 
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CPT Code:· 92570 
SERVICES REPORTED Wim MULTIPLE CPr CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) This code was previously reported using 92567, 92568, and 92569. 

'ow often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
.. the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Audiology How often? Commonly 

Specialty Otolaryngology How often? Commonly 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 100000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Used Medicare utilization as starting point and assumed approximately 
twice the number of non-Medicare patients with sensory neural hearing loss for differential diagnosis. 

Specialty Audiology · Frequency 50000 Percentage 50.00 % 

Specialty Otolaryngology Frequency 50000 Percentage 50.00% 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
50,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
cmecialty. Please explain the rationale for this estimate. This number was taken from the 2007 Medicare utilization data 

the RUC database 

Specialty Audiology Frequency 25000 Percentage 50.00% 

Specialty Otolaryngology Frequency 25000 Percentage 50.00 % 
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CPT Code:·92570 
Specialty Frequency 0 Percentage 0. 00 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 92557 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 92550 

cPT Code:92550 Tracking Number JJ3 Specialty Society Recommended RVU: 0.45 

Global Period: XXX RUC Recommended RVU: 0.35 

CPT Descriptor: Tympanometry and reflex threshold measurements 

(Do not report 92550 in conjunction with 92567 or 92568) 

CLINICAL DESCR1£PTION OF SERVICE: 

Vignette Used in Survey: A 73 year-old female was referred for an audiologic evaluation with the chief complaint of 
bilateral tinnitus and a history of occupational noise exposure. No episodes of vertigo or imbalance were reported. 

Percentage of Survey Respondents who found Vignette to be Typical: 81% 

PercentoLsurvey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
~&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 2% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 2% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Pre-service work includes calling up the tympanometric program on the acoustic 
immittance unit and entering the patient's demographic information into the system. 

Description of Intra-Service Work: Intra-service work for tympanometry begins by seating the patient next to the 
acoustic immittance unit. The audiologist informs and instructs the patient regarding the tympanometry procedure, 
apprising the patient regarding what to expect and asking that the patient not swallow or speak once the procedure 
begins. Otoscopy is then performed to inspect the ear canals and to evaluate the diameter of each canal. From that 
inspection a probe tip is selected that will permit a hermetic seal. The probe is inserted into the ear canal to a sufficient 
depth as to permit a hermetic seal. Air is pumped into the ear canal to a level of + 200 daPa. The air pressure is then 
decreased over a range from + 200 daPa to -400 daPa with the resulting immittance changes recorded on the 
instrument's screen. After the first ear is completed, the probe is switched to the opposite ear, and the process is 
repeated. The audiologist examines the data screen for the configuration of the tympanogram, the static compliance and 

1dient measurements, and equivalent volume of the ear canal. 

The patient is instructed regarding the measurement of acoustic reflex thresholds and informed that she will hear loud 
sounds of approximately one second each. The probe is re-seated into the ear canal to again obtain a hermetic seal. An 
insert or supra-aural earphone is seated on the opposite ear to provide acoustic stimulation to elicit the reflexes. The 
audiologist must then ensure that the pressure in the ear canal corresponds to the maximum tympanic membrane 
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CPT Code: 92550 
compliance pressure for greatest recording sensitivity. A 500 Hz tone is presented at a level of 100 dB to the ear 
opposite the probe. The audiologist observes the waveform tracing on the unit screen to determine if there was evidence 
of a middle ear muscle contraction. If contraction was seen, the intensity of the tone is decreased in 10 dB steps until the 
reflex contraction is no longer observed. The stimulus intensity is then increased in 5 dB steps until the refle:r 
recorded once again. The lowest intensity necessary to evoke a middle ear muscle reflex is considered reflex threshc 
lf a reflex contraction was not observed with the initial stimulation of 100 dB, the intensity of the tone is increased to 
105 dB and then 110 dB. This procedure is repeated for the ear contralateral to the probe for 1000 Hz, 2000 Hz, and 
4000 Hz. Without adjusting the headset, the machine is reconfigured to provide the stimulation and record the response 
through the probe. A similar procedure as described above is employed for the frequencies of 500 Hz, 1000Hz, and 
2000 Hz. After recording acoustic reflexes for contralateral and ipsilateral stimulation for the first ear, the probe is 
removed, the headset is reversed, the probe is reinserted into the opposite ear, and the procedure is repeated as 
described above. A total of 14 frequencies (4 right contralateral stimulation, 3 right ipsilateral, 4left contralateral, and 3 
left ipsilateral) are used to evaluate the reflex threshold patterns diagnostically. 

The tympanogram findings are printed and the test results are synthesized into other aspects of the audiological 
evaluation. Test outcomes are recorded in a written report. 

Description of Post-Service Work: The audiologist describes the results to the patient and communicates with referring 
physician. 
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CPT Code: 92550 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2009 

Presenter(s): Robert C. Fifer,PhD, Kadyn Williams, AuD, Jane Dillon, MD 

ipecialty(s): Audiology, Otolaryngology 

CPT Code: 92550 

Sample Size: 350 'Resp N: 94 I Response: 26.8 % 

Sample Type: Convenience 

Low 25th pctl Median* 75thpctl Hig_h 

Service Performance Rate 0.00 50.00 200.00 500.00 5000.00 

Survey RVW: 0.15 0.35 0.45 0.50 40.00 

Pre-Service Evaluation Time: 5.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 0.00 6.25 10.00 12.00 35.00 

Immediate Post Service-Time: 5.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

"rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

kPhys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 192550 Recommended Physician Work RVU: 0.45 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Packa_ge 

Pre-Service Time 

Pre-Service Evaluation Time: 3.00 7.00 -4.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 10.00 

Immediate Post Service-Time: 3.00 
0 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

"'ischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

.flee time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

lProlonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology /Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
92568 

Global 
XXX 

CPT Descriptor ACOUSTIC REFLEX TESTING; THRESHOLD 

KEY MPC COMPARISON CODES: 

WorkRVU 
0.29 

CPT Code: 92550 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
97755 XXX 0.62 RUC Time 2,618 
CPT Descriptor 1 Assistive technology assessment (eg, to restore, augment or compensate for existing function, 
optimize functional tasks and/or maximize environmental accessibility), direct one-on-one contact by provider, with 
written report, each 15 minutes 

MPC CPT Code 2 
97530 

Global 
XXX 

Work RVU Time Source 
0.44 RUC Time 

Most Recent 
Medicare Utilization 

5,625,130 

CPT Descriptor 2 Therapeutic activities, direct (one-on-one) patient contact by the provider (use of dynamic activities to 
improve functional performance), each 15 minutes 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 24 % of respondents: 25.5 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

92550 92568 

I Median Pre-Service Time II 3.00 II 1.00 

I Median Intra-Service Time II 10.00 II 8.00 

I Median Inunediate Post-service Time II 3.00 I 1.00 

Median Other Hospital Visit Time 

II o.o I 0.00 

8Ej 0.00 

0.00 0 

I Median Critical Care Time 

Median Discharge Day Management Time 

II 0.0 I 0.00 

II 0.0 I 0.00 

II 16.00 I 10.00 

I Median Office Visit Time 

I Prolonged Services Time 

I Median Total Time 
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~lo_ili_~ __ tim __ e_u~ap~p_ro~p_ria_t_e ____________________ ~ll~------~~~~--------~ 

~NTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of 3.48 II 
management options that must be considered L..-------....1 ~---------~ 

3.12 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed L...-__ 3_~_9 __ ~'~' ____ 2._9_7 __ -....1 

~~ U;...r.:::..ge;...nc.....:y~o_f_m_edi_._cal__;_dec;,.;:._isl_·o_n _making.......;,·=--------------ll ~~ ___ 3_.04 __ ---JI ...... I ____ 2_.7_9 __ ___, 

Technical Skill/Physical Effort (Mean) 

._I ~_echni_'cal_s_kill_required___.__· _________ ___.lj.__3_.3_1 ___.11.___3.06_---..J 

~~ P""'hy::....;s_ical __ e_ffo_rt_r_e~quired_,· ~----------------------___.1 ~~---2_.3_3 __ .... 1 ...... 1 ____ 2_.1_8 __ ~ 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and! or mortality I ~~ ___ 2_.1_9 __ _.II~ ____ 2_.0_1 __ ---..~ 

I Outcome depends on the skill and judgment of physician lj 3.44 I ~~ ____ 3_.2_4 --~ 

_s_tima_t_ed_ns_._k_o_fmal----'p._ra_c_ti_ce_sw_·t_WI_.th_:...poo_r_ou_tc_o_m_e ___ __.l ~1 ___ 2_.57 __ __.1._1 ____ 2._44 ____ _. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

~~~-~_serv_i_re_inte_ns_I.....:·ty~/c_o_m~~-e~_·~ty------------~'~' ___ 2_.5_1_~1 ...... 1 __ 2_.3_9 _ __, 

~IIntra ___ -Se_rn __ ·re __ inte __ ns""'ity::..../_co_mp......_le~_·~ty-------------------'''.__ __ 3_.1_2 __ ~11L.., __ 2_.8_7 --~ 

~U6-.~_,t_-S_e~_k_e_~_e_ns;...ity~/-co_m~p_le_~~·ty::...._ ________ _....~ll~---2-.8_1 __ ~ll.___2_.6_6 _ __, 

Additional Rationale 

CPT Code: 92550 

Describe the process by which your specialty society reached your final reconunendation. If your society hos used an 
-,pUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 

commendations for the appropriate formula and format. 
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CPT Code: 92550·· 
SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D 
D 

The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
Different specialties work together to accomplish the procedure; each specialty codes its part of 
the physician work using different codes. 

D 
D 
D 
D 

Multiple codes allow flexibility to describe exactly what components the procedure included. 
Multiple codes are used to maintain consistency with similar codes. 
Historical precedents. 
Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) This code was previously reported using 92567 and 92568. 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Audiology How often? Commonly 

Specialty Otolaryngology How often? Commonly 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 2000000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Used Medicare utilization data as a starting point and assumed a high 
utilization for non-Medicare patients with middle-ear disorders. 

Specialty Audiology Frequency 1000000 Percentage 50.00 % 

Specialty Otolaryngology Frequency 1000000 Percentage 50.00 % 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
945,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. This number was taken from 2007 Medicare utilization data in 
the RUC database. 

Specialty Audiology Frequency 472500 Percentage 50.00% 

Specialty Otolaryngology Frequency 472500 Percentage 50.00.% 
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CPT Code: 92550 
Specialty Frequency 0 Percentage 0.00 % 

Do many physicians perfonn this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 92621 is more appropriate. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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CPT Code: 92540 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: 

Basic vestibular evaluation, includes spontaneous nystagmus test with eccentric gaze fixation nystagmus, 
with recording, positional nystagmus test, minimum of 4 positions, with recording, optokinetic 
nystagmus test, bidirectional foveal and peripheral stimulation, with recording, and oscillating tracking 
test, with recording. 

(Do not report 92540 in conjunction with 92541, 92542, 92544, or 92545) 

Sample Size: __ _ Response Rate: (%):. __ _ Global Period: 

Geographic Practice Setting %: Rural__ Suburban 

Type of Practice %: Solo Practice 
__ Single Specialty Group 
__ Multispecialty Group 
__ Medical School Faculty Practice Plan 

Urban 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The practice expense elements were determined by a consensus panel. The panel drew upon 
the current practice expense information from the RUC database for codes 92541, 92542, 
92544 and 92545. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

Intra-Service Clinical Labor Activities: 

Post-Service Clinical Labor Activities: 
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AMA Specialty Society Recommendation 

A_ I B I c D I E 
1 92540 

!Meeting Date: April2oo9- --------·-· Basic vestibular evaluation, includes spontaneous 
AMA/Specialty Society RVS Update Committee nystagmus test with eccentric gaze fixation nystagmus, 
Recommedation ' with recording, positional nystagmus test, minimum of 4 

positions, with recording, optokinetic nystagmus test, 

! 
bidirectional foveal and peripheral stimulation, with 

recording, and oscillating tracking test, with recording. 

2 CMS ! Staff 

_! LOCATION Code Type Non Facility Facility 

~ GlORAL PERIOD i --------------- ------- 1--·- -· 

2... !TOTAL CLINICAL LABOR TIME 0.0 I 0.0 ----· ·- --·- ... --· - --- ----- -
_§_ !TOTAL PRF.-SF.RV CLINICAL LABO~ TIME 

-··· 1-------~---- 0.0 

7 !TOTAL SERVICE rr.Kivu CLINICAL LABOR TIME 
-·-- 1--- 0.0 ---- 0.0 

--~ !TOTAL POST-SERV l'l .INIC'AI. LABOR TIME 0.0 0.0 
9 
10 'Start: 1 visit when decision for surgery or tmade 

··- -----
11 ' ................... u•a~"""""' & referral forms 
12 nrA-<:urgery services 

1--. ·-- ', 

13 Schedule space and o:!quipment in facility ' - ·-· -- ---

~ ~v-~~ o:!dl....ation/obtain consent 
' 15 ~n~~.-.~:~h-One calls & .... 

16 Other Clinical Activity (please specify) 

~End: When patient enters rf~r "' 

J~ !Start: When patient enters •for ,.,.... Services Prior· to ! 

20 I Review charts --- -· 
21 !Greet patient and provide gowning i 

..l£ I Obtain vital sign~ 

23 I Provide ,... """"' ..... ., ed~. ....................... • consent 
24 I Prepare room. PnuinmPnt. supplies 

~ 1Setup scope (non facility setting only) : 
26 ! Prepare and position patient/ monitor patient/ set up IV ! 

27 
. """""'""'" 

I 

---
28 

_g!l_ Assist physician in ""'""" .... 'l1 

30 

31 Monitor e_t following """"' tubes, monitors, drains 

R Clean by I'"Y'""''"'' staff -
33 Clean Scope 

34 Clean Surgical ..... uu'"""' Package 

~ .............. _ ... _' : forms, lab & X-ray rPnuisitions 

~ '" I X-ray, lab, and • reports : 

Check u'"""'"~" & wound/ home care instructions ·~·w"~'" 
_]]_ office visits,,..,,_ •• ,.. ......... 

38 1 u1::;cnarge day ......... l:l"" ,.,, .. 
39 !Other Clinical Activity (please specify) Collate report. perform : 

~ lEnd: Patient leaves_()_ffi_ce I I I 
41 
42 Start: Patient leaves ...................... ,. 

·---- - ! 

43 !Conduct phone calls/call in -- --
~ Officevi~ -----·- __ 
__§_ Ust Numbera_nrJ_~vel9f Office Visits 

.§.1 Other 

! 52 Total Office Visit Time 0 0 -------
53 Other Activity (please specify) 

- ·-·-- r---· 
tfuEnd: with last office visit before end of glob~ period 

~-----
: 

~~~~!. - -
1 : ---

57 !paper, examtable_ ISB036 foot ______ 6 

_§~ I towel, 
-

ISB042 item 2 ------

~ ""'~"· ECG (single) ISD053 _it~lll __ 5 --------- ---
60 

sur9ic~r 
non-sterile Sin ISG008 item 2 

_§_!_ ISG079 inch 12 !tape, ~ paper 1in · •v""_:_':C __ ·---- 1---· -------------- . ---
g I basin, emesi~-- ____________________ . ___ ISJ010 item 1 ----- r--- ---- .. --------------
63 ~I~~d~ conductive ~~!~ ____ ISJ021 oz 1 ----- . .. . ·- ·- -----
64 alcohol ISJ053 item 1 ---- --------- ·- - -- ~ --------- ----- -- -. -------- --- ------------ --- ··-

~ ~~~!; sheet) SK059 item 12 
rs~cu'la tips. otoscope ·- ··-

--- - -- . - ------- -
SM025 -item 

... -- -----1- -- -- ------- ------

67 ., ~ ,....., .. ,,.. .. ,.,.,,~~~~~~j)! w:mo~i!?r ______ . --- ------ ----_-i-_ -~~~----~~--~ ~~- ---~~-~-=--=-~:::-1 ~ chajr wit~ exam.. -~~lini~!J- . -----------------
70. ENG_rec;orcfing sYstem 1 

........ , .... , '"'"""~'' AMA 
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CPT Code: 92570 

AMAJSpecialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: 

Acoustic immittance testing, includes tympanometry (impedance testing), acoustic reflex threshold 
testing, and acoustic reflex decay testing. 

(Do not report 92570 in conjunction with 92567, 92568, or 92569) 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The practice expense elements were determined by a consensus panel. The panel drew upon 
-the current practice expense information from the RUC database for codes 92567, 92568, and 
92569. All staff time was removed. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

None 

Intra-Service Clinical Labor Activities: 

None 

Post-Service Clinical Labor Activities: 

None 
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CPT Code: 92550 
AMA/Spedalty Society Update Process 

Practice Expense Summary of Recommendation 
XXX Global Period 

Non Facility Direct Inputs 

CPT Long Descriptor: 

Tympanometry and reflex threshold measurements 

(Do not report 92550 in conjunction with 92567 or 92568) 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The practice expense elements were determined by a consensus panel. The panel drew upon 
tllle current practice expense information from the RUC database for codes 92567 and 92568. 
All staff time was removed. 

Please describe in detail the clinical activities of your staff: 

Pre-Service Clinical Labor Activities: 

None 

Intra-Service Clinical Labor Activities: 

None 

Post-Service Clinical Labor Activities: 

None 

1 

1657 



r--;-· 
A I 8 ·I C· D I E I F I G 

1 92570 925!;0 
!Meeting Date: April 2009 - ---- ----- - --- -- --- -- : Acoustic immittance testing, !Tympanometry and reflex 
I .au ·~ Society RVS Update Committee includes tympanometry threshold measu ......... ·-
Recommendation ' (impedance testing), acoustic 

reflex threshold testing, and 
acoustic reflex decay testing. 

2 CMS Staff 

_3_ ILOCAiiUN Code -~ Non Facility Facility I Non Facility Facility 

~ lr.l ORAl PE~~ : : 
--

5 ITOTAL l'I.TNTl'AL LAROR TIME 0.0 o.o_ 0.0 I 0.0 
---. -- ----

6 TOTAL PRF.:.SERVl'I.INTC"AI LABOR TIME 0.0 0.0 0.0 0.0 
,TOTAL SERVICE PF.RIOn l"I.TNTl'AT. l.AROR-TIME i 

-----
7 0.0 0.0 0.0 0.0 -----

: I 
TQ_T_AL POS'I'-SERV C' .INTl' AT, LABOR TI~ 0.0 0.0 0.0 0.0 

:::0 
•made : : 10· Start: 1 visitwtlll~... 1 for surgery or ---

...11 '-'OmPJete .... ,.,..._.,.,. •••·•"' : & re~l forms -··-
12 •services ' 
13 ~chedule space and .. ,.,,;nrn<>n~ in facility i ' -----
14 Provide , eck consent i ' -- ----
15 ll=nlln""-"" phone calls & i : --
16 I Other Clinical Activity (please specify) I I 

~End: When patient enters"'"'"'""'""'''"_,. for .,.,,~ .. ·l'•• ... I 

19 !Start: When patient enters ""' • for"'" . Prior to Pr,., .. tt...... '1 

20 I Review charts I 

21 I Greet patient and provide gowning I : I -----
~ I O~in vital signs I 
_2~ I Provide .. tt .. consent i 

_2~ room, .. ,. .. ;nrn<>nt supplies ---
25 I Setup scope (non facility setting only) -----
26 I Prepare and position patient/ monitor patient/ set up IV I -----
27 ---
28 , ....... -............. -- --29- I Assist lin ... ~ ........... i 

' --
30 "'""' ! 

_n I Monitor pt. -" : tubes, rnnn;tni"C' drains I 

' 
32 I Clean .,;nrn<>n~ by staff i ---- -
33 !Clean Scope I 

I --- -- -
34 !Clean Surgical Instrument ' --
~ vOJ!lplete : form~. lab & X-raY?"'';.,;t;nn" -- -

36 X-ray, lab, and ·reports I 

37 Check & wound/ home care ;nc:tn ,,...;,.,.., office visits : 
38 dav ""''''- ---- ---

Other Clinical A~vity (please specify) Collate report 
: 39 perform ,..,.,.. ol!:otinn<> 

- -----
~End: Patient leaves office I 

~ Start~ Patientlf3CIV~~ ........ v .. Y_,,., -
43 IC".nndut'!l phone calls/call in -- -

44 Office visits: - ---
51 Other 
52- Total Office Visit Time 0 0 Jl 0 --
53 I Other Activity (please specify) : 

--- -·- -' -----

-' ~.End: with last office visit before end of global period : 

1 ------
57 alcohol SJ053 item 2 2 

---- . ---
58 paper, ,.,...,,u .. ·~(per sheet) SK059 item 3 2 -- -- ------
59 specula tips, SM025 .it~m 1 I 1 ---- - --

_§Q_ ., ' 
61 
62 fll 11-'CIIIUO IICLCO with printer IE0244 I 1 ' II 1 I 
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- .. 
1 I 2 I 3 4· I 5 6 I 7 .. 

1 92541 ! 92542 
!Meeting Date: April2oo9· · .. ______ ! Spontaneous nystagmus Positional nystagmus test, 
lAMA/... -•~ Society RVS Update Committee ! test, including gaze and minimum of 4 positions, 

! fixation nystagmus, with with recording 
recording 

2 CMS ! Staff 

3 LOCATION Code Type Non Facility l Facility Non Facility . Facility 

4 C::l nRAI PERIOD 

5 TOTAL CLINICAL LAROR. TIME 0.0 . 0.0 0.0 0.0 

6 TOTAL PRF.-8ERVC'I.INJ("AI.I.AROR TIME 0.0 0.0 0.0 0.0 

7 TOTAL SERVICE · CLJNJr A r. LABOR TIME 0.0 0.0 0.0 0.0 

lliTOTAL J»()ST-SER\fCLINICAL JAROR.JIME 0.0 0.0 0.0 0.0 

_1_o_ I Start: 1 visit when 1 for surgery or "'' """'"'"'"' made .. 
11 : & referral fonns ---·-
12 n...._., ........ n. services 

13 : space and equipment in facility I 

...H. IProvid~ ... ,.lo IU' consent 
15 · phone calls & 
16 I Other Clinical Activity (please specify) i ::ill End:When patient enters ·for . ..r.. .. 

19 'Start: When patient enters v"ff· ·"- ...... •for '""'tll"''"'"''"""""ure~ ............... Prior to Dri'V"AAIIPA' 
; 

20 Review charts 
_g1_ Greet patient and provide gowning 
22 Obtain vital signs ' -
23 Provide . ..n., .. :. 

1 consent : ! 

_M ·ll)()m, ..,,.;nm .. nt, supplies ------
I 

25 Setup scope (non facility setting only} ! 
_2§_ I Prepare and position patient/ monitor patient/set up IV i 
27 I ' 

' .. 
28 , ..................... l 

~ I Assist..,, lin nm,..riiiM ' 

_1Q_ -·~-· 
i 

_n I Monitor pt. "'"· . tubes, , drains ! 
32 I Clean 11inmt>n~by 1 staff I I 

33 !Clean Scope : I 

M_ 1Ciean Surg_ig:lllndnrm,.nt 
35 : fonns, lab & X-ray ,...nrridtinnc: I ----
36 X-rav, lab, and 'reports 
3I Check 1 & wound/ home care inc:tructions office visi~'l'" : 
38 day 

Other Clinical Activity (please specify} Collate report I 

39 ·"· perfonn calculations 
40 End: Patient leaves office i 
41 

_g I Start: Pa~t_leaves 
43 lf'.nnrlrr~ phone calls/call in I 

44 I Office visits: 
_M_ I Other i 
_g I Total Offi~ Visit Time 0 : 0 0 0 
53 I Other Activity (please specify) . --- 1-

: 

~ End: with last office visit before end of global period 

~ 
; 

1P ECG (single) 4 4 i 

.§!_ 'CCILJt~~patient ground_p_~~ w-cord ISF021 item 1 ' 1 --
58 gloves, ISB022 item 1 J 
59 specula tips, ISM025 ~rn 1 1 

60 paper, .v...., ...... .J(per sheet) ISK059 item ... _!_ i 3 

.&1 
., __ , ...... paste ISJ021 item 1 1 .... --- -- -

ISJ053 item 
.. - -- -- - ·-- --- - '1 -------·-

62 alcohol 1 

63 ·= """ -~•vri!:. 6 in ISG008 _item 2 2 
64 tape, surgical paper 1~r:! (Micropore) _____ ISG079 item 12 12 

-~ --- -- -------- ---- ·- ------
65 basin, emesis SJ010 ~ 1 

66 I syringe 20 ml 
-----------

SC053 ite~--
-- -- ·- ----- 1·- -·-·--- .•. - .. -- -· -·-

-- -------- - ---· - ----- -- -- --· --· ---- ,----------. . ---.. ... - . ··-
_§I !water, distiJie~ .. __ · iSK087 
68lcotton balls, non-sterile -

. ----- ------- -- --------
ISG030 

-. - --· ... 
.. ____ .. _____ 

f----- ---- --·· ....... ·-· 

~ --------·------------ - --- ----- ----- --- --- . -·- ... __ 

:mchairwith . exam, reclining ~ 13 II 9 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated from Five-Year Review 

April2009 

Tendon Transfer 

The RUC identified 26480, Transfer or transplant of tendon, carpometacarpal area or dorsum of hand; withoutfree graft, each 
tendon, as potentially misvalued based on the recommendation ofthe Five Year Review Identification Workgroup. The code was 
referred to the Workgroup for review via the CMS Fastest Growing Screen. The RUC recommended that 26480 be surveyed. 

The specialty society did not present compelling evidence regarding a change in the work RVU and, instead, provided evidence that 
the 26480 is correctly valued by its current work RVU of6.76. The specialty society conducted a survey of 52 hand and orthopaedic 
surgeons. Survey respondents indicated a median intra-service time of 60 minutes and the specialty societies' expert panel selected 
pre-service time package number 3, straightforward patient/difficult procedure. The package includes 33 minutes of evaluation time, 
15 minutes of scrub time, and the expert panel recommended adding 6 minutes to the 3 minutes ofpositioning time. The RUC agreed 
that a total of9 minutes is required to position the patient's arm and hand throughout the duration of the procedure. The survey 
respondents indicated 15 minutes of immediate post-service time. No survey respondents indicated that 26480 is performed in the 
physician office setting and, therefore, one-half of a 99238 discharge day management procedure is appropriate. Survey respondents 
also indicated that three 99212 office visits and one 99213 office visits are typically performed post-operatively, which the RUC 
agreed with. The survey median work RVU for 26480 was 8.00, which the specialty and the RUC agreed was too high. Moreover, 
the current work RVU of6.76 is lower than the lowest survey response of6.85. While the survey may indicate that a higher work 
RVU than the current.RVU is warranted, both the RUC and the specialty agreed that there is no compelling evidence beyond the 
survey to substantiate a change in the work since the code was valued through the Harvard studies. The RUC also looked to the 
survey key reference service, 2531 0, Tendon transplantation or transfer, flexor or extensor, forearm and/or wrist, single; each tendon 
(work RVU = 7.94), which is a very similar service. The reference service intra-service time is 60 minutes, the same as the median 
intra-service time for the surveyed code. However, the reference service requires slightly greater pre-service and post-service time. 
As such, the RUC agreed that the current work RVU of 6. 76 for 26480 appropriately ranks the service within the family. Therefore, 
the RUC recommends the survey physician times and post-operative office visits, and recommends maintaining the current 
work RVU of 6.76 for 26480. 

I 
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CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

26480 Transfer or transplant of tendon, carpometacarpal area or dorsum of hand; 
without free graft, each tendon 

090 6.76 

(No Change) 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY__DF RECOMMENDATION 

CPT Code: 26480 

CPT Code:26480 Tracking Number Specialty Society Recommended RVU: 6.76 

Global Period: 090 RUC Recommended RVU: 6.76 

CPT Descriptor: Transfer or transplant of tendon, carpometacarpal area or dorsum of hand; without free graft, each 
tendon 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 25-year-old male suffers a loss of the ring finger extensor tendon at the dorsum of the hand. 
He undergoes a tendon transfer of the extensor indicis proprius to the distal stump of the extensor digitorum communis 

of the ring fmger. 

Percentage of Survey Respondents who found Vignette to be Typical: 73% 

Percent of survey respondents who stated they perform the procedure; In the hospital 37% , In the ASC 63%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 89% , Kept overnight (less than 24 hours) 11% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
~M service later on the same day 50% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Write preadmission orders for preoperative medications. Review results of 
preadmission testing including labs, X-rays, CT scans, and/or MRis. Reexamine patient to make sure that physical 
fmdings have not changed and update H&P. Meet with patient and family to review planned procedure and post­
operative management. Review informed consent with patient. Mark surgical site. Verify that all required instruments 
and supplies are available. Monitor/assist with pt positioning; padding of bony prominences; and application of thermal 
regulation drapes. Assess position of the extremities and head, adjust as needed. The patient's arm is placed on the 
hand surgery table. A tourniquet is applied to the proximal arm. Indicate areas of skin to be prepped. Scrub and gown. 
The arm and hand are prepped and draped. The arm is elevated and exsanguinated. The pneumatic tourniquet is 
inflated. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: An incision is made over the dorsal aspect of the fourth metacarpal to expose the 
residual distal stump of the ring finger extensor digitorum communis. The distal tendon stump is dissected free from any 

nounding scar tissue. An incision is made over the distal aspect of the second metacarpal to expose the extensor 
.dicis proprius (EIP). The EIP is clearly identified and transected taking care not to injure the extensor hood. A 

counter incision is made at the distal edge of the extensor retinaculum and the EIP is identified and brought into the 
proximal wound. The EIP is freed of any connections to adjacent extensor tendons. A subcutaneous tunnel is created 
from the proximal wound to the distal stump of the ring fmger extensor tendon. The EIP is gently passed in to the 
tunnel from proximal to distal. The EIP is then sutured to the distal stump of the ring fmger extensor tendon taking care 
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CPT Code: 26480 
to apply the appropriate tension. The tension on the tendon transfer is adjusted as needed. The wound is irrigated and 
then closed in layers. 

Description of Post-Service Work: 
Facility: Apply bulky dressing, reinforced with a splint. Discuss postoperative care with recovery room staff. Disc, 
surgery outcome with patient/family. Write brief operative note and medication orders in patient's chart. Monitor 
patient stabilization in the recovery room and circulation, sensation and motor function status of the operated extremity. 
Dictate operative report. Consider relevant data, options, and risks and make the decision for discharge. Discuss 
aftercare treatment with the patient/family including home restrictions (ie, activity, bathing). Reconcile medications and 
write order for pain medication. All appropriate medical records are completed, including discharge summary and 
discharge instructions, and insurance forms. 

Office: The patient is examined in the office the next day to remove dressings, assess circulation, sensation and motor 
function status, and redress wound. An order is written for the fabrication of a dynamic fmger extension splint. At the 
end of the second postoperative week, the patient undergoes suture removal. At this visit and all other follow-up visits 
through the 90-day global period, the splint and range of motion are assessed; the occupational therapy prescription is 
adjusted as needed; and all necessary medical records and insurance forms are completed, included progress notes for 
the PCP. 
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CPT Code: 26480 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) Jo4t2009 

Presenter(s): Daniel Nagle, MD, FACS 

ipecialty(s): hand surgery, orthopaedic surgery 

CPT Code: 26480 

Sample Size: 200 'Resp N: 52 I Response: 26.0 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hi.Q_h 

Service Performance Rate 1.00 3.00 6.00 11.00 50.00 

SurveyRVW: 6.85 7.99 8.00 9.00 11.00 

Pre-Service Evaluation Time: 40.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 30.00 45.00 60.00 60.00 100.00 

Immediate Post Service-Time: 15.00 
-----

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 71.00 99211x 0.00 12x 3.00 13x 1.00 14x 0.00 15x 0.00 

""~rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

*Phys1c1an standard total minutes per E/M vis1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 126480 Recommended Physician Work RVU: 6.76 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 9.00 3.00 6.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

"'ischarge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

,flee time/visit(s): 71.00 99211 x 0.00 12x 3.00 13x 1.00 14x 0.00 15x 0.00 

!Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
25310 

Global 
090 

WorkRVU 
7.94 

CPT Code: 26480 

Time Source 
RUCTime 

CPT Descriptor Tendon transplantation or transfer, flexor or extensor, forearm and/or wrist, single; each tendon 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 44 % of respondents: 84.6 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

26480 25310 

I Median Pre-Service Time II 57.00 II 65.00 

I Median Intra-Service Time II 60.00 II 60.00 

I Median Immediate Post-service Time I 15.oo II 20.00 

I Median Critical Care Time I 0.0 I 0.00 

I Median Other Hospital Visit Time I 0.0 I 0.00 

Median Discharge Day Management Time 19.0 I 19.00 

71.0 

I 
71.00 

0.0 0.00 

Median Office Visit Time 

Prolonged Services Time 

~I 
235.00 Median Total Time 

Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

.fental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 3.21 II 
management options that must be considered '------' ._ ____ _. 

3.26 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____2.s_s__.l.__l __ 2.6_2 _ __. 

._lu_r~ge_n~cy~o_f_m_edi_._cal_dec_is_w_n_~ __ ·~-----------------'1._1 __ 2._9_3 _ _.11._ ___ 2_.8_9 __ ~ 

Technical SkilliPbysical Effort <Mean) 

._l~_ec_mn_·~cal~s~_·I_re_~~·ed _____________________ ~ll._ __ 3_.7_1 __ ~ll.__ __ 3_.6_2 __ __. 

._IP_h~~_ical __ e_ffi_on __ r~~·-----------------------~~~._ ___ 2_.6_2 _ _.11...._ ___ 2_.7_2 __ ~ 
Psychological Stress <Mean) 

I The risk of significant complications, morbidity and/or monality I ... I ___ 3_.1_7 __ _.1 ._I ____ 3_.1_0 __ _. 

._I Ou __ tc_om __ e _depe...!._nds __ ..;_on_th_e_s_~_· _and.:...;.:_J~·u...;dgm::...:...;e;;;.:nt.:..o_f~p-=hy~si_cian...;.;;;.:.. ____ ~l ._I _...;..3...;...90..;__--'1 ._I ___ 3_. 7_9 __ ___. 

I Es_tima __ ted __ n_· s_k_o_f mal __ pra.__c_ti_ce_sw __ ·t_WI_.th--!..poo __ r _out_co __ m_e _____ --'1 ._I __ 2_.9_3 __ _.1 ._I ____ 2_.7 4 ____ _, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments <Mean) 

CPT Code Reference 
Service 1 

._I Pr_e_-..;_Se;_rv_.:i_ce_int ___ ens..;;.;;;.:ity:..-/c......;o..;_m:!:_p:..;.le.:..:xi;:::ty _______________ --'11 ._ ___ 3_.2_6 __ ....~11 L... ___ 3_.2_9 __ --' 

._I Intra ___ -Se __ M_·c_e_int_e_ns_i_:.ty_lc_omp_._l_eXI_.ty.:....--___________ ___.11 ._ __ 3_.4_5 __ _.11 ._ __ 3_.3_7 __ ___, 

._I P_o_st-_Se_rv_ice_int_e_ns_ity=-l_co_mp-=-le_XI_,·ty,__ ________ __.l ._I ___ 3_.o_s_....~l ~....l __ 3_.o_s _ ___. 

Additional Rationale 

CPT Code: 26480 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
l?.ecommendations for the appropriate formula and format. 

,ie are pleased to present survey data for CPT Code 26480 which was screened by the RUC 5YR ID Workgroup and 
CMS as one of the fastest growing procedures ( > 10%) in the Medicare fee schedule without regard to total number 
of procedures performed (ie, less than 400). The table below presents the RUC database Medicare utilization that 
resulted in the requirement I recommendation that we survey this code: 
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CPT Code: 26480 
1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 

Freq 1,199 1,380 1,237 1,275 1,433 1,653 1,821 2,149 2,542 2,752 3,002 
Chg 181 -143 38 158 220 168 328 393 210 250 

%Chg 15% -10% 3% 12% 15% 10% 18% 18% 8% 9% 

Our consensus panel does not believe there is compelling evidence regarding a change in patient or technology to 
recommend an increase for code 26480. Without compelling evidence, we understand the current review is limited to 
evaluating whether the current RVW is correct. We agree with the survey data that indicate the typical patient is 
discharged from a facility on the day of the procedure (ie, same-day discharge). We also believe the intra-op time 
and post-op visits are an accurate representation of what is currently necessary for this procedure. 

In comparison to the key reference code 25310 Tendon transplantation or transfer, flexor or extensor, forearm 
and/or wrist, single; each tendon, the survey code 26480 is almost identical - with the exception of incision location 
on the hand. Pre- and post-service work would be similar for both codes. The value for 26480 (RVW =6. 76) and 
the recommended time and visit data result in an IWPUT of 0.041 which is less than the intensity of 99213. We 
believe the current survey data supports the current RVW of 6. 76 for 26480. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

-

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 26480 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty hand surgery How often? Sometimes 

Specialty orthopaedic surgery How often? Sometimes 

Sp~cialty plastic surgery How often? Sometimes 

Estimate the number of times this service might be provided nationally in a one-year period? 9000 
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CPT Code: 26480 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Our consensus panel estimates the ratio is 3: 1 for non-Medicare to 
Medicare patients, based on personal experience in the past year . 

.)pecialty hand surgery Frequency 5600 Percentage 62.22 % 

Specialty orthopaedic surgery Frequency 2500 Percentage 27.77 % 

Specialty plastic surgery Frequency 750 Percentage 8.33 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
3, 000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. 2007 Medicare data 

Specialty hand surgery Frequency 1880 Percentage 62.66 % 

Specialty orthopaedic surgery Frequency 830 Percentage 27.66 % 

Specialty plastic surgery Frequency 247 Percentage 8.23 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Use current code 26480. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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Summary of Direct Practice Expense Changes 
RUC Recommendations for CMS Requests where Physician Work and Time were Reviewed 

t=::ebruary and April 2009 RUC Meetings 
=~~:c~~-=~~=I ___ =:=!_:=J_L_=c!_ - J ----- ________ ]_ __ 

Practice Expense Physician Time Practice Expense Physician Time Components prior to the 
Components Recommended February and April 2009 RUC Meetings Change in Post Op Visit Info 

_ February and April 2009 RUC Meetings I 

Change in Change in 
Clinical Clinical Labor 

Clinical Current Change Labor from Change in Time from co .... N C') .... co .... N C') .... co .... N C') .... 
CPT Intra- Labor C') .... .... .... .... Intra In Intra Staff C') .... .... .... .... change in C') .... .... .... .... PostOp Change In N N N N N N N N N N N N N N N 
Code Service Assist en en en en en Time time Type en en en en en Intra time m, en en en en Visits Post Op Visits en en en en en en en en en en en en en en 

26480 60 0 0.5 3 1 60 0 L037D 4 0 0 ,) -1 1 Yes 9 
28120 50 50 1 0 3 2 0 67 -17 L037D 1 0 3.5 0 0 -17 0 0 -0.5 2 0 Yes 58.5 
28122 45 45 1 0 2 2 0 51 -6 L037D 1 0 5 0 0 -6 0 0 -3 2 0 Yes -9 
28725 90 0 1 0 2 3 0 60 30 L037D 1 0 4 0 0 0 0 0 -2 3 0 Yes 54 - -
28730 100 0 1 0 2 3 0 120 -20 L037D 1 0 0 5 0 0 0 0 2 -2 0 Yes -18 
36825 120 0 1 0 1 2 0 81 39 L037D 1 0 2.5 0 0 0 0 0 -1.5 2 0 Yes 31.5 
42415 150 0 1 0 1 2 0 156 -6 L037D 1 0 0 3.5 0 0 0 0 1 -1.5 0 Yes -27 
42420 180 0 1 0 1 2 0 182 -2 L037D 1 0 0 3.5 0 0 0 0 1 -1.5 0 Yes -27 

-49507 70 0 1 ,-g 1 1 0 67.5 2.5 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 
49521 -----go- ---0--

1 1 '1 0 90 0 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 
49587 60 0 1 0 1 1 0 60 0 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 
69100 12 8 10 2 L037D 1 No 0 



AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

February 2009 

Moderate Sedation Practice Expense Inputs 

In 2005, CPT began identifying services in which moderate sedation is inherent and listed them in a separate addendum. The CMS 
reviewed its direct practice expense inputs database in 2008 and found 12 CPT codes that had moderate sedation practice expense 
inputs but were not listed in CPT' s moderate sedation addendum. All 12 codes had been reviewed for practice expense direct inputs 
by the RUC prior to CPT 2005. CMS removed the moderate sedation inputs of all 12 codes for its 2009 physician fee schedule 
calculations and asked specialty societies to bring any of the codes forward to the RUC to reestablish the inputs. In February 2009, 
specialty societies contended that moderate sedation was inherent to two of these codes. The RUC discussed and agreed that moderate 
sedation was inherent in codes 22520 Percutaneous vertebroplasty, one vertebral body, unilateral or bilateral injection; thoracic, and 
22521 Percutaneous vertebroplasty, one vertebral body, unilateral or bilateral injection; lumbar. The RUC recommends that the 
moderate sedation practice expense inputs be added back to codes 22520 and 22521. In addition, the RUC recommends codes 
22520 and 22521 be placed on CPT's Appendix G, summary of CPT codes that include moderate (conscious) sedation. 

CPT Code CPT Descriptor Global 
Period Recommendation 

22520 Percutaneous vertebroplasty, one vertebral body, unilateral or bilateral injection; thoracic 010 Practice Expense 
Only 

22521 Percutaneous vertebroplasty, one vertebral body, unilateral or bilateral iqjection; lumbar 010 Practice Expense 
Only 

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



AMA/Spee~alty SoCiety RVS Update Committee Recommendabon 



AMA!Spee~alty Soe~ety RVS Update Committee Recommendation 



Federal Register/Vol. 73, No. 224/Wednesday, November 19, 2008/Rules and Regulations 69737 

facility PE RVUs and §414.22(b)(5)(i)(B) 
discusses nonfacility PE RVUs. 
Language in each of these sections 
incorrectly implies that the facility PE 
RVU is lower than or equal to the 
nonfacility PE RVUs. However, there are 
some instances where the facility PE 
RVUs may actually be greater fu.an the 
nonfacility PE RVUs. In order to address 
this inaccuracy, we proposed to revise 
§ 414.22(b)(5)(i)(A) and (B) to remove 
this language. 

We received no comments on our 
proposed technical change and have 
revised the regulations at 
§414.22(b)(5)(i)(A) and (B) as proposed. 

e. Other PE Direct Input Issues 
(i) Removal of Conscious Sedation 

(CS) PE Inputs for Services in Which CS 
is not Inherent-Technical Conection 

In reviewing the PE database, we 
noted that the conscious sedation (CS) 
PE inputs for 12 CPT codes in which CS 
is not inherent had not been removed 
after CPT 2005 began identifying these 
codes in a separate Addendum. The CS 
inputs for CPT codes 19300, 22520, 
22521,31717,62263,62264,62268, 
62269,63610,64585,64590,and64595 
had been added by the AMA RUC's 
PEAC prior to CY 2005. At that time, the 
AMA RUC recommended deletion of the 
CS PE inputs for all procedures that 
were not identified in the CPT 2005 
manual Addendum which lists the 
services in which CS is inherent; and 
thus include the associated direct PE 
inputs. Due to a technical error, these 
inputs were not removed for CY 2005. 
We have removed the CS PE inputs for 
the 12 CPT codes noted above. We ask 
that the AMA RUC permit specialty 
societies to bring any CPT codes 
forward to either the February or April 
2009 AMA RUC meetings should any 
other discrepancies between the CPT 
Addendum and the PE database be 
identified. · 

(ii) Jejunostomy Tube Price 
A comment received on the CY 2009 

PFS proposed rule stated that we had 
mistakenly entered the price for a set of 
2, rather than just 1, jejunostomy tube 
in each of the following CPT codes 
49441, 49446, 49451, and 49452. So that 
the price of this PE supply can be 
properly valued as part of the PE RVUs 
for each of the four services in which it 
is found, we have changed the price of 
this supply from $198 to $97.50 in CPT 
codes 49441, 49446, 49451, and 49452. 
In addition, because it's correct price is 
less than $150, this item was 
erroneously placed on the list for re­
pricing of higher-cost supplies on Table 
29 in the proposed rule; and, as a result 
of this price correction, it has been 

removed from the list of supply items in 
need of repricing. 

(iii) Supply Code SH079, Collagen, 
Dermal Implant (2.5ml uou) (Contigen) 

We received comments froni a 
specialty society representing urologists 
noting that the dermal collagen implant, 
priced at $317, was an inappropriate 
supply input for CPT 52330. The 
specialty society asked that we remove 
this supply from this service. We agree 
that inclusion of the dermal collagen 
implant as a supply input for CPT code 
52330 is not appropriate. The PE RVUs 
for CPT 52330 reflect the removal of this 
supply item. 

(iv) Contractor Pricing of CPT 77371 for 
Stereotactic Radiosurgery (SRS) 
Treatment Delivery 

CPT code 77371, Radiation treatment 
delivery, stereotactic radiosurgery (SRS) 
(complete course of treatment of 
cerebrallesion(s) consisting of one 
session); multi-source Cobalt 60 based, 
(more commonly known as Gamma 
Knife) was a new CPT code fur CY 2007. 
At that time, we accepted nearly all of 
the AMA RUC PE recommendations for 
this procedure (we did not accept the 
Cobalt 60 radiation source as a direct PE 
input) during CY 2007 rulemaking, and 
these recommendations are reflected in 
the PE RVUs for CPT 77371. The PE 
inputs for CPT 773 71 had been 
proposed by the sitting AMA RUC 
specialty society representing 
therapeutic radiation oncology 
physicians. The AMA RUC discussed 
and amended the specialty's proposal . 
for direct PE inputs (particularly the 
amount of clinical labor time) prior to 
agreeing on the final AMA RUC 
recommendation that was forwarded to 
CMS for CY 2007. Due to the equipment 
expense (nearly $4 million) along with 
the many Nuclear Regulatory 
Commission (NRC) requirements for 
construction of the facility required to 
furnish these procedures, all but one of 
these facilities is connected with a 
hospital setting, leaving a single free­
standing nonfacility ~rovider. 

Comment: We recelVed 3 comments 
stating that the PE RVUs listed in 
Addendum B for CPT 77371 are 
exceptionally inadequate. All 
commenters, including the single 
freestanding nonfacility based provider, 
noted the difference in payments 
between those made under OPPS and 
the PFS for CPT 77371. For CY 2009, the 
commenters noted that the proposed 
OPPS payment is $7,608 and the PFS 
payment under the proposed rule would 
be $1,260. A freestanding nonfacility 
provider noted that it had worked with 
the Medicare contractor but was 
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unsuccessful in securing a higher 
payment because the contractor could 
not deviate from the established PE· 
RVUs. Two commenters also stated that 
they believe the direct PE inputs are 
incorrect since the cost data they had 
gathered from other facility providers of 
this stereotactic radiosurgery (SRS) 
service included extra clinical labor 
time due to Nuclear Regulatory 
Commission (NRC) requirements for 
both the physicist and the registered 
nurse. In addition, they disagreed with 
our decision to treat the Cobalt 60 
radiation source (recommended by the 
AMA RUC as a 1-month renewable 
equipment item) as an indirect PE cost 
in the CY 2007 PFS final rule with 
comment period. The comm.enters have 
asked us to contractor-price CPT 77371 
for CY 2009 if a payment correction 
cannot be made in the final rule. 

Response: We will ask the AMA RUC 
to review the direct PE inputs for this 
code in light of these comments. In the 
interim, we believe the commenters 
have raised sufficient questions 
regarding the propriety of the direct PE 
inputs and PE RVUs established for this 
new code in 2007 to warrant contractor­
pricing for CPT 77371 for CY 2009. 

f. Supply and Equipment Items Needing 
Specialty Input 

We have identified some supply and 
equipment items from the CY 2008 final 
rule with comment period for which we 
were unable to verify the pricing 
information (see Table 2: Items Needing 
Specialty Input for Pricing and Table 3: 
Equipment Items Needing Specialty 
Input for Pricing). For the items listed 
in Tables 2 and 3, we are requesting that 
commenters provide pricing 
information. In addition, we are 
requesting acceptable documentation, as 
described in the footnote to each table, 
to support the recommended prices. For 
supplies or equipment that previously 
appeared on these lists, we may propose 
to delete these items unless we receive 
adequate information to support current 
pricing by the conclusion of the 
comment period for this final rule. 

In Tables 4 and 5, we have listed 
specific supplies and equipment items 
related to new CY 2009 CPT codes that 
are discussed in section V. of this final 
rule with comment period. We have 
added these items to the PE database 
along with the associated prices (on an 
interim basis). We plan to propose 
finalized pricing information in the CY 
2010 PFS proposed rule. Item prices 
identified in these tables are also 
reflected in the PE RVUs in Addendum 
B. In addition, we have asked 
commenters to submit specific 
information in response to the 



ACR'" 
AMERICAN COLLEGE OF" 

RADIOLOGY 

January 6, 2009 

William Rich, MD, Chair, RUC 
Bill Moran, MD, Chair, PERC Subcommittee 
Physician Payment Policy and Systems 
American Medical Association 
515 N. State Street 
Chicago, IL 60610 

~ 
SOCIE1YOF ~ 
INTERVENTIONAL 
RADIOLOGY 
EnbanaJ ave tbrougb a(NanaiJ tabnulogy• 

RE: Conscious Sedation Direct Practice Expense Inputs for Codes 22520 and 22521 

Dear Drs. Rich & Moran: 

The American College of Radiology (ACR) and Society of lnterventional Radiology 
(SIR), represent the dominant specialties performing vertebroplasty procedures (reported 
using codes 22520/ 22521) as per the 2006 Medicare claims data in the RUC Database. 
We find that moderate (conscious) sedation is inherent to the performance of 
vertebroplasty. The ACR and SIR support the continued inclusion of conscious sedation 
direct practice expense for the non-facility setting for these codes. Additionally, we 
respectfully, request that the RUC advise the CPT Editorial Panel to add codes 22520 and 
22521 to Addendum G of the CPT manual (Summary of CPT Codes that include 
Moderate (Conscious) Sedation). 

In support of this request, please find attached supporting literature with articles that 
specifically include mention of moderate (conscious) sedation in the description of the 
technique for vertebroplasty. 

Your consideration of this request is greatly appreciated. 

Sincerely, 

Geraldine McGinty, MD 
ACR RUC Advisor 
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Sean Tutton, MD 
SIR RUC Advisor 



CC: Pam West, CMS 
Todd Klemp, AMA 
Bibb Allen, MD, ACR 
Robert Vogelzang, MD, SIR 
Gerald Niedzwiecki, MD, SIR 
Dan Picus, MD, ACR 
Scott Trerotola, MD, ACR 
Diane Hayek, ACR 
Angela Kim, ACR 
Deborah Ramsburg, SIR 
Dawn R. Hopkins, SIR 
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llnterventional Radiology I Radiologie d'intervention 

Percutaneous Vertebroplasty in Patients With 
Intractable Pain From Osteoporotic or Metastatic 
Fractures: A Prospective Study Using 
Quality-of-Life Assessment 
Gordon Cheung, MD, FRCPC; Edward Chow, MBBS, MSc, FRCPC; Lori Holden, BSc, 
MRTT; Marjan Vidmar, MD, MSc; Cyril Danjoux, MD, FRCPC; Albert JM Yee, MD, 
FRCSC; Rutlll Connolly, BSc, MRTT; Joel Finkelstein, MD, FRCSC 

Abstract 
Purpose: Percutaneous vertebroplasty (PVP) is a minimally invasive outpatient procedure 

whereby vertebral compression fractures are stabilized by the injection of bone cement, 
or polymethyl methacrylate (PMMA). Rapid partial or complete pain relief can usually be 
achieved through this procedure. We prospectively evaluate the efficacy of PVP in the 
relief of pain and improvement in quality of life of patients with intractable pain from 
osteoporotic and metastatic fractures. 

Materials and Methods: Patients with intractable pain from vertebral metastases (many 
resistant to palliative radiation therapy) and patients with intractable painful osteoporotic 
fractures were treated with parapedicular or transpedicular injection of PMMA. Plane 
X-rays, computed tomography (CT) scan, and magnetic resonance imaging (MRI) scan 
were performed on all patients. With a reflex hammer, percussion pain was correlated to 
the imaging abnormalities. The preplanning CT scan was used to calculate the exact 
entry point and angle of the bone-biopsy needle. All patients were assessed before and 
after the procedure for quality of life and amount of pain. The following measures were 
used: 1) the Edmonton Symptom Assessment System (ESAS), for global pain, nausea, 
bredness, depression, anxiety, drowsiness, appetite, sense of well-being, and shortness 
of breath; 2) a site-specific pain score (SSPS); 3) the amount of analgesic intake in 
morphine equivalents in the last 24 hours; and 4) the Townsend Functional Assessment 
Scale (TFAS), ascertaining mobility. A postprocedural CT scan was performed the 
same day on all patients. Follow-up assessment consisted of a phone call at Days 1, 2, 
and 4 and Weeks 1, 2, 4, 8, and 12. Patients with recurrent back pain or complications 
were followed in the bone metastases clinic. 

Results: Thirty patients (19 women, 11 men) were evaluated. Their median age was 
68 years (range 31 to 87 years). Thirty procedures (n = 30) at 45 vertebral levels were 
performed; 13 were for pathologic fractures, and 17 were for osteoporotic fractures. 
SSPS showed a decrease of 2 or more levels in 88.5% of patients at 12-week follow-up. 
The mean SSPS with movement was 8.7 preprocedure and 1.8 postprocedure 
(P < 0.0001 ). Also, there was significant improvement in all 9 ESAS domains 
(P < 0.0004 ). The ingestion of analgesics in morphine equivalents showed a trend 
toward reduction post-PVP (P < 0.0599). When the patients with pathologic fractures 
were separated out, the reduction in ingestion of analgesics was significant 
(P < 0.0008). The TFAS demonstrated significant improvement in patient mobility and 
function. Extravertebral extravasation of cement was noted in 55.6% of the levels. We 
used a general linear mixed-model repeated-measures analysis of variance to analyze the 
data. 

Conclusions: PVP in osteoporotic and metastatic fractures significantly improved many 
patients' global quality-of-life scores and function by markedly decreasing their back 
pain and reducing their intake of pain medications. The procedure is safe, with no 
serious complications noted in our study. 
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INTERVENTIONAL RADIOLOGY I RADIOLOGIE D'INTERVENTION 

Abrege 

Objectif : La vertebroplastie percutanee (VPP) est une intervention 
effractive minimale pratiquee sur les patients extemes, par 
laquelle les fractures de tassement vertebral sont stabilisees par 
!'injection de ciment d'os. ou polymethacrylate de methyle 
(PMMA). Un soulagement rapide partie! ou complet de Ia douleur 
s'obtient habituellement grace a cette intervention. Nous avons 
evalue prospectivement l'efficacite de Ia VPP a soulager Ia 
douleur et a ameliorer Ia qualite de vie des patients souffrant de 
douleur irreductible a cause de fractures osteoporotiques et 
metastatiques, 

Materiel et methodes : Des patients souffrant de douleur irreductible 
a cause de metastases vertebrates (dont beaucoup resistent a Ia 
radiotherapie palliative) et des patients souffrant de fractures 
osteoporotiques douloureuses rebelles ont ete traites par injection 
de PMMA parapediculaire ou transpediculaire. Des radiographies 
planes, des tomodensitogrammes et des imageries par resonance 
magnetique (IRM) ont ete executes pour tous les patients. A !'aide 
d'un marteau a retlexe, Ia douleur de Ia percussion etait correlee 
aux anomalies de l'imagerie. Le point d'entree exact et I' angle de 
l'aiguille de Ia biopsie osseuse ont ete calcules a l'aide du 
tomodensitogramme preparatoire. La qualite de vie et l'intensite de 
douleur de tous les patients ont ete evaluees avant et apres 
!'intervention. Les mesures suivantes ont ete utilisees : 1) le 
systeme d'evaluation des symptomes d'Edmonton (ESAS), pour Ia 
douleur generale, Ia nausee, Ia fatigue, Ia depression, l'anxiete, Ia 
somnolence, l'appetit, le sentiment de bien-etre et l'essouftlement; 
2) une echelle de douleur specifique au site (SSPS); 3) Ia quantite 
d'analgesique prise en equivalents de morphine dans les 24 
demieres heures; et 4) l'echelle d'evaluation fonctionnelle de 
Townsend (TFAS), estimant Ia mobilite. Un tomodensitogramme 
post-intervention a ete effectue le meme jour pour tous les 
patients. L'evaluation de suivi consistait dans un appel 
telephonique aux 1"', 2" et 4" jours. et aux 1'", 2", 4", 8" et 12" 
semaines. Les patients ayant des maux de dos recurrents ou des 
complications ont ete suivis a Ia clinique des metastases 
osseuses. 

Resultats: Trente patients (19 femmes, 11 hommes) ont ete evalues. 
L'age moyen etait de 68 ans (de 31 a 87 ans). Trente interventions 
(n = 30) a 45 niveaux vertebraux ont ete executees. Treize 
interventions etaient pour des fractures pathologiques, et 17 
traitaient des fractures osteoporotiques. La SSPS a indique une 
diminution de 2 niveaux ou plus chez 88,5% des patients a Ia 12" 
semaine de suivi. La moyenne de Ia SSPS avec mouvement etait 
de 8, 7 pre-intervention, et de 1,8 post-intervention (P < 0,0001 ). 
De meme. il y avait une amelioration significative dans tous les 9 
domaines du ESAS (P< 0,0004). La prise d'analgesiques en 
equivalents de morphine indiquait une tendance a Ia reduction 
apres Ia VPP (P < 0,0599). Lorsque les patients ayant des 
fractures pathologiques ont ete separes, Ia reduction de Ia prise 
d'analgesiques etait significative (P < 0,0008). La TFAS 
demontrait une amelioration significative de Ia mobilite et du 
fonctionnement des patients. L'extravasation extravertebrale du 
ciment a ete notee dans 55.6 % des niveaux. Nous avons utilise 
une analyse de Ia variance a mesures repetees selon un modele 
mixte generallineaire pour analyser les donnees. 

Conclusions : La VPP pour les fractures osteoporotiques et 
metastatiques a ameliore significativement les scores generaux de 
qualite de vie et le fonctionnement de nombreux patients, en 
diminuant considerablement leurs maux de dos et en reduisant 
leur prise d'analgesiques. L'intervention est sure, sans 
complications serieuses notees dans notre etude. 
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Percutaneous vertebroplasty (PVP) was first pioneered in 
France by Galibert et a! in 1987 for treating hemangiomas 

involving the spine. 1 PVP has become increasingly popular for 
the treatment of intractable pain due to vertebral collapse from 

-Yarious diagnoses. Reported not only for benign conditions 
such as vertebral hemangiomas and osteoporotic vertebral 
~fractures, 2·

3 the technique has been increasingly used for 
pathologic fractures resulting from primary or metastatic 
malignancies or metabolic bone diseases.4-11 

Few large clinical series exist, and despite the increasing use of 
PVP, there are to date no controlled prospective studies on its 
safety and efficacy with long-term follow-up. Moreover, there 
are few prospective studies that evaluate quality of life and 
function measures according to validated generic and disease­
specific measures. 12

-
16 This study prospectively evaluates the 

efficacy ofPVP in the relief of pain and improvement in quality 
of life of patients with intractable pain from osteoporotic and 
metastatic fractures. 

Materials and Methods 

Patient Demographics 

We studied 30 PVP procedures performed on 30 consecutive 
eligible patients for 45 treated levels; the patients had intracta­
ble pain from osteoporotic or metastatic fractures. We define a 
procedure as a case performed at a single sitting, whether I, 2, 
or 3 vertebroplasties were performed. A single operator per­
formed the procedure in a single tertiary care centre on patients 
referred over a 2-year period between July 2000 and September 
2002. Patients were referred for the evaluation of acute verte­
bral body collapse diagnosed radiographically. Inclusion crite­
ria for PVP included fractures occurring without trauma or with 
minor trauma (such as fall from standing height). Patients over 
age 18 years with intractable thoracic or lumbar pain secondary 
to a vertebral fracture were eligible. Pain was present for a min­
imum of 4 weeks and refractory to conservative therapy (that is, 
rest, activity modification, physical therapy, and analgesics) in 
the osteoporotic group and to conservative or palliative radia­
tion therapy in the metastatic group. Other criteria included 
clinical examination for percussion tenderness with a reflex 
hammer, correlating to an osteoporotic or metastatic fracture 
on imaging with computed tomography (CT) and magnetic res­
onance imaging (MRI). We excluded patients with 
coagulopathy, retropulsion ofbone, or epidural tumour causing 
significant thecal sac compression or neural foramina! narrow­
ing. We also excluded patients presenting with neurologic defi­
cits related to the spine. Significant vertebral body:' collapse to 
less than one-third of height was a relative contraindication. 

A multidisciplinary team consisting of an orthopedist, a radia­
tion oncologist, and a neuroradiologist assessed the patients. 
Routine anteroposterior and lateral plain radiographs, CT scan 
(LightSpeed QX/i CT scanner, GE Healthcare. Milwaukee, WI), 
and MRI (Signa LX Twin Speed MRI scanner, GE Healthcare) 

1679 



Percutaneous Vertebroplasty in Patients With Intractable Pain From Osteoporotic or Metastatic Fractures 

imaging were performed on all patients. The decision to treat 
each patient with PVP was reached by consensus. The study 
cohort consisted of 30 patients, on whom vertebroplasties were 
performed at 45 vertebral levels. Informed consent was 
obtained from all patients for the PVP procedure. 

Imaging review 

Preprocedural MRI scans were performed on all patients to 
assess for those patients with significant vertebral plana, neural 
foramina! compression, or significant thecal sac compromise 
from bony retropulsion or epidural tumour. To facilitate a safe 
procedure, the entry point and angle of the bone-biopsy needle 
were calculated with a planning CT scan with the patient in 
prone position. 

Procedural Technique 

A single operator performed each PVP. Thirty minutes before 
the procedure, .1 g of intravenous cefazolin (Ancet) and 10 mg 
of dexamethasone (Decadron) were administered. Conscious 
sedation for the procedure included 50 j.lg of intravenous 
fentanyl and 5 mg ofmidazolam (Versed). Patients were then 
placed prone on an angiogram table (Integris V3000, Philips, 
The Netherlands). All patients were treated with fluoroscopic 
guidance. ln general, a parapedicular approach was used for 
thoracic fractures and a transpedicular approach was used in 
lumbar fractures. The entry point on the patient's skin and the 
angle of the needle were extrapolated from the preplanning CT 
scan. Liberal local anesthesia with lidocaine was given. An 
Osteo-Site (Cook, Bloomington, IN) bone-biopsy needle (11- · 

·or 13-Gauge) was directed into the anterior one-third of the 
vertebral body, guided fluoroscopically and by gentle taps with 
an orthopedic hammer. Chilled Codman cranioplastic polymer 
powder (Johnson & Johnson, Raynham, MA) was mixed with 
1.5 vials (9 g) of sterile barium sulfate to increase its opacity. 
The cement was injected through the bone-biopsy needle under 
close fluoroscopic guidance. The injection was terminated 
when the cement reached the posterior one-third of the vertc-

bral body or when paravertebral or epidural venous filling was 
seen. A total of3 to 6 mL was injected into the vertebral body. 
A postprocedural CT scan of the treated levels was perfonncd 
the same day on all patients to evaluate vertebral body fill and 
potential cement extravasation. Patients were discharged the 
same day. 

A bone biopsy was not felt to be necessary in any of the patients 
because the differentiation of osteoporotic fracture and patho­
logic fracture was never in question, according to the CT and 
MRI findings. 

Outcome Measures 

We assessed quality of life for all patients before and after the 
procedure, using I) the Edmonton Symptom Assessment Sys­
tem (ESAS), 17 2) the Townsend Functional Assessment Scale 
(TFAS), 18 3) morphine equivalents, and 4) a site-specific pain 
score (SSPS). Patients were evaluated postprocedure by tele­
phone calls on Days 1, 2, and 4 and at Weeks 1, 2, 4, 8, and 12. 
The ESAS was designed to assess the multidimensional nature 
of quality oflife specific to palliative care and has been demon­
strated to be valid and reliable in patients with terminal can­
cer.17·19 The ESAS is a 9-item, patient-rated, symptom verbal 
rating scale with domains in global pain, nausea, tiredness, 
depression, anxiety, drowsiness, appetite, sense of well-being, 
and shortness of breath. Each domain is scored from 0 to I 0, 
with higher scores representing increased disability. The TF AS 
is a physician-determined categorical assessment of the 
patient's physical disability. Patients were classified into I of 4 
categories: A= normal pain-free function, B =normal function 
with pain, C = significantly limited function requiring some 
type of prosthesis (for example, for lower extremity, a walker, a 
cane, or crutches for ambulation), and D =nonfunctional (for 
example, wheelchair-bound or bedridden). Before and after the 
procedure, the patient's amount of oral analgesic and narcotic 
intake in the preceding 24 hours was converted to morphine 
equivalents according to standardized equivalence tables. The 
patient's back pain at the site of the fracture was evaluated with 
the SSPS, (range 0 to I 0, with 0 =pain-free and I 0 =worst pain 
possible), both at rest and with movement. This was a subjec­
tive verbal evaluation determined from the patient's response. 
Site-specific pain is defined as a specific focal area of back pain 
that can easily be localized by the patient and by the radiologist 
with percussion by a reflex hammer; this site correlates closely 
with a vertebral fracture. 

Of the 30 patients, 3 had subsequent successful pain-relieving 
vertebroplasty procedures, but we used only the data from the 
first vertebroplasty procedure in our analysis to avoid skewing 
the results (2 were for new adjacent fractures, and one was for a 
nonadjacent metastasis). Any missing values for quality of life, 
morphine equivalents, and SSPS were replaced with a median 
value calculated by using the postoperative data to increase the 
precision of the results. Three patients did not complete the 
study. Two died (one by Week 2 and one by Week 4), and one 
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Figure 1 Site-specific pain score (SSPS), pain with movement. Estimates are averages that were produced 
with the repeated measure analysis, general linear mixed model. The lower and upper values indicate the 95% 
confidence interval. 
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withdrew during Week 4. For these 3 patients, the data 
collected up to Day 14 were included in the analysis. 

Statistical analysis 

To evaluate the effect ofPVP on patient-derived ESAS quality­
of-life domains, morphine-equivalent analgesic requirements, 
and SSPS, we compared preprocedural and the postprocedural 
values, using used a general linear mixed-model repeated mea­
sures analysis of variance. For multiple comparisons, statistical 
significance was assumed to be aPva1ue ofless thanO.Ol. Any 
missing values for quality-of-life measures, morphine equiva­
lents, and SSPS were replaced with the median value, which we 
calculated from postprocedural data only. 

Results 

PVP was performed on 30 patients for a total of 30 procedures 
at 45 treated vertebral levels. The patients included 19 women 
and 11 men with a mean age of 67.2 years (range 31 to 87 
years). Sixteen lumbar(35.6%) and 29 thoracic (64.4 %) levels 
were treated. Eighteen of the 30 patients had a history of can­
cer. Of these 18 cases, 13 procedures were for pathologic frac­
tures, and 5 were for osteoporotic fractures (Table I). In total, 
17 procedures were for osteoporotic fractures. Pain duration 
ranged from I month to 5 years, with a mean of I 0 months. The 
sex distribution was equal among the groups of patients with 
pathologic and osteoporotic fractures (Table I). 
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SSPS, both at rest and with movement, was decreased signifi­
cantly (P < 0.000 I) in the immediate postoperative period and 
was sustained through to day 84 (P < 0.000 I) (Figure I, Table 
2). The mean SSPS with movement was 8.7 preprocedure and 
1.8 postprocedure, with a I2-week minimum follow-up. At 
Day 84, 24 of27 patients had a decrease in SSPS of2 or more, 
both at rest and with movement. Three patients had no response 
or only minimal improvement in pain. The SSPS for both the 
separated osteoporotic fractures and the pathologic fractures 
showed significant improvement in back pain after the proce­
dure (P = < O.OOOI) (Table 2). Overall, there was a trend to 
reduced analgesic consumption (P < 0.0599) (Table 2). This 
reduced analgesic consumption becomes significant in patients 
with osteoporotic fractures (P < 0.0008) when they are separated 
from patients with pathologic fractures (P < 0.7471 ). 

A statistically significant overall improvement in quality oflife 
(P < 0.0004) for both osteoporotic fractures and pathologic 
fractures was noted at Week 12 post-PVP. However, stratifica­
tion showed that patients with osteoporotic fractures had a sig­
nificantly greater quality-of-life improvement than did patients · 
with pathologic fractures (Table 2, Table 3). 

The stratified analysis by fracture type showed a difference in 
the degree of improvement between pathologic and 
osteoporotic fractures for quality-of-life measures (that is, nau­
sea. tiredness, depression, anxiety, appetite, well-being. and 
shortness of breath) and pain with movement (SSPS). There 



Percutaneous Vertebroplasty in Patients With Intractable Pain From Osteoporotic or Metastatic Fractures 

was no significance by fracture type for pain at rest (SSPS), 
morphine equivalents, general pain, or drowsiness (Table 3). 

The TFAS at 12 weeks demonstrated significant improvement in 
mobility (P < 0.002). The results of the TF AS by fracture type 
suggested no difference between pre- and postoperative func­
tional status. However, the P value for the osteoporotic patients 
was close to the conventional level of statistical significance 
(P = 0.0580), suggesting a probable improvement in mobility. 

Subsequent Procedures and Complications 

Cement extravasation was noted in 25 of 45 levels (55.6%). 
Extravasation sites include anterolateral or perivertebral soft 
tissues in 10 levels, superior or inferior disc space in 19 levels, 
and paravertebral veins in 2 levels; the epidural space of the 
spinal canal was encountered in 3 levels. Some levels had more 
than one type of cement extravasation. No neural foramina! 
extravasation of cement was noted. 

One additional patient required surgical decompression of 
cement from the spinal canal; this was related to extravasation 
of cement through the epidural veins that caused spinal cord 
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Figure 2 A and B Percutaneous vertebroplasty (PVP) at L3 and L4 in an osteoporotic woman. aged 72 years. 

A: Coronal computed tomography (CT) scan of healed inferior 
end plate fracture of L3 and chronic unhealed L4 compression 
fracture 

compression. The extravasation was not appreciated because of 
the significantly increased bone density and difficulty of inject­
ing into an osteoblastic metastasis. The patient had a stable 
mild posterior column deficit as a result of the extravasation. 
Her SSPS at rest improved from 8 prior to the procedure to 6 
immediately after the procedure, but her SSPS with movement 
was unchanged (10/10), as was her TFAS score. Another 
patient had intradiscal extravasation of cement resulting in a 
disc herniation a few days later and recurrent new low back pain 
(Figure 2). The original pain was improved. 

Two preterminal patients with metastatic disease died as a 
result of their primary disease at Weeks 2 and 4, prior to their 
12-week follow-up. There were no deaths directly related to 
PVP treatment. One patient withdrew at Week 4. All 3 of these 
patients had reported significant, almost immediate, improve­
ments in their ESAS score and SSPS that appeared sustained to 
their latest follow-up. 

As noted above, 3 of the 30 patients underwent a subsequent 
vertebroplasty procedure at a different time. Two were for new 
adjacent fractures. and one was for a nonadjacent metastasis. 
Even though all 3 patients benefited from their second proce­
dure, showing significant relief of pain, only the initial proce­
dure was included in data analysis so that the data would not be 
skewed. 
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8: Post PVP at L3 and L4 with extravasation of cement into 
the L3-4 and L4-5 disc space via the superior and i'1ferior 
end plate fractures of L4 

Discussion 

Only a handful of studies evaluate the quality of life after PVP, 
and even fewer prospective studies evaluate patients' quality of 
life, pain, and function before and after the procedure. 12

•
13

•
16

•
20 

None of the published prospective studies include PVP of 
pathologic fractures. Our paper is unique in that our prospec­
tive quality-of-life study includes a comparison of both 
osteoporotic and pathologic fractures. We include both types of 
fractures to provide data that can be generalized to all types of 
fractures seen for PVP in Canada. 

The largest published prospective study evaluating quality of 
life consists of 46 patients with 66 treated osteoporotic verte­
bral body fractures. 13 Pain and quality oflife improved signifi­
cantly, as evaluated by the Osteoporosis Quality of Life 
Questionnaire; improvement was maintained for at least 
6 months after PVP. This is comparable to our study, the results 
of which demonstrate significant and almost immediate 
postprocedural improvement in pain, as judged by the ESAS, 
global pain measure, and SSPS. Concordant with the improve­
ment in pain, patients reported significant improvements in all 
other ESAS domains. The patients' overall sense of well-being, 
depression, anxiety, and appetite appears to be attributed to a 
marked decrease in pain severity. The improvement in quality­
of-life scores was sustained during our 12-week follow-up. 
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Figure 2 C and D Patient developed new left radicular patn 1 week later. Sagittal and axial T1-weighted magnetic resonance (MR) 
image shows a new large left central L4-5 extrusion (black arrow). Note the dark signal (representing cement) within the L4-5 disc 

c 

The literature shows that significant pain relief is afforded in 
70% to 80% of patients with pathologic fractures and in more 
than 90% of patients with osteoporotic fractures.2

•
2

1.
22 Pain 

relief is apparent within 1 to 2 days and seems to persist over 
months to years. 23

•
24 Our data are consistent with the literature 

showing that PVP provides significant immediate (within 1 
day) and short-term (up to 12 weeks) pain relief. Matin found 
that fractures oflonger than 6 months' duration typically do not 
benefit from vertebroplasty, 25 although this was not our experi­
ence. One patient had experienced intractable pain for 5 years 
but still had complete pain relief after the procedure. Fractures 
more than 1 year old can benefit from PVP, but complete pain 
relief is more likely with less mature fractures. 26 

Since many of our patients had significant comorbidities, 
including cancer with multiple bone metastases, we evaluated 
not only their global pain, using the ESAS, but also site­
specific back pain related to their specific fracture or fractures. 
Not only did our results demonstrate a dramatic reduction in 
SSPS following the procedure, overall global pain also showed 
significant improvement, which may indicate the extent to 
which the patients" presenting local vertebral symptoms were a 
significant component of their overall global perception of 
pain. Although not statistically significant, there was a trend for 
decreased intake of analgesics, as measured by morphine 

D 

equivalents. This simply reflects the high number of patients in 
this series (13/30) who had an underlying diagnosis of cancer 
with a pathologic fracture. This is borne out when we analyze 
the decrease in analgesic intake among the patients with patho­
logic fractures (P < 0.7471) separately from those with 
osteoporotic fractures (P < 0.0008). Patients who present with 
bony metastasis often present late in their disease course and 
have a high baseline narcotic requirement for their multiple 
bony metastases. Following the procedure. the cancer pauents 
were able to function and move more comfortably at similar or 
slightly lower dosages; however, many could not be weaned 
off their pain medications, unlike the osteoporotic fracture 
patients. The cancer patients had multiple bone metastases 
causing site-specific pain or other pain, such as visceral pain 
Reduction of pain from the most painful site often unmasked 
pain from other sites, necessitating continuation of the1r 
analgesics. 

Both osteoporotic patients and pathologic fracture patients 
demonstrate significant improvement in quality-of-life scores. 
This is no doubt related to the significant decrease in back pain. 
One might also anticipate that a lower intake of analgesics 
would contribute to an improved perception of quality oflife as 
reflected by less drowsiness and nausea and improved appetite. 
When the data are stratified by fracture type, it is apparent that 
osteoporotic patients enjoy an even greater improvement in 
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quality of life than do cancer patients, largely because this is 
their only source of pain. 

The TFAS demonstrates significant improvement in patient 
mobility after the procedure. The significance is diminished 
when the sample is subdivided into fracture type, presumably 
because of a significantly smaller sample size. Not only is 
mobility improved, many patients note better posture and 
increased body height, related to partial restoration of vertebral 
body height with PVP. This was recently reported to occur in 
about one-third of PVP-treated vertebral bodies (23/65 ). 

Cohort studies have demonstrated that PVP can provide signif­
icant and rapid pain relief with relatively low complication 
rates of 1% to 10%. 11

•
12

•
16

•
2
8-

31 Complications are minor, rela­
tively infrequent, and usually transient; however, there are anec­
dotal reports of cord compression, transient worsening of pain, 
radicular pain, infection, adjacent vertebral fracture, and spinal 
cord compression. 32 Rarely, pulmonary or paradoxical cerebral 
arterial embolization from cement leakage into the epidural 
veins can occur.33

-
35 

Extra vertebral extrusion of polymethyl methacrylate (PMMA) 
is common, seen in up to 73% (29/40) of patients with meta­
static disease.36 Although this series reported 2 of 37 patients 
requiring decompression back surgery for significant nerve root 
compression, most series report no clinical sequelae of cement 
leakage. There is a reported higher complication rate of 
approximately l 0% with pathologic fractures, often related to 
loss of the posterior vertebral cortex or displacement of tumour 
into the spinal canal. There is a lower complication rate of 
approximately l% with osteoporotic fracture. We had 2 major 
complications, one in a pathologic fracture patient and one in 
an osteoporotic fracture patient. The first complication 
occurred in a patient with a vertebral osteoblastic metastasis 
that experienced extravasation of cement into the canal with 
cord impingement and mild sensory changes (posterior column 
deficit). Interestingly, the patient's back pain showed improve­
ment immediately after the PVP. Her spinal canal was surgi­
cally decompressed the next day with no change in her mild 
sensory deficit. The second complication occurred in an 
osteoporotic patient who had intradiscal extravasation of 
cement resulting in a disc herniation and new radicular pain 
(Figure 2). We also had 2 cases of postoperative adjacent verte­
bral fractures that were treated successfully with a subsequent 
PVP. It is not clear whether these fractures were related to the 
observed cement leakage into the intervertebral disc space or to 
other unrelated factors. 37

•
38 

This study has several limitations, including a varied patient 
population, small sample size, and relatively short follow-up 
period. The varied patient population may have muddied the 
results: however, this allowed for a direct comparison of the 
differences in improvement between osteoporotic and patho­
logic fractures. It was also our goal to reflect the experience of a 
single operator in a Canadian tertiary care referral centre and 
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the generalizability of the results across both patient popula­
tions. The small numbers of referrals generally include a high 
percentage of cancer patients and are typical of a Canadian 
centre. 

That all the procedures were performed by a single operator 
may be considered a sampling limitation since these results 
may not be achievable by others. Nonetheless, excellent results 
can be achieved in competent hands. 

The ESAS and TF AS were designed for the palliative patient 
population, and their generalizability to the osteoporotic popu­
lation has not been validated. 19 PVP was in its infancy in 
Canada at the beginning of this study. At this time, we felt that 
most eligible patients would have pathologic fractures and 
decided that the best quality-of-life assessment scales would be 
those used in the palliative care patient population. Given our 
mixed population, we did not feel that osteoporosis assess­
ments such as the Osteoporosis Quality of Life Questionnaire 
were appropriate. We also felt that our osteoporotic fracture 
patients would behave much like the palliative care population 
because of the selection criteria of intractable pain. The cate­
gorical data of the TF AS are also less precise when compared 
with the continuous data. The advantage of the aoovc scales 
and of the SSPS is their simplicity, which allows us to use tele­
phone follow-up instead of more problematic in-person 
follow-up sessions. 39 The simplicity of the verbal rating scale 
of the SSPS also saves time and compares favourably with the 
Visual Analog Scale for pain used in many vertebroplasty 
papers.21 

A significant shortcoming of this study is the lack qf a control 
group. Although we do not know for certain whether our 
patients would have improved without PVP, our inclusion cri­
teria limited this possibility. For pathologic fractures, we 
included only those patients who had failed radiation therapy. 
Our osteoporotic fracture patients were all well beyond the nor­
mal healing time frame, including one patient who had experi­
enced chronic pain for 5 years. Also, because of the difficulty 
in conducting them, the literature contains no controlled 
prospective trials. 

In summary, PVP significantly improved patient perception of 
quality oflife and function by markedly decreasing axial spinal 
pain. The almost immediate effects of PVP on symptoms and 
patient-derived quality-of-life assessments appeared to be sus­
tained in early-term follow-up (12 weeks). Stratification by 
fracture type shows that patients with osteoporotic fractures 
performed better after PVP, on average, than did the patients 
with pathologic fractures. Although cement extravasation is a 
relatively frequent occurrence (55.6%), the risk of significant 
clinical sequelae is low. The long-term efficacy of the tech­
nique requires further study. 
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Evaluation of Vertebroplasty with a Validated 
Outcome Measure: The Roland-Morris 

Disability Questionnaire 

Andrew T. Trout, David F. Kallmes, Leigh A Gray, Barbara A Goodnature. Sandra L. Everson, 
Bryan A Comstock, and Jeffrey G. Jarvik 

BACKGROUND AND PURPOSE: Vertebroplasty is rapidly disseminating as a treatment for 
vertebral compression fractures, but its efficacy has not been assessed with a well-validated, 
back pain-specific instrument. We report the use of the Roland-Morris Disability Question­
naire (RDQ) in patients undergoing vertebroplasty for painful osteoporotic compression 
fractures. 

METHODS: Retrospective review of patients treated with vertebroplasty who completed the 
RDQ and 2 verbal pain scales (0-10) for pain at rest and pain with activity at baseline, 1 week, 
1 month, 6 months, and 1 year post-vertebroplasty. Changes in outcome measures were 
analyzed by using a paired t test and correlations were assessed with Spearman p. Multiple 
linear regression was used to analyze the relationship betw~n baseline scores and independent 
variables. 

RESULTS: One hundred thirteen patients were treated at 164 vertebral levels. At baseline, 
RDQ scores were associated with rest and activity pain (P < .001 and P = .002, respectively) 
but were not associated with other independent variables. All 3 outcome scores decreased by 1 
week and remained improved through maximal follow-up (P < .001). RDQ scores improved by 
a mean of 7.0 points at 1 week and remained improved at 1 year (P = .02). RDQ scores 
correlated with both rest and activity pain, but the absolute correlation was slightly better 
( +0.15 on average) with activity pain. 

CONCLUSIONS: Patients who underwent vertebroplasty experienced relief of back pain and 
symptoms, as shown by improvement in verbal pain and RDQ scores. The RDQ correlates well 
with measures of pain, shows clinically significant improvement and is responsive to changes 
across time. More important, the RDQ provides an easily administered, well-validated, back 
pain-specific outcome measure that could be adopted to assess vertebroplasty outcomes. 

First used in the United States in the 1990s, vertebro­
plasty has rapidly approached standard of care for 
treatment of medically refractory, painful vertebral 
compression fractures. Because of difficulties in study 
design and execution there have been no randomized, 
blinded, controlled studies comparing vertebroplasty 
to placebo or conservative therapies. Instead, investi-
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gators have sought to validate use of the procedure 
through changes in measures of perceived pain. 
These studies have shown significant improvement in 
pain and other symptoms as assessed by these instru­
ments (1-3): There is no continuity, however, in the 
type of instrument used or the symptom variables that 
have been assessed in the vertebroplasty literature. 

A critical review of the vertebroplasty literature 
reveals that, to this point, there exists a dearth of 
studies that have used validated outcome measures to 
assess the efficacy of this treatment. Visual analog 
scoring of perceived pain is the most common method 
of assessment. Although this addresses the patient's 
pain and provides a well-validated variable for assess­
ment of pain control (4), this instrument fails to 
address the other symptoms and disabilities experi­
enced by the patient. Because vertebroplasty aims at 
improving both the pain and disability experienced by 
the patient, both of these elements should be in-
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eluded in outcome measures when determining treat­
ment efficacy. 

We report the application of a widely applied, back 
pain-specific, well-validated outcomes instrument, 
the Roland-Morris Disability Questionnaire (RDQ), 
to a consecutive cohort of patients undergoing verte­
broplasty for the treatment of painful. osteoporotic 
compression fractures. In addition, we correlated the 
RDQ with 2 11-point graded pain scales and tracked 
these measures across time. We believe that the RDQ 
should be used as the primary outcome measure for 
vertebroplasty research and practice. 

Methods 
We performed a retrospective review of 113 patients who 

underwent vertebroplasty between April 21, 2003, and Septem­
ber 27. 2004, at our institution. Institutional review board 
approval was obtained for this study. Vertebroplasty typically 
was offered to patients with radiologic evidence of acute or 
subacute vertebral compression fractures of thoracic or lumbar 
vertebrae. Exclusion criteria included improvement with con­
servative management, technical contraindications, and non­
correlating pain. Patients included in this study were limited to 
those with compression fractures due to underlying 
osteoporosis. 

Venebroplasty Procedure 
Vertebroplasties were performed by staff radiologists ac­

cording to the methods outlined previously (5). Specifically, 
patients were treated by using intravenous conscious sedation. 
Biplane fluoroscopy was used in all cases. Local anesthesia was 
administered over the skin, subcutaneous tissues, muscular 
tissues, and periosteum of the targeted pedicle. Transpedicu­
late or parapedicular trajectories were used in all cases. After 
local anesthetic administration, 11- or 14-gauge biopsy needles 
(Cook Inc., Bloomington, IN) were advanced into the central 
aspect of the vertebral bodies for unipediculate approaches, 
whereas placement of the needle was made into the midportion 
of the hemivertebra for bipediculate approaches. 

The polymethylmethacrylate (PMMA) cement mixture was 
prepared under a vacuum hood. Approximately 30 g of PMMA 
powder (Codman Cranioplastic, Raynham. MA) was mixed 
with 12 g sterile barium sulfate (Cardinal Health, McGaw Park. 
IL) and I g gentamicin powder (Hawkins Inc., Minneapolis, 
MN). Liquid PMMA monomer was mixed with the powder 
mixture until the fluid reached a viscositv similar to that of cake 
glaze. The mixture was then loaded ~ither into an injector 
device (Cook Inc.) or into 1-mL syringes and injected under 
continuous lateral and intermittent AP fluoroscopy. Cement 
injection was considered complete when the cement reached 
the posterior fourth of the vertebral body on the lateral pro­
jection. Injection was also terminated when epidural, venous, 
or transendplate extravasation was noted. Following needle 
removal, patients were left on strict bed rest for 1 hour and 
then discharged. 

A maximum of 4 vertebral levels were treated in a single 
session based on clinician comfort levels. Additional levels 
were treated in repeat sessions as required. 

Outcome Measures 
The RDQ (appendix 1) and 2 verbal scales (scored 0-10) to 

assess ·'pain at rest" and "pain with activity" were administered 
in person by trained nurses at the time of evaluation for 
vertebroplasty. The original RDQ contained 24 questions and 
was derived from statements contained in the Sickness Impact 
Profile (6). Each question was selected on the basis of its 

likelihood of being influenced by back pain and the qualifica-
- - tion "because of my back pain,. was added to further target the 

responses (7). The modified RDQ used in this study is that 
proposed by Patrick et al (8) and contains 23 yes/no questions. 
Nineteen of these 23 items are taken from the original RDQ, 
and 4 were derived from other statements in the Sickness 
Impact Profile (8). These modifications were suggested by the 

-authors in an effort to reduce redundancy and add in items that 
were previously shown to better reflect changes in patient 

_ condition (8). The modified instrument takes approximately 3 
minutes to complete and can be self-administered or adminis­
tered via the telephone. It is scored from 0 to 23 on the basis of 
the number of "yes" responses. The authors have demonstrated 
that the modified version had a high level of internal consis­
tency, construct validity, and responsiveness (8). 

Follow-up data for all 3 outcome scales were gathered by 
telephone by the same trained nurses at 1 week, 1 month, 6 
months, and 1 year post-vertebroplasty. Patients who were 
telephoned 3 times, without successfully obtaining follow-up 
data, were designated as nonrespondents for that time period. 
Nonrespondent status at a given time point did not preclude 
contacting that patient at the next designated time point. 

Statistical Analysis 
Changes in pain scores across time were analyzed by using a 

paired t test comparison to the preceding time point. Correla­
tion between outcome measures was assessed with the Spear­
man p correlation coefficient and differences in the strength of 
correlation were assessed through statistical bootstrapping of 
the data. Multiple linear regression was used to analyze the 
relationship between outcome scores and independent vari­
ables (age, sex, lumbar versus thoracic treatment, number of 
levels treated) at baseline and 1 week. 

Results 
Data were collected from 113 patients who under­

went vertebroplasty at 164 vertebral levels. Compres­
sion fractures in this population were all osteoporotic 
in origin. The mean patient age at the time of the 
procedure was 74 years (range, 28-96 years). Ninety 
(80%) of the 113 patients were women. As of this 
study, 113 patients were immediately post-vertebro­
plasty, 108 (96%) patients 1 week post-vertebroplasty, 
93 (82%) patients 1 month post-vertebroplasty, 52 
(46%) patients 6 months post-verte~roplasty, and 19 
( 17%) patients 1 year post -vertebroplasty. RDQ 
scores were available for 108 (96%) patients at base­
line, 93 (86%) patients at 1 week, 73 (79%) patients at 
1 month, 46 (89%) patients at 6 months, and 15 
(79%) patients at 1 year. Four patients were excluded 
at 1 year because of secondary injury 'or processes that 
may have skewed their RDQ scores. Three of the 
excluded patients had falls resulting in pelvic frac­
tures in one and new vertebral fractures in another. 
The fourth patient was excluded because of a subse­
quent diagnosis of fibromyalgia as the cause of her 
pain. 

All 3 outcome measures (rest pain, activity pain, 
and RDQ score) showed a significant decrease at 1 
week (P < .001), with RDQ scores improving by a 
mean of 7.0 points. These improvements in all 3 
outcome measures persisted through 1-year follow-up 
(Fig 1 ). Absolute values continued to decline at each 
time point, but the changes between time points were 
not statistically significant. There was a statistically 
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F1G 1. Mean ROO and pain scores, with SDs, 
across follow-up. There is significant improve­
ment in all 3 outcome measures at 1 week that 
persists throughout follow-up. 
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TABLE 1: Correlation between Roland score and pain scales at each 
time point throughout follow-up 

Pain at Rest Pain with Activity 

Ba.~eline 0.30 0.47 
1 week 0.57 0.52 

I month 0.44 0.40 

6 months 0.31 0.63 

TABLE 2: Linear regression of baseline Roland and pain with activ­
ity scores 

Baseline, Baseline, 
Covariate Roland Pain with Activity Pain at Rest 

Baseline 

Pain with activity <.001 .06 
Pain at rest .002 .06 
Roland score <.001 .04 

Age .09 .58 .30 
Sex (male) .06 .20 .99 
Level 

Lumbar .50 .38 .12 
Thoracic .64 .29 .18 

Number of levels treated .45 .43 .35 

Note.-Columns indicate P values. 

significant increase in RDQ scores at 1 year (P = 
.003), but the score remained significantly improved 
over that at baseline (P = .02). 

RDQ scores correlated with both rest pain and 
activity pain at all time points (Table 1). On average, 
the correlation between RDQ scores and activity pain 
scores was + .15 better than that with rest pain scores. 
This difference approached but did not reach statis­
tical significance (P = .07). 

Multiple linear regression analysis of outcome 
measures showed an association between baseline 
RDQ scores and baseline activity pain and rest pain 
(P < .001 and P = .002, respectively) but showed no 
significant correlation with other patient or proce­
dural variables (Table 2). Scores at 1 week were not 
found to be associated with baseline scores or any of 
the other variables. 
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Discussion 

Although vertebroplasty is rapidly disseminating as 
a treatment for vertebral compression fractures, the 
evidence for efficacy is weighed largely on symptom­
atic improvement in perceived pain from case series. 
Although pain control is an important element of 
vertebroplasty, the procedure is also designed to re­
duce disability in the treated individual. Few investi­
gations have used validated outcome measures to 
address the impact of vertebroplasty on patient 
disability. 

In the current study, we applied the RDQ to the 
practice of vertebroplasty. We selected the ROO be­
cause it fulfills criteria that are important for outcome 
measures used to evaluate the efficacy of vertebro­
plasty: (1) back pain-specific measurement; (2) well 
validated in the literature; and (3) easily administered 
by telephone to elderly patients. The RDQ was spe­
cifically designed to assess physical disability due to 
lower back pain (6). In addition, this instrunl.ent was 
determined to be reliable and well validated when it 
was initially proposed and has been validated in many 
studies since that time {7, 9). 

We showed substantial improvement in RDQ 
scores that persisted with time. Mean improvements 
were on the order of 7-9 points at all follow-up 
intervals. This level of improvement far exc,eeds the 
change of 2-3 points that is considered clinically im­
portant by the authors of the instrument (7). Further, 
we showed that RDQ scores correlate with the well­
established 11-point verbal pain scales ~equently 
used in the literature. Both RDQ scores and pain 
scale measurements improved significantly at 1 week 
and remained improved over baseline through 1-year 
follow-up. Last, we found the RDQ instrument to be 
highly user-friendly, generating acceptable response 
rates and facilitating telephone follow-up with verte­
broplasty patients. These findings are relevant be­
cause they show that the RDQ is well suited to mea­
sure vertebroplasty outcomes as it is both sensitive to 
change across time and correlates well with the pa­
tient's level of pain and disability. 

Previous authors have applied a variety ofyalidated 
outcomes scales to vertebroplasty and have shown 
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TABLE 3: Results of previous outcome measure studies 

Study n Instrument Result 

Zoarski et al (18) 30 patients, 54 fractures MODEMS (includes SF-36) Improvement in all 4 MODEMS modules 
(P < .OOOI, P < .0001, P < .0004. P < .0009) 

Perez-Higueras et al (19) 13 patients. 37 fractures McGiii-Melzack Pain Questionnaire Improvement in scores following treatment 
(P < .001). but worsemng at follow-up (mean 
of 65 months) 

Legroux-Gerot et al (12) I6 patients, 2I fractures McGiii-Melzack Pain Quesuonnaire Decrease in scores at 6 months with no change 
through maximal follow-up (mean of 35 
months) (P < .05) 

Nottingham Health Profile Decrease in quality of life (P = .05); increase in 
social isolation (P < .05). otherwise no 
change 

Cortet et al (20) 16 patients. 20 fractures McGiii-Melzack Pain Questionnaire Decrease in score at day~ 3. 30. 90, and 180 (all 
p < .005) 

Health Profile Decrease in 5 of 6 dimensions (P < .001. 
P < .05, P < .05. P < .05). not sleep 

Winking et al (14) 38 patients ODI Decrease in mean score at day 2, which 
persisted to 6 weeks (P < .01) 

Note.-MODEMS indicates Musculoskeletal Outcomes Data Evaluation and Management Scale; ODI, Oswestry Low Back Pain Disability 
Questionnaire. 

improvement in measured disability and symptoms 
(Table 3). With the exception of the Oswestry Low 
Back Pain Disability Questionnaire (ODI), however, 
these instruments do not focus on the most relevant 
criteria in tracking outcomes in vertebroplasty pa­
tients. Back pain specificity is the most important of 
these criteria. Many of the patients who receive ver­
tebroplasty have coincident health problems that in­
fluence their overall level of health and functioning. 
Back pain and symptom data that are gathered 
through global health measures are likely confounded 
by the influence of other health conditions on these 
assessments. 

The SF-36, McGill Mezlack questionnaire, and 
Nottingham Health Profile were designed as generic 
measurements of health and are not specific to back 
pain (10-12). It is important to note that the RDQ 
shows more responsiveness to change than the SF-36 
and thus may be more useful in assessing outcomes 
(13). Also the McGill Mezlack questionnaire is more 
complex than other instruments both to administer 
and to score. 

The ODI might be considered to be the most ap­
propriate instrument that has been previously used in 
the literature to assess outcomes after vertebroplasty. 
This instrument was specifically designed to describe 
back pain and disability and has been found to be 
both reliable and valid (7). It has also been effectively 
administered in person and by telephone. The only 
study in the literature to use the ODI in vertebro­
plasty outcomes assessment is the study by Winking et 
al (14), which enrolled 38 patients and tracked their 
outcomes for 1 year. The authors showed a significant 
decrease in ODI score 2 days postvertebroplasty that 
persisted unchanged to 6 weeks. Although ODI 
scores were tracked out to 1 year. statistics were only 
given on these data out to 6 weeks, and thus the 
authors could not comment on long-term outcomes. 

Comparisons of the RDQ to the ODI have shown 
small but important ditierences. Stratford et al (9) 

found an increased rate of incomplete responses with 
the ODI when compared with the RDQ. This may be 
inherent in the instrument or may reflect the fact that 
the ODI has more questions specific to "sex life," 
"social life," and "travel," which may be less relevant 
in the day-to-day function of the elderly population. 
Regarding the applicability of the 2 instruments, Ro­
land and Fairbank (7) concluded that the RDQ may 
be better suited to settings in which patients have 
mild to moderate disability that is expected to im­
prove, whereas the ODI is suited to situations in 
which patients have persistent severe disability. These 
2 conclusions lead us to believe that the RDQ is not 
only more appropriate in vertebroplasty patients who 
are expected to rapidly improve, but also may gener­
ate more complete responses and data. 

In our practice, we have observed substantial clin­
ical utility for the RDQ. Primarily, the RDQ is more 
useful than pain scores for assessment of the impact 
of vertebral fractures on the patient's daily life. Pain 
scores are influenced by the patient's perception and 
tolerance for pain and the reported value relates only 
loosely to functional limitation. The RDQ, however, 
gives care providers an objective assessment of the 
functional limitation suffered by the patient. This is 
useful both for the treating physician and for ancillary 
health staff. For the physician, thinking of RDQ 
scores in categories similar to those defined by 
Patrick et al (8)-10.8 = low; 15.7 = mild; 17.5 = 
moderate; 19.0 = severe-allows informal categori­
zation of the severity of the patient's impairment and 
provides some basis for treatment and management 
decisions. For ancillary health staff, specific limita­
tions indicated in the RDQ can provide a basis for 
physical/occupational therapy or other directed life­
style interventions. Finally, tracking both specific 
items on the RDQ and the RDQ score in general, 
allows effective monitoring of a patient's progress 
following vertebroplasty. 

Although our study is the first to apply the RDQ to 
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vertebroplasty patients and the first to show long­
term improvement in a validated, back pain-specific 
outcome measure, several substantial limitations re­
main. This study was both retrospective and lacking a 
control group. Ultimately, to validate the efficacy of 
vertebroplasty, prospective controlled studies are 
needed to show significant improvement over conser­
vative management (15). Another potential limitation 
to this study is that follow-up was done by telephone. 
Although we felt that one of the characteristics of a 
good outcome measure was ease of telephone admin­
istration, other investigators argue that administering 
an instrument by telephone introduces a bias to the 
data (16, 17). This is a valid concern. but the in­
creased response rates and the ability for fragile and 
significantly disabled patients to complete the instru­
ment outweigh the potential bias. In addition, we 
took steps to minimize this bias by having designated 
vertebroplasty nurses administer the RDQ in person 
and by telephone according to a strict protocol. The 
low response rate at 1 year is also problematic, with 
only 17% of subjects achieving that duration of fol­
low-up by the time of this study. On the basis of the 
small data set, the results for 1 year may be less 
reliable than those at earlier time points. Finally, a 
potential issue with our data collection is that our 
nonrespondents were not carefully tracked. For the 
purpose of outcomes data, it would be useful to dif­
ferentiate between patients who were unwilling or 
unable to complete the instrument versus those who 
were simply lost to follow-up. 

This study undertook to address an underlying de­
ficiency in the vertebroplasty literature and demon­
strate the use of a validated outcome measure. It 
provides useful and valid data about vertebroplasty 
outcomes but does not preclude the necessity to un­
dertake additional prospective, controlled studies. If 
we are to draw larger conclusions across studies and 
populations, it is important that we standardize our 
outcome assessments. 

Conclusion 

Patients undergoing vertebroplasty for osteopo­
rotic compression fractures had less pain and symp­
toms after the procedure. On the basis of background 
data and the results of this study, the RDQ appears 
well suited as a standardized measure of the efficacy 
of vertebroplasty. It is longitudinally validated and 
back pain-specific, and we have shown it to be effec­
tive in assessing outcomes following vertebroplasty. It 
is our assertion that the RDQ should be adopted as 
the outcome measure of choice to monitor the long­
term efficacy of vertebroplasty. 

Appendix 1 

Modified RDQ (6, 8) 
When your back hurts, you may find it difficult to 

do some of the things that you normally do. This list 
contains sentences that people have used to describe 
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themselves when they have back pain. When you read 
--them, you may find that some stand out because they 

describe you today. As you read the list, think of 
yourself today. When you read a sentence that de­
scribes you today, put a tick against it. If the sentence 
does not describe you, then leave the space blank and 

-go on to the next one. Remember, only tick the 
sentence if you are sure it describes you today. 

1. I stay at home most of the time because of my 
back 

2. I change position frequently to try and get my 
back comfortable 

3. I walk more slowly than usual because of my 
back 

4. Because of my back I am not doing any of the 
jobs that I usually do around the house 

5. Because of my back, I use a handrail to get 
upstairs 

6. Because of my back, I have to hold on to 
something to get out of an easy chair 

7. I get dressed more slowly than usual because of 
my back 

8. I only stand up for short periods of time be­
cause of my back 

9. Because of my back, I try not to bend or kneel 
down 

10. I find it difficult to get out of a chair because of 
my back 

11. My back is painful almost all the time 
12. I find it difficult to turn over in bed because of 

my back 
13. I have trouble putting on my sock (or stock­

ings) because of the pain in my back .. 
14. I only walk short distances because of my back 

pain 
15. I sleep less well because of my back 
16. I avoid heavy jobs around the house because of 

my back 
17. Because of my back pain, I am more. irritable 

and bad tempered with people than usual 
18. Because of my back, I go upstairs more slowly 

than usual 
19. I stay in bed most of the time becau~e of my 

back 
20. Because of my back problem, my sexual activity 

is decreased 
21. I keep rubbing or holding areas of my body that 

hurt or are uncomfortable 
22. Because of my back, I am doing less of the daily 

work around the house than I would usually do 
23. I often express concern to other peogle about 

what might be happening to my health 
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BACKGROUND AND PURPOSE: Percutaneous polymethylmethacrylate (PMMAl vertebroplasty has be­
come a common procedure for treatment of pa1n and disability associated w1th vertebral compression 
fractures. We reviewed the experience with our first 1000 consecutively treated vertebral compres­
sion fractures in an attempt to demonstrate both the short- and long-term safety and efficacy of 
percutaneous vertebroplasty. 

MATERIALS AND METHODS: The first 1000 compress1on fractures treated by vertebroplasty at our 
Institution were ident1f1ed from a comprehensive prospectively acquired vertebroplasty data base. All 
patients treated w1th vertebroplasty were mcluded, regardless of the underlying pathologic cause. 
Chart reviews of the procedure notes, imaging stud1es. clinical visits, and follow-up telephone 1nter· 
views were performed for each pat1ent. Evaluation at each follow-up time point 1ncluded pam response 
(subjective and v1sual analog pam score), change in mobility, change in pain medication usage, and mod1fied 
Roland-Morris Disability Questionnaire. Statistical analysis was performed on the pam response and change 
1n the Roland-Morns score at each follow-up time po1nt. Significant procedure-related complications that 
occurred from the time of the procedure were also specifically extracted from the patients' charts. 

RESULTS: There was a dramatic improvement in all the evaluated parameters follow1ng percutaneous 
vertebroplasty. The improvement in pain, mobility, med1cat1on usage, and Roland-Morris score was 
noticed immediately after the procedure and persisted through the 2-year follow-up. There was a low 
rate of complications from the procedure, the most common being nb fractures. 

CONCLUSION: Accordmg to our results. practitioners can quote a high success rate and low compli­
cation rate for vertebroplasty when making treatment recommendations for painful spinal compress1on 
fractures. 

Vertebral compression fractures are a common cause of 
pain and disability. 1

-
5 There are many causes of vertebral 

compression fracture, including osteoporosis, trauma, and 
neoplasm. Osteoporosis among postmenopausal women and 
patients on long-term steroid therapy are the most frequent 
causes.6

"
8 Percutaneous polymethylmethacrylate (PMMA) 

vertebroplasty was introduced in the United States approxi­
mately lO years ago, and since that time, it has become the 
standard of care for treatment of medically refractory verte­
bral compression fractures.9 

Conservative management of compression fractures has 
traditionally included analgesics, braces, immobilization, and 
physical therapy. 10

-
14 In its infancy, vertebroplasty was often 

deferred in favor of medical management to spare patients 
from a potentially risky procedure. However, bed rest and 
heavy narcotic usage carry a significant set of risks that are 
potentially avoided with early treatment, and practitioners are 
performing the procedure earlier as they become more 
experienced. 

Hece1ved April 19, 2006. accepted after rev1s1on June 17 

From the Department of Rad1ology (K F.L. K.R T. P.H.L. J.I.L. J T W .. D.F.K.). Mayo Clime. 
Rochester. Minn. Mayo Clinic College of Medicine (C A K.). Rochester. M1nn. and Depart­
ment of Radiology (K.F L ). Baylor Un1vers1ty Medical Center, Dallas. Tex 

A subset of the data in th1s manuscnpt was presented at American Soc1ety ol Sp1ne 
Radiology Annual Sympos1um. February 23-26. 2006. Las Vegas. Nev. where 1t won the 
Mentor Award tor Best Paper PresentatiOn It was also prev1ously presented at' NER 
Foundation & Annual Meet1ng of the Amencan Society of Neurorad1ology. Apnl 29-May 
5. 2006; San D1ego, Calif 

Please address correspondence to Kenn1th F layton. MD. Baylor Un1versity Med1cal Center. 
Department of Rad1ology, 3500 Gaston Ave. Dallas. iX 75246. e-mail· klayton@amencan­
rad com 

1693 

The literature contains many small case series on the effec­
tiveness of percutaneous vertebroplasty. 15

-
20 Most of these re­

ports are confined to the treatment of osteoporotic compres­
sion fractures and contain a limited evaluation of follow-up 
results. We provide a comprehensive review of the experience 
with vertebroplasty at a large academic center and evaluate 
multiple outcome measures over both short- and long-term 
follow-up periods. 

Materials and Methods 

Patient Population 
There were 552 patients treated between February 1999 and October 

2005. These 552 patients underwent 673 sessions to treat I 000 spinal 

compression fractures. Sixty-three percent of the treatment sessions 

( 425/673) involved treatment of a single level, whereas 27% (180/673) 

involved 2levels, 9% (58/673) involved 3levels, and 1% (9/673) in­

volved 4levels. A single case involved treatment of 5 levels, but there 

were no cases in which treatment of more than 5 fractures was per­

formed in a single session. The average age of patients in our study was 

74 years (SD, 10.8 years) with a range of28-96 years.~ expected, a 

significant percentage of the patients were women. Sixty-nine percent 

(379/552) were women, whereas 31% (173/552) were men. 

Selection Criteria 
Institutional review board approval was granted for this study. V er­

tebroplasty was offered to patients with imaging evidence of an acute 

or subacute compression fracture of the thoracolumbar spine. Pa­

tients ·with all causes of compression fracture were included in the 

study. Exclusion criteria for vertebroplasty typically included re­

sponse to medical management, noncorrelating pain, systemic or spi-
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nal infections, and technical factors such as gracile pedlcles or verte­

bra plana. Patients with other causes for pain such as disk herniation, 

spinal stenosis, or foramina! narrowing were also excluded unless a 

coexistent compression fracture was thought to contribute signifi­

cantly to their symptoms. Although most patients were treated ini­

tially with conservative medical management, inpatients with intrac­

table pain were offered the procedure earlier than those with pain of 

less severity. Even patients with prolonged symptoms occurring for 

many months were offered vertebroplasty if they had correlating pain 
with evidence of an unhealed fracture. An unhealed fracture was di­

agnosed if there was persistent edema on MR imaging or correspond­

ing radiopharmaceutical uptake on bone scintigraphy studies. Rarely, 
patients without vertebral edema on MR imaging or radiopharma­

ceutical uptake were considered to have an unhealed fracture if there 

was focal pain with palpation at fluoroscopy corresponding to a 

known vertebral compression fracture. The average duration of 
symptoms before treatment was 3.6 months. 

Vertebroplasty Procedure 
All vertebroplasty procedures were performed by neuroradiologists 
with expertise in spinal interventions. A preprocedure consultation 

was performed by a neuroradiologist usually within a few days of the 

procedure, and this consultation included a focused physical exami­
nation with fluoroscopic confirmation of correlating pain. Depend­

ing on the patient's underlying medical condition, procedures were 

performed with the patient under conscious sedation, deep sedation, 

or general anesthesia. Conscious sedation consisted of intravenous 

fentanyl and midazolam and was usually begun before placing the 

patient prone on the fluoroscopy table. Biplane fluoroscopy was used 
in all cases. After placing the patient prone on the table, we confirmed 

the fractured level with previously obtained imaging studies ~nd the 

level to be treated was localized by counting from above and below. 
Local anesthetic consisted of subcutaneous l% lidocaine and 0.25% 

bupivacaine into the deep soft tissues and periosteum with a 22-gauge 

spinal needle. An II- or 13-gauge needle with an inner stylet was then 

advanced under fluoroscopic guidance by using a transpedicular or 

para pedicular approach into the vertebral body. When the needle was 

at the junction of the pedicle and body, a biplane digital radiograph 

was obtained to confirm an appropriate trajectory and exclude a 

breech of the medial pedicle. The needle was then advanced into the 

anterior one third of the vertebral body in an attempt to reach the 

midline. At this point, biplane images were again obtained before 

PMMA injection. Under a vented hood, a mixture ofPMMA, barium, 

and I g of gentamicin was prepared. The cement was injected with an 

injection device or with I -mL syringes under biplane fluoroscopic 

observation until it reached the posterior one fourth of the vertebral 

body. 

The injection was terminated if venous, disk space, or epidural 

extravasation was encountered. If inadequate filling of the contralat­

eral hemivertebra was noted, a 2nd needle '1\'35 placed into the con­

tralateral side and additional cement was injected. Patients were in­

structed to remain supine for 2 hours after the procedure to allow for 

cement hardening and resolution of sedation. After 2 hours of bed 

rest, they were evaluated at the bedside and were allowed to ambulate. 

Outpatients were then discharged, whereas inpatients were allowed to 

ambulate as tolerated. Up to Slevels were treated at a single session in 

the early days of our practice. However, we now typically bring pa­

tients back for a 2nd procedure if more than 3 fractures need 

treatment. 
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Outcome Measures 
At the time of the preprocedurc consultation, patient mobility, pain 
medication usage, visual analog pain scale (0-10) at rest and with 
activity, and a modified Roland-Morris Disability Questionnaire 

score were obtained by trained vertebroplasty nurses and neuroradi­
ologists. The Roland-Morris scale was routinely instituted in our 
practice halfway through the study period because of its specificity in 

evaluating patients with compression fractures. 21 The visual analog 
scale was answered in the standard fashion, with 0 being no pain and 
10 being the worst pain ever experienced. Preprocedure pain medica­
tion type (narcotic versus nonnarcotic), frequency, and route (oral 

versus intravenous) were recorded. Two hours after vertebroplasty, 
patients were examined and a visual analog pain score was obtained at 

rest and with activity. Follow-up telephone interviews were con­
ducted byvertebroplastynursesat 1 week and I, 6, 12,and 24 months 

postprocedure. The inability to contact a patient for 1 time point did 
not preclude contact at later follow-up time points. Data recorded 
from the follow-up telephone interviews included subjective and vi­
sual analog pain scores at rest and with activity, Roland-Morris score, 
changes in medication use and mobility, and any complications or 
new fractures that were encountered. 

Statistical Analysis 
Statistical analysis was applied to the visual analog pain scores at rest 

and with activity as well as to the Roland-Morris score response. A 
nonpaired 2-tailed t test was applied to each follow-up time point to 
assess the significance of pain response and improvement in the Ro­

land-Morris score. 

Results 

General Patient Characteristics 
In the course of our study, l 000 thoracolumbar vertebral com­

pression fractures were treated during 673 procedures in 552 
patients. The average cement volume injected was 3.3 mL per 

level. Conscious sedation was used in 85% (574/673) of pa­

tients, with general anesthesia in 12% (79/673) and deep seda­

tion in 3% (20/673 ). Most of the patients who underwent gen­

eral anesthesia did so early in the course of the study (Fig l). As 
we became more experienced with the procedure, patients 
were more likely to be treated under conscious sedation. There 

was a slight decrease in the number of procedures performed 

during the last year of the study. This is e>.:plained, in part, by 

the inclusion of only 10 months of data during 2005. Addi­

tionally, we have recently noticed a small decrease in our ver­

tebroplasty volumes as the procedure is increasingly per­

formed at more institutions. Patients who were referred to our 

institution early in the course of our study are now more often 
treated locally as experience with the procedure expands. 

Eighty-four percent (562/673) of procedures were per­

formed for compression fractures related to osteoporosis. 

Compression fractures related to neoplastic involvement were 
the next most common and accounted for ll o/o (74/673) of 
procedures. The remaining 5% (37/673) of patients had frac­

tures caused by hemangiomas or trauma. Although osteopo­

rosis was the most common cause of vertebral compression 
fracture in both sexes, neoplastic fractures were a more com­
mon cause in men (17%) compared with women (8%). Sim­
ilar to previously reported case series, vertebral compression 

fractures occurred more commonly at the thoracolumbar 
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junction, with Tl2, Ll, and L2 accounting for 41 o/o of treated 
levels (Fig 2).22 To obtain a tissue diagnosis for a vertebral 
compression fracture, we performed a percutaneous biopsy in 
9o/o ( 61/673) of patients before injection of PMMA. Seventy­
nine percent (534/673) of patients underwent vertebroplasty 
as an outpatient procedure, and 21 o/o ( 139/673) of procedures 
were performed on inpatients. 

Twenty-three percent of the procedures (156/673). were 
followed by a new compression fracture or fractures, whereas 
77% (517/673) did not develop a new fracture. Of the 156 new 
fractures, 106 (68%) underwent another vertebroplasty 
procedure. 

Outcome Measures 
Compared with the preprocedure visual analog pain score, a 
significant decrease in pain was seen at rest and with activity. 
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The pain response was apparent at the 2-hour postprocedure 
evaluation and persisted for every follow-up time point up to 2 
years (Fig 3 ). Similarly, there was a significant improvement in 
the Roland-Morris score that was apparent at the 1-week fol­
low-up, and this was sustained throughout the 2-year fol­
low-up period (Fig 4). Of significance, the decrease in visual 
analog pain score and the Roland-Morris score was highly 
statistically significant at every follow-up time point, with a P 
value of <.001. In our patient population, we had a relatively 
high rate offollow-up. We were able to obtain follow-up as­
sessments in 89%, 84%, 75%, 67%, and 62% of patients at I 
week and 1, 6, 12, and 24 months, respectively. Most patients 
also reported an improvement in their mobility, a decrease in 
pain medication usage, and a qualitative decrease or complete 
resolution of their pain throughout the 2 years offollow-up 
(Table). Occasionally, patients reported no change in their 
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pain at the initial2-hour follow-up examination. We specifi­
cally evaluated this subset of patients to determine what their 
pain response was at later follow-up time points. Despite re­
porting no pain relief or worsening of pain at the 2-hour fol­
low-up, most of these patients did get eventual pain relief as 
demonstrated by a similar decrease in visual analog pain scale 
at the !-week through 2-year follow-up time points when 
compared with that of the entire patient population (Fig 5). 

Complications 
Clinically significant complications were encountered in only 
12 patients ( 1.8%). Rib fractures related to lying prone on the 
fluoroscopy table for the vertebroplasty procedure were the 
most common complication encountered and occurred in 7 
patients (I%). Any patient with focal chest wall pain that oc­
curred after the procedure and was clinically referable to the 
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ribs was considered to have a fracture, even if rib radiographs 
could not confirm a definite fracture. Therefore, it is possible 
that some of the rib fracture complications recorded could 
have been related to muscle pain rather than an actual fracture. 
A single patient was noted to have a transverse process fracture 
on the side of vertebroplasty needle placement that resulted in 
2 weeks of paraspinal pain. 

One patient had a clinically significant cement pulmonary 
embolus. This small embolus was immediately recognized be­
cause it occurred during the cement injection, resulting in 
termination of further cement injection. The patient reported 
pleuritic chest pain after the procedure and became dyspneic. 
Although a chest CT did reveal a cement pulmonary embolus, 
there were no long-term sequelae and the patient made a full 
recovery. . 

Five patients had new-onset radiculopathy in our study. 
However, 3 of these incidents were transient and without a 
radiographically identifiable cause, and only 2 clinically signif­
icant radiculopathy complications were encountered. In these 
2 patients, the radiculopathy persisted for several months, and 
there was radiographic evidence for cement in or very near the 
neural foramen at the treated level. 

A single patient had central spinal canal compromise in a 
neoplastic fracture. The posterior cortex of the vertebral body 
was disrupted on a preprocedure CT scan. Although cement 
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was cautiously placed in the vertebral body and no extraverte­
bral leakage was observed, the patient became symptomatic 
after the procedure, with evidence for neural compression. A 
postprocedure CT demonstrated interval posterior displace­
ment of tumor into the canal, which required surgical 
decompression. 

Of significance, no infectious complications were encoun­
tered in our study population, and no deaths were attributable 
to the vertebroplasty procedure. 

Although we do not consider minimal asymptomatic ex­
travertebral cement extravasation to be a complication of ver­
tebroplasty, any aberrant cement placement during the proce­
dures was recorded. Cement leakage into paravertebral veins, 
epidural veins, intervertebral disk space, and pulmonary vas­
culature was encountered in 170 patients (25% ). There were 8 
patients with cement leakage, with migration of a small 
amount of cement to the pulmonary vasculature. However, 

Fig 5. V1sual analog pa1n score changes in the subset of 

-+-Activity Pain lewl patients who d1d not expenence any pam relief at the 

-Rest Pam l.e¥el 2-hour postprocedure evaluation. Despite no pam relief 
at 2 hours. these patients expenenced sigmficant pam 
relief at the rema1mng follow-up t1me pomts up to 2 
years. 

3.4 

0.9 

1 yr 2'Jf 

Fig 6. 01stnbut1on of cases With cement leakage outs1de 
the vertebral body. 

only 1 of these patients (discussed previously) became symp­
tomatic. In the remaining 7 patients, there was no change in 
pulse oximetry readings or clinical status. This was likely due 
to the immediate recognition of cement extravasation and ter­
mination of injection. In 503 procedures ( 7 6%), no aberrant 
cement placement was encountered (Fig 6). 

Discussion 
Our study addressed both the short- and long-term outcomes 
for patients treated with vertebroplasty for vertebral compres­
sion fractures of all causes. In our study, most of the patients 
undergoing vertebroplasty were women, and the most com­
mon cause for vertebral compression fracture was osteoporo­
sis. We found an immediate improvement in the degree of 
pain after vertebroplasty that was present even at the 2-hour 
postprocedure follow-up evaluation. This improvement in 
pain continued for all follow-up time-points up to 2 years and 

AJNR Am J Neuroradiol 28.683-89 I Apr 2007 I www.ajnr.org 687 

1F\Q7 



was accompanied by a similar improvement in spine-related 
disability, mobility, and pain medication usage. 

There was a low complication rate in our study, and no 
procedure-related infection or death was encountered. All of 
the complications that we encountered have been described in 
previous vertebroplasty case reports.9•

23
•
24 Rib fractures oc­

curring at the time of vertebroplasty accounted for most of our 
complications and are not surprising given that the patients 
who undergo vertebroplasty procedures are predisposed to rib 
fractures. In fact, many patients who were treated with verte­
broplasty were noted to have rib fractures from minor trauma 
present before the procedure. We began performing percuta­
neous vertebroplasty in 1999, and much of our early experi­
ence was gained at a time when vertebroplasty literature was 
sparse and techniques were still evolving. Because we included 
the procedures at the beginning of our experience, the com­
plication rate for vertebroplasty would be expected to decrease 
even further because of the experience we have gained with 
our first 1 000 levels. 

To our knowledge, this is the largest reported comprehen­
sive series on the outcomes related to percutaneous vertebro­
plasty .. Previous articles on vertebroplasty outcomes have fo­
cused on specific etiologies such as osteoporosis or neoplasm. 
We reported on our experience with vertebroplasty in all pa­
tients, regardless of the underlying pathologic process. Pa­
tients in our study were followed up at specific intervals that 
included both short-term 2-hour evaluation and long-term 
2-year follow-up interviews. This consistent extended fol­
low-up allowed us to document both the short- and long-term 
outcomes associated with vertebroplasty and a sustained re­
sponse to treatment. In an attempt to accurately document the 
complication rate of vertebroplasty, we performed a thorough 
chart review. Besides evaluating the radiology reports and ra­
diology department follow-ups, we also reviewed all clinical 
follow-up visits with all clinical care providers in our institu­
tion. This was easily performed because of a systematic elec­
tronic medical record at our institution that includes all fol­
low-up contacts, either in person or by telephone. Such a 
rigorous follow-up is needed to document completely all po­
tential complications. 

There are numerous outcome measures recorded in the 
vertebroplasty literature that attempt to validate this proce­
dure in the treatment of vertebral compression fractures. 
However, there is significant variability in the outcome mea­
sures used to assess the viability of vertebroplasty. The most 
commonly reported measure is the visual analog pain score, 
which does provide important information to practitioners. 
However, relying on pain alone as an outcome measure fails to 
assess completely the adequacy or inadequacy of vertebro­
plasty for treating compression fractures. In a report by Trout 
et al, 21 the importance of a comprehensive tool for spine­
related disability, the Roland-Morris Disability Question­
naire, was documented. Any assessment of vertebroplasty 
should include an analysis of spine-specific measures of pain 
and disability. Our study incorporated the Roland-Morris 
Disability Questionnaire and an assessment of mobility and 
pain medication usage in a large number of patients. 

Reported complication rates from percutaneous vertebro­
plasty have been low.9

'
17

•
25

•
26 Even with an e>..'tensive review of 

the patients' charts in our study, we report a clinically signifi-
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cant complication rate of only 1%-2%. The low complication 
rate in our series is likely related to the expertise and subspe­
cialization of the operators. All of the procedures included in 
our study were performed by neuroradiologists with a specific 
interest in spine intervention. Epidural, paraspinal, intradis­
kal, and venous cement extravasation rates for percutaneous 
vertebroplasty are relatively high and have been documented 
to occur in up to 88% of patients. 27

'
30 In our study, 25% (170/ 

673) of patients had some form of cement leakage docu­
mented. The documented cases of cement leakage in our study 
were based on fluoroscopically visualized cement outside the 
vertebral body at the time of the procedure. Our patients do 
not routinely undergo CT evaluation afterward, but this per­
centage would likely be higher if CT were performed to detect 
smaller areas of cement extravasation. On the basis of our and 
others' results, it is apparent that small amounts of cement 
leakage alone should not be considered a complication of ver­
tebroplasty. It is important to recognize cement leakage dur­
ing the procedure so that it can be terminated or the contralat­
eral pedicle entered, but cement leakage should be considered 
a stopping point for injection rather than a complication. De­
spite a cement leakage rate of at least 25% in our series, the 
clinically significant complications related to cement leakage 
occurred in only 3 patients (0.45%) and included 2 patients 
with radiculopathy and a single cement pulmonary embolus. 
Therefore, claims that kyphoplasty is safer than vertebroplasty 
because of a decreased rate of cement leakage are 
unfounded. 31

'
32 

Our study has several limitations. Although we report on a 
large patient population with consistent outcome measures, 
our study is a retrospective review of a prospectively acquired 
data base. As with most studies on vertebroplasty, there is a 
potential for bias when patients are evaluated at follow-up. It is 
possible that the nurse or physician administering the fol­
low-up questions could unintentionally influence the re­
sponses that patients gave, depending on how the questions 
were asked. Because many of the patients were older and re­
sided in nursing homes, it is possible that responses to the 
follow-up questions were occasionally provided by family 
members or healthcare providers who interacted with the pa­
tients on a daily basis. In those cases in which the patient was 
unable to give responses to the follow-up questions because of 
disability or dementia, the responses recorded on follow-up 
from a surrogate interviewee may not accurately reflect the 
response intended by the patient. Although we did include 
responses from surrogate interviewees during follow-up inter­
views, these responses were limited to a basic assessment of 
pain, mobility, and medication usage. Surrogate responses 
were not recorded for the quantitative visual analog pain 
scores or Roland-Morris Disability Questionnaire. 

Although vertebroplasty is considered to be the treatment 
of choice for painful vertebral compression fractures by many 
physicians, it has yet to be validated by a prospective random­
ized study. There are randomized prospective studies cur­
rently underway in the United States and internationally, such 
as the Investigational Vertebroplasty Efficacy and Safety Trial 
(INVEST), that will address this shortfall in the current verte­
broplasty research. 33 It is only after the results of these studies 
are available that we can unequivocally state that vertebra-
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plasty has been validated as a treatment option for patients 
with painful compression fractures. 

Conclusion 
On the basis of our results, percutaneous PMMA vertebro­
plasty is a safe and effective method to treat vertebral compres­
sion fractures. An immediate improvement in pain can be 
expected for most patients, and disability, mobility, and pain 
medication use are improved during the short- and long-term 
periods. The complication rate of vertebroplasty is low, with 
rib fractures being the most common clinically significant 
complication. 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated from the Five Year Review 

February 2009 

Foot Bone Resection Partial 

CPT codes 28120, Partial excision (craterization, saucerization, sequestrectomy, or diaphysectomy) bone (eg, osteomyelitis or 
bossing); talus or calcaneus and 28122, Partial excision (craterization, saucerization, sequestrectomy, or diaphysectomy) bone (eg, 
osteomyelitis or bossing); tarsal or metatarsal bone, except talus or calcaneus were identified by the Five-Year Review Identification 
Workgroup as potentially misvalued through its Site of Service Anomaly screen in September 2007. The Workgroup reviewed all 
services that include inpatient hospital visits within their global periods, but are performed less than 50% of the time in the inpatient 
setting, according to recent Medicare utilization data. The RUC originally recommended a two-step action. First, the RUC removed 
the hospital visits from the service with no impact on the associated work RVU. Second, the RUC recommended that services be 
surveyed. At the April 2008 RUC Meeting, the specialty societies presented data that indicated that although these procedures are 
reported as outpatient procedures more than 50% of the time, patients typically spend at least one night in the hospital. The RUC 
deferred action on these issues until an adequate survey instrument was developed. The RUC approved a revised survey instrument in 
October 2008 and these procedures were surveyed for review at the February 2009 RUC Meeting. 

28120 
The RUC first considered the compelling evidence presented by the specialty societies to review the work of28120. The specialty 
societies indicated that during the Harvard studies, the wrong specialty was surveyed. The original surveys included only orthopaedic 
surgeons; however, podiatrists are the primary providers. Further, there is a rank order anomaly between 28120 and 28122. 
Currently, 28122 requires less physician time, but has a higher work RVU. The RUC agreed that compelling ~vidence exists to 
consider revaluation ofthe work RVU of28120. 

The specialty societies presented the results of a survey of 52 orthopaedic surgeons and podiatrists. 65% of the survey respondents 
indicated that patients spend at least one night in the hospital and are seen post-operatively by the physician on the same day of surgery 
following the procedure. The RUC agreed that the inclusion of one 99231 hospital visit was appropriate. The RUC also agreed with the 
two 99213 and three 99212 post-operative office visits as indicated by the surveyees. The RUC understands that the first two visits 
include a splint/bandage change. The physician continues to see the patient once per week until the wound heals and physical therapy 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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begins. The RUC reviewed the physician time and noted that the pre-service positioning time should be reduced to 10 minutes to more 
accurately reflect the service. Lastly, the RUC discussed the proposed work RVU and agreed with the survey 25th percentile work RVU 
of8.08. The RUC compared this service to several other codes to support the work RVU including, 15100, Split-thickness autograft, 
trunk, arms, legs; first 100 sq em or less, or 1% of body area of infants and children (except 1 5050) (work RVU = 9.74, pre-service= 
65, intra-service= 60, post-service = 20) and 29891, Arthroscopy, ankle, surgical, excision of osteochondral defect of talus and/or 
tibia, including drilling of the defect (work RVU = 9.47, pre-service= 50, intra-service= 60, post-service= 25). The RUC compared 
28120 to 49505, Repair initial inguinal hernia, age 5 years or older; reducible (work RVU = 7.88) and noted that the codes are 
similar, but that 28120 requires greater intensity and complexity. The RUC also agreed that the work RVU of8.08 corrects an 
existing rank order anomaly with 28122, which has a work RVU of7.56. Therefore, the RUC recommends the survey 25th 
percentile work RVU of 8.08 for CPT code 28120. 

28122 
The RUC first considered the compelling evidence presented by the specialty societies to review the work of28122. The specialty 
societies indicated that during the Harvard studies, the wrong specialty was surveyed. The original surveys included on orthopaedic 
surgeons; however, podiatrists are the primary providers. Further, there is a rank order anomaly between 28120 and 28122. 
Currently, 28120 requires greater physician time, but has a lower work RVU. The RUC agreed that compelling evidence exists to 
consider revaluation of the work RVU of 28122. 

The specialty societies presented the results of a survey of 52 orthopaedic surgeons and podiatrists. 67% of the survey respondents 
indicated that patients spend at least one night in the hospital and are seen post-operatively by the physician on the same day of surgery 
following the procedure. The RUC agreed that the inclusion of one 99231 hospital visit is appropriate. The RUC also agreed with the 
two 99213 and two 99212 post-operative office visits as indicated by the surveyees. The RUC reviewed the physician time and noted 
that the pre-service positioning time should be reduced to 10 minutes to more accurately reflect the service. Lastly, the RUC discussed 
the proposed work RVU and agreed that there is no compelling evidence to change the work RVU from its current value, which is 7.56. 
The RUC compared this service to several other codes to support the work RVU including, 33207, Insertion or replacement of 
permanent pacemaker with transvenous electrode(s); ventricular (work RVU = 8.00, pre-service= 47.5, intra-service= 60, post-service 
= 30) and 49505, Repair initial inguinal hernia, age 5 years or older; reducible (work RVU = 7.88, pre-service= 50, intra-service= 70, 
post-service= 20). The RUC also agreed that maintaining the current work RVU of7.56 is appropriate in relation to its 
recommendation for 28120. Therefore, the RUC recommends the maintaining the current work RVU of7.56 for 28120. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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Practice Expense 
The RUC recommends that the non-facility practice expense inputs be modified to reflect changes to the post-operative office visits 
and that the physician-assist time be modified to reflect changes to the intra-service time. 

CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

28120 Partial excision ( craterization, saucerization, sequestrectomy, or 090 8.08 
diaphysectomy) bone ( eg, osteomyelitis or bossing); talus or calcaneus 

28122 tarsal or metatarsal bone, except talus or calcaneus 090 7.56 

(No change) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 3 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 28120 

CPT Code:28120 Tracking Number Specialty Society Recommended RVU: 8.08 

Global Period: 090 RUC Recommended RVU: 8.08 

CPT Descriptor: Partial exctston (craterization, saucerization, sequestrectomy, or diaphysectomy) bone (eg, 
osteomyelitis or bossing); talus or calcaneus 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 62-year-old insulin-dependent diabetic female presents with a chronic, trophic ulcer on the 
posterior aspect of her right heel. A sinus tract leads to the calcaneus, and bone scans are positive for osteomyelitis. 
She requires resection of the posterior-inferior aspect of the right calcaneus. 

Percentage of Survey Respondents who found Vignette to be Typical: 74% 

Percent of survey respondents who stated they perform the procedure; In the hospital 87% , In the ASC 13% , In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 16% , Kept overnight (less than 24 hours) 18% , Admitted (more than 24 hours) 67% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 88% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 2% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: • Select and order the appropriate antibiotic(s) and confirm timing and 
administration. 
• Assure appropriate selection, timing, and administration of DVT prophylaxis. 
• Review results of preadmission testing including labs, X-rays, CT scans, bone scan, and/or MRis. 
• Perform H&P 
• Meet with patient and family to review planned procedure and post-operative management 
• Review informed consent with patient 
• Ven"fy that all required instruments and supplies are available 
• Monitor/assist with patient prone positioning; padding of bony prominences; and application of thermal 
regulation drapes 
• Assess position of the extremities and head, adjust as needed 
• The patient's leg is placed properly on the table and positioned with proper bolstering to aid surgical exposure. 
• Indicate areas of skin to be prepped and mark surgical incisions 
• The leg is prepped and draped. 
• Scrub and gown 

• Perform surgical "time out" with operating surgical team 
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CPT Code: 28120 
Description of Intra-Service Work: Under anesthesia, two semi-elliptical incisions are made on the posterior aspect of 
the right heel, encompassing a 1 em diameter ulcer. The insertion of the Achilles tendon is identified and protected. 
Using bone rongeurs and bone curettes, a portion of the posterior-inferior aspect of the calcaneus is resected and sent for 
culture and pathology. The remaining healthy bone is rasped smooth. The wound is inspected and irrigated. The wound 
; packed open. 

Description of Post-Service Work: 
Post-service work: in facility 
• Application of a dressing and short leg splint 
• Monitor patient stabilization in the recovery room. 
• Consultation with the family and patient regarding the surgery and postoperative regimen. 
• Communication with health care professionals including written and oral reports and orders. 
• Postoperative care is coordinated with recovery room nursing staff. 
• The patient is discharged to the orthopaedic floor for overnight observation to monitor wound, anticoagulation 

The physician visits the patient on the floor that evening. 
Discharge day: 

• The patient's vital signs are checked. 
• The circulation, sensation and motor function of the operated extremity are assessed. 
• Orders are written for evaluation of periodic imaging and laboratory reports; review of anticoagulation 
laboratory values and appropriate medication adjustment, and antibiotic and pain medication adjustments 
• Home restrictions (ie, activity, bathing) are discussed with the patient and family members 
• Physical therapy for the uses of crutches or walker is ordered 
• Write prescriptions for medications needed post-discharge. 
• Dictation of an operative report 
• Procedure note is written in the patient chart 
• All appropriate medical records are completed, including discharge summary and discharge instructions, and 
insurance forms . 

..:'ost-service work: in office 
• Examine and talk with patient 
• Answer patient/family questions 
• Removal of splint/dressings 
• Assessment of surgical wound 
• Assess of circulation, sensation and motor function of the operated extremity 
• Redress wound 
• Order physical therapy 
• Supervision of rehabilitation 
• Discuss progress with PCP (verbal and written) 
• Write medication prescriptions 
• Dictate progress notes for medical record 
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CPT Code: 28120 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) \01/2009 __/ 

Presenter(s): 
William Creevy, MD; Tye Ouzounian, MD; Frank Spinosa, DPM; Robb Mothershed, 
DPM; Timothy Tillo, DPM 

Specialty(s): AAOS; AOFAS; APMA 

CPT Code: 28120 

Sample Size: 300 IResp N: 52 I Response: 17.3% 

Sample Type: Random 

Low 25th octl Median* 75th octl Hiah 

Service Performance Rate 0.00 3.00 5.00 13.00 60.00 

Survey RVW: 4.00 8.08 8.89 10.55 18.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 10.00 

Pre-service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15.00 45.00 50.00 75.00 120.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit{s): 94.00 99211 x 0.00 12x 3.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

**Phys1c1an standard total m1nutes per E/M v1s1t: 99291 {70); 99292 {30); 99231 {20); 99232 {40); 99233 {55); 99238{38); 
99239 {55); 99211 {7); 99212 {16); 99213 {23); 99214 {40); 99215 {55); 99354 (60); 99355 (30); 99356 (60); 99357 {30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAG Straightforward Patient/Difficult Procedure 

CPT Code: 128120 Recommended Physician Work RVU: 8.08 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-service Time Pre Time Package 

Pre-Service Time 

Pre-service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positionin!=l Time: 10.00 3.00 7.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 50.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): ru!Q. 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): ~ 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit{s): 94.00 99211 x 0.00 12x 3.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 28120 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
ts this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code ~ 
28289 

Global 
090 

WorkRVU 
8.11 

Time Source· 
RUCTime 

CPT Descriptor Hallux rigidus correction with cheilectomy, debridement and capsular release of the first 
metatarsophalangeal joint 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

)ther Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: . 11 % of respondents: 21.1 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUC Time 

28120 28289 

I Median Pre-Service Time II 58.00 II 30.00 

I Median Intra-Service Time II 50.00 II 45.00 

I Median Immediate Post-service Time 20.00 30.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 20.0 0.00 

;xlian Discharge Day Management Time 38.0 0.00 

1 Median Office Visit Time 94.0 92.00 

I o.o II 0.00 

1~1 
197.00 

I Prolonged Services Time 

I Median Total Time 
Other time if appropriate 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____3_.3_8_.....11 L....l __ 3_.0_;8_----J 

....___3_.85_......~ll..____3_.o_8 ---l 

I LU~r~~-oc~y~o_f_m_edi __ .cal __ dec __ is_io_n_nmkm __ ·~g~----------------'li~---3-.4_6 __ -'ILI ____ 2_.1_1 __ --' 

Technical Skill/Physical Effort (Mean) 

~IT_ec_mn __ ·cal __ s~_·_r_e~~-rr_ed ______________________ ~l~l ___ 3_.3_1 __ ~~~~ ____ 3_.3_8 __ --' 

L.:l P:..::h~ys:..::ical;.;.;;;_;e:..::ffi:..::ort:..:....:..:re~qwr:;.:·;_ed ______________________ ____,ll 3.08 I ~~ ____ 3_.1_5 __ __, 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality l ~~ ___ 3_.54 __ --'l'~----3_.38 ____ ....J 

I Outcome depends on the skill and judgment of physician I ~~---3_.3_8 __ _.I ~~ ____ 3_.3_8 __ --' 

Ll Es __ tima __ ted __ ns_· _k_of_mal___,p,_ra_c_ti_ce_s_w_·t_WI_·th_poo,___r o_ut_co __ m_e ___ -.....~1 Ll ___ 3_.8_5 __ _.1 Ll ____ 3_.3_8 __ --' 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

I L... Pr_e-_Se_rn_·_ce_int __ ens___,ity~/c_o_mp..!.....le_xi..::ty ________________ --'l .... 1 ___ 3_.7_5 __ _.1 Ll __ 3_._18 __ __, 

L.:lm:;.:tt:;.:a;_-Se~~:..::ic:..::e:..::int:;.:e:;.:ns:;.:i~ty-k_omp~l-e~;_·ty~----------------'li .... ___ 3_.4_2 __ _.ILI ___ 3_._18----' 

~~ P_o_st-_Se_rn_·_ce_int __ ens___,ity'-/co __ mp.:..I_e~_·ty..:...-________________ __.ll.__ __ 3_,...5;_0 __ -'ljL.... __ 3_.3_6_....J 

Additional Rationale 

CPT Code: 28120 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
We believe that codes 28120 fifiTW~~>JQ!jL1£am~~e!b...l.Q;!@Til.J'Jlli~~~~TIQ.t!ffiJ!l:.!!:i@!.W~mni.!l.QlJ 
(eg. osteomyelitis or bossing); talus or calcaneus and 28122 Partial excision (craterization. saucerization. 
sequestrectomy. or diaphysectomy) bone (eg, osteomyelitis or bossing); tarsal or metatarsal bone, except talus or 
calcaneus need to be considered together because they haye similar and overlapping arguments for review, including 
wrong specialty surveyed and rank order anomaly. 
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CPT Code: 28120 
Both were brought forward by the RUC through the 5-Year Review ID workgroup as part of the site-of-service 
anomaly review. Both codes were then surveyed for the February 2008 RUC meeting but were postponed for 
review until the April2008 RUC meeting. At the April RUC meeting, the AAOS, AOFAS, and APMA presented 
the two codes for RUC review with a recommendation for an increase in value. At the April2008 RUC meeting the 
RUC heard the compelling evidence argument by the presenters and voted to accept the compelling evidence and to 
allow the presenters to recommend an increased value. However, the actual recommended RVW was rejected, after 
the compelling evidence was accepted, and the tab was sent to facilitation. At facilitation, it was agreed we would 
postpone final resolution until the RUC had determined a methodology for dealing with so-called "23hr" stay issues. 
At the October 2008 RUC meeting, the RUC Research subcommittee approved a revised RUC questionnaire and 

RUC Summary of Recommendation form that surveyed respondents on these questions. As such, we surveyed the 
codes and bring them forward to the RUC at this meeting for final consideration. 

Wrong Specialty Surveyed - 28120 
Current data for 28120 (2008 RVW =5.64) is based on a Harvard survey of orthopaedic surgeons. Podiatrists were 
not included in the Harvard study. Additionally, Harvard only surveyed intra-service time (of orthopaedic surgeons) 
and the post-op visits were predicted by a CMS contractor (Dan Dunn) using an algorithm (not survey). The current 
RVW (5.64) and Harvard time/visit data result in a low IWPUT = 0.007. 

Current Medicare utilization data indicate that podiatry is the primary provider for 28120 (51%) compared with 
orthopaedic surgery (37%). For the current R UC survey, both orthopaedic surgeons and podiatrists were surveyed. 
The survey statistics for all surveys and by specialty are presented below, showing that there is a significant 
difference in the post-operative visits between the specialties. 

Median Med 
SPEC Resp RVW EVAL POSIT sow Intra P.SO 99232 99231 99238 99213 99212 
ALL 52 8.89 45 10 15 50 20 1 1 1 2 3 
ORT 25 9.00 40 10 15 45 20 2 1 1 2 2 
POD 27 8.77 45 10 15 60 20 1 1 1 3 3 

Wrong Specialty Surveyed - 28122 
Current data for 28122 (2008 R VW = 7 .56) is based on a Harvard survey of orthopaedic surgeons. Podiatrists were 
not included in the Harvard study. Additionally, Harvard only surveyed intra-service time (of orthopaedic surgeons) 
and the post-op visits were predicted by a CMS contractor (Dan Dunn) using an algorithm (not survey). The current 
RVW (7.56) and Harvard time/visit data result in a low IWPUT = 0.033. 

Current Medicare utilization data indicate that podiatry is the primary provider for 28122 (74%) compared with 
orthopaedic surgery (21 %). For the current RUC survey, both orthopaedic surgeons and podiatrists were surveyed. 
The survey statistics for all surveys and by specialty are presented below, showing that there is a significant 
difference in the post-operative visits between the specialties. 

Median Med 
SPEC Resp RVW EVAL POSIT sow Intra P-SD 99232 99231 99238 99213 99212 
ALL 33 8.35 45 10 15 45 20 1 1 1 4 2 
ORT 10 8.00 40 10 15 45 20 2 1 1 2 2 
POD 23 9.00 45 10 15 60 20 1 1 1 2 4 

Rank Order Anomaly - 28120 and 28122 
We also note that the Harvard-based RVWs for 28120 (RVW=5.64) and 28122 (RVW=7.56) present a rank order 
anomaly. Harvard only surveyed for intra-time for these two codes, which showed that 28120 had greater intra-time 
•nan 28122 (67 vs 51 min). The prediction of post-work resulted in 28120 having less post-work compared with 

8122. This resulted in 28120 having a lower RVW than 28122. We believe this is incorrect and is clearly an 
indication that use of the prediction algorithm was flawed for these two codes. 

We believe there is a rank order anomaly- code 28120 should have a higher RVW than 28122 for the following 
reasons: 
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CPT Code: 28120 

• Code 28120 requires slightly more intra-operative time than 28122. The talus and calcaneus, being the 
largest bones of the foot, and the most weightbearing, would cause a greater risk of morbidity and 
subsequent limb loss in the typical diabetic patient with osteomyelitis. 

We believe we have compelling evidence to review the survey data and RVWs for 28120 and 28122 based on the 
arguments above that indicate the wrong specialty was surveyed and the predicted pre/post-work resulted .in 
incorrect assumptions (ie, incorrect rank order). 

RATIONALE FOR REVISING WORK RVUs: 

We have reviewed the pre-service time components and are recommending from the pre-service package 3 a 
decrease in pre-service evaluation time from to 33 minutes for both codes. This is consistent with the other 
foot/ankle codes that are part of the site-of-service review and is the standard for pre-service package 3. The pre­
service positioning time has been changed by increasing the pre-service positioning time for pre-service package 3 
by 17 minutes for a total of 20 minutes pre-service positioning time. The patient for 28120 will be prone, and 20 
minutes positioning for prone patients is the same positioning time used for prone patients in other recent 
orthopaedic RUC summary of recommendations. This allows us to maintain consistency across all musculoskeletal 
codes for pre-service positioning for prone patients 

28120 Site of Service: Although the Medicare claims data in the RUC database indicate 40% inpatient hospital and 
41 % outpatient hospital, our expert consensus panel believes these patients require close monitoring on the day of 
the procedure and are admitted for continued monitoring at least overnight. These patients typically have many co­
morbidities including diabetes. They require close observation of their medical status as well as wound inspection 
and monitoring of lower extremity neurovascular status. The next day, after examining the patient and reviewing f 
chart, the surgeon will determine if it is safe to discharge the patient. 

28122 Site of Service: The Medicare claims data in the RUC database indicate 25% inpatient hospital and 44% 
outpatient hospital, and 21% ASC. However, our expert consensus panel believes these patients require close 
monitoring on the day of the procedure and are admitted for continued monitoring at least overnight. These patients 
typically have many co-morbidities including diabetes. They require close observation of their medical status as 
well as wound inspection and monitoring of lower extremity neurovascular status. The next day, after examining the 
patient and reviewing the chart, the surgeon will determine if it is safe to discharge the patient. 

28120 and key ref 28288: In comparison to key reference code 28289 Hallux rigidus correction with cheilectomy, 
debridement and capsular release of the first metatarsophalangeal joint the intra-operative time and post-operative 
work for 28120 will be greater. Code 28289 is performed only 2% inpatient compared with 28120 which is 
performed 40% inpatient. The patient undergoing 28120 has more co-morbidities that will require the procedure to 
typically be performt:.d in a facility, with close monitoring after the procedure. Total time for 28120 is more than 100 
minutes greater than the total time for 28289. 

28122 and key ref 28289: In comparison. to key reference code 28289 Ostectomy, partial. exostectomy or 
condylectomy, metatarsal head. each metatarsal head the intra-operative time and post-operative work for 28120 
will be greater. Code 28288 is performed only 6% inpatient compared with 28122 which is performed 25% 
inpatient. More patients undergoing 28122 have more co-morbidities than code 28288 patients. Total time for 
28122 is significantly greater than the total time for 28288. 

We recommend an RVW of 8.08 for 28120 and 7.88 for 28122 and the time and visit information shown below 
This will correct the rank order anomaly between these two codes and correct the undervaluation of postoperative 
work predicted by Harvard. As the tables show, the IWPUTs for the recommended values are still very low (.022 
for 28120 and .030 for 28122). The last table, showing the recommended RVW in comparison to other similarly 
valued codes, confirms that the total times for 28120 and 28122 are quite high compared to codes with similar 
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CPT Code: 28120 
RVWs. This supports that the values we are recommending are, if anything, lower than they should be, but still in 
better rank order than if the current values were maintained. 

<\tatistics for 28120: --
Med 

Source IWPUT RVW EVAL POSIT sow Intra P·SO 99232 99231 99238 99213 99212 

Harvard 0.007 5.64 22 0 25 67 21 1.5 1 3.5 

Survey data -0.027 8.89 4a w 15 50 20 4 1 1 2 3 
Recommended 0.022 8.08 33 20 15 50 20 0 1 1 2 3 Data -

Statistics for 28122: 
Med 

Source IWPUT RVW EVAL POSIT sow Intra P-SO 99232 99231 99238 99213 99212 

Harvard 0.033 7.56 18 0 25 51 26 1.5 1 5 

Survey data 0.023 8.13 4a w 15 45 20 4 1 1 2 2 
Recommended 0.030 8.15 33 10 15 45 20 0 1 1 4 2 

Data 

Additional S up pol tmg e erences: 
TOTAL INTRA 

CPT DESCRIPTOR 08RVW TIME TIME 

29848 
Endoscopy, wrist, surgical, with release of transverse carpal 6.24 179 45 
lioament 

67911 Correction of lid retraction 7.38 183 50 

67904 Repair of blepharoptosis; (tarso) levator resection or 7.83 185 45 
advancement, external approach 

67904 Repair of blepharoptosis; (tarso) levator resection or advancement, 7.83 185 45 
MPC external approach 

49505 
Repair initial inguinal hernia, age 5 years or older; reducible 7.88 198 60 

MPC 

~@1'~ 
p,~ftiat excision { cri!!E~:rtzation;:~ucedZ8tion~Psequ~q!ljy;:;qr 

i$~ ~tr dia'ti Sectam ):bOnE:t(e · ~:osteom etitis or:boSSirf"j\ta'I'Sai'Ot 4() _7 ,,P'",~\ •..... Y ...... v· ... ,.g,_ ..• , .. , Y .. ,,· ..... -9•-------~--
metatarSal bone;· except-.talus,or calcaneus 

33207 
Insertion or replacement of permanent pacemaker with 8.00 239 60 
transvenous electrode(s); ventricular 

~~.121! Pa~al excision ( crateiization, ;saucerizatiori~,se~uestrecromy;:6r 
al8t>hYSeciomv):b6ne'ce&;.oSteomvetitis;oi-t>O:~ing¥;:;ta.'fo$\bf!6alcaneus ~,08 ~92 $0 

29891 Arthroscopy, ankle, surgical, excision of osteochondral defect of talus 
9.47 227 60 

MPC and/or tibia, including drilling of the defect 
50590 

Lithotripsy, extracorporeal shock wave 9.64 234 60 
MPC 

15100 Split-thickness autograft, trunk, arms, legs; first 100 sq em or less, or 
9.74 281 60 

MPC 1% of body area of infants and children (except 15050) 
54522 

Orchiectomy, partial 10.15 211 75 
MPC 

66984 
Extracapsular cataract removal with insertion of intraocular lens 

MPC 
prosthesis (one stage procedure), manual or mechanical technique 10.36 162 30 
(eg, irrigation and aspiration or phacoemulsificationl 

28299 Correction, hallux valgus (bunion), with or without sesamoidectomy; by 11.39 299 90 
MPC double osteotomy 

SERVICES REPORTED WITH MULTIPLE CPT CODES 
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CPT Code: 28120 
1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 

questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 28120 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Podiatry How often? Sometimes 

Specialty Orthopaedic Surgery How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national frequency not available 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
3,633 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Medicare claims data 

Specialty podiatry Frequency 1868 Percentage 51.41 % 

Specialty ortho Frequency 1294 Percentage 35.61 % 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? Yes 
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CPT Code: 28120 

'Tofessional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMMffiNDATION 

CPT Code: 28122 

CPT Code:28122 Tracking Number Specialty Society Recommended RVU: 7.88 

Global Period: 090 RUC Recommended RVU: 7.56 

CPT Descriptor: Partial exc1s1on (craterization, saucerization, sequestrectomy, or diaphysectomy) bone (eg, 
osteomyelitis or bossing); tarsal or metatarsal bone, except talus or calcaneus 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: A 62 year-old insulin-dependent diabetic female presents with a chronic, trophic ulcer on the 
plantar aspect of her right cuboid. A sinus tract leads to the cuboid, and bone scans are positive for osteomyelitis. She 
requires resection of the inferior aspect of the right cuboid. 

Percentage of Survey Respondents who found Vignette to be Typical: 80% 

Percent of survey respondents who stated they perform the procedure; In the hospital 83% , In the ASC 17%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 12% , Kept overnight (less than 24 hours) 30% , Admitted (more than 24 hours) 58% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 92% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 5% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: • Select and order the appropriate antibiotic(s) and confirm timing and 
administration. 
• Assure appropriate selection, timing, and administration of DVT prophylaxis. 
• Review results of preadmission testing including labs, X-rays, CT scans, bone scan and/or MRis. 
• Perform H&P 
• Meet with patient and family to review planned procedure and post-operative management 
• Review informed consent with patient 
• Verify that all required instruments and supplies are available 
• Monitor/assist with patient prone positioning; padding of bony prominences; and application of thermal 
regulation drapes 
• Assess position of the extremities and head, adjust as needed 
• The patient's leg is placed properly on the table and positioned with proper bolstering to aid surgical exposure. 
• Indicate areas of skin to be prepped and mark surgical incisions 
• Scrub and gown 
• Perform surgical "time out" with operating surgical team 

Description of Intra-Service Work: 
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CPT Code: 28122 · 
Under anesthesia, two semi-elliptical incisions are made on the plantar aspect of the cuboid, encompassing a 1 em 
diameter ulcer. Using bone rongeurs and bone~curettes, a portion of the cuboid is resected and sent for culture and 
pathology. The remaining healthy bone is rasped smooth. The wound is inspected and irrigated. The wound is packed 
open. 

Description of Post -Service Work: 
Post-service work: in facility 
• Application of a dressing and short leg splint 
• Monitor patient stabilization in the recovery room. 
• Consultation with the family and patient regarding the surgery and postoperative regimen. 
• Communication with health care professionals including written and oral reports and orders. 
• Postoperative care is coordinated with recovery room nursing staff. 
• The patient is discharged to the orthopaedic floor for overnight observation to monitor wound, drains, 
anticoagulation. The physician visits the patient on the floor that evening. 

Discharge day: 
• The patient's vital signs are checked. 
• The circulation, sensation and motor function of the operated extremity are assessed. 
• Orders are written for evaluation of periodic imaging and laboratory reports; review of . anticoagulation 
laboratory values and appropriate medication adjustment, and antibiotic and pain medication adjustments 
• Home restrictions (ie, activity, bathing) are discussed with the patient and family members 
• Physical therapy for the uses of crutches or walker is ordered 
• Write prescriptions for medications needed post-discharge. 
• Dictation of an operative report 
• Procedure note is written in the patient chart 
• All appropriate medical records are completed, including discharge summary and discharge instructions, and 
insurance forms. 

'ost-service work: in office 
• Examine and talk with patient 
• Answer patient/family questions 
• Removal of splint/dressings 
• Assessment of surgical wound 
• Remove sutures 
• Assess of circulation, sensation and motor function of the operated extremity 
• Redress wound 
• Order physical therapy 
• Supervision of rehabilitation 
• Discuss progress with PCP (verbal and written) 
• Write medication prescriptions 
• Dictate progress notes for medical record 
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CPT Code: 28122 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): 
William Creevy, MD; Tye Ouzounian, MD; Frank Spinosa, DPM; Robb Mothershed, 
DPM; Timothy Tillo, DPM 

Specialty(s): AAOS; AOFAS; APMA 

CPT Code: 28122 

Sample Size: 300 IResp N: 52 
I 

Response: 1703% 

Sample Type: Random 

Low 25th DCtl Median* 75th Dctl High 

Service Performance Rate OoOO 3000 6.00 15o00 50000 

Survey RVW: 4000 7088 8.35 10013 17000 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 15000 44000 45.00 60000 120000 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00' 99238x 1.00 99239x 0.00 

Office time/visit(s): 78.00 99211 x 0.00 12x 2.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
0 0 0 0 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30}; 99231 (20); 99232 (40); 99233 (55); 99238(38}; 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60}; 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 128122 Recommended Physician Work RVU: 7.56 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 10.00 3.00 7.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 50.00 

Immediate Post Service-Time: 20.00 

Post O~:terative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 78.00 99211 x 0.00 12x 2.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 28122 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
's this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
28288 

Global 
090 

WorkRVU 
5.81 

Time Source 
RUC Time 

CPT Descriptor Ostectomy, partial, exostectomy or condylectomy, metatarsal head, each metatarsal head 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from 'the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 13 

TIME ESTIMATES <Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

I Median Immediate Post-service Time 

I Median Critical Care Time 

I Median Other Hospital Visit Time 
1 
'1edian Discharge Day Management Time 

.!dian Office Visit Time 

I Prolonged Services Time 

I Median Total Time 

CPT Code: 
28122 

II 58.00 II 
II 50.00 II 

20.00 

0.0 

20.0 

38.0 

I 78.0 

I 0.0 

1~1 
1716 

% of respondents: 25.0 % 

Key Reference Source of Time 
CPT Code: RUCTime 

28288 

20.00 

30.00 

20.00 

0.00 

0.00 

0.00 

99.00 

0.00 

169.00 



INTENSITY /COMPLEXITY MEASURES (Meari). 

Mental Effort and Judgment <Mean) 
The number of possible diagnosis and/or the nwnber of I 3.56 ,..._I __ 2_. 7_8 _ __, 
management options that must be considered '------' 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

..___3_.78 _ __.11.____2.8_9 _ __. 

I'-U:..r:::.ge_n....:cy:....o_f_m_edi_._cal_dec_is_io_n_makin_ . ....:g::...... _______ __..JI ._I __ 3_.7_8 _ _.1~.-1 __ 3_.1_1 _ __..J 

Technical Skill/Physical Effort (Mean) 

I'-T_ec_hni_._cal_skil_· _I r_eqwr..._· ed-----------~1...._1 _3_.3_3 _ _.1 ._1 __ 3_.1_1 _ __, 

._I P_h::....ys_ical_e_ffi_ort_r_e ..... qmr_· _ed ___________ ____,ll 3.00 11._ __ 2_.7_8 _ ___, 

Psvcbological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I __ 3_.8_9 _ _.1~.-1 __ 2_.8_9 _ ___. 

I Outcome depends on the skill and judgment of physician II 3.78 I .... 1 __ 3_.3_3 _ __, 

._I Es_tima_ted_n_·s_k_of_mal--'p=-ra_c_ti_ce_s_m_·t _WI_·th_poo,___r _ou_tc_o_m_e ___ ___,l L-, __ 3_.7_3 _ _.1 ~-~ __ 3_.2_2 _ __..J 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI' Code Reference 
Service 1 

I~..:Pr.:.e:..-Se.;;..:.:..m...:· ce.:..:...:in::.:t.=ens::.i:::::ty:../co...:...:..mp..!..l:..;..ext:..::·~ty _________ ___.l ~-~ __ 3_.8_9 _ _.11'--_3_._11 _ ___, 

L..lm_tta_-Se_~_k_e_~_e_ns_i~ty_lc_om~~-ext_·cy~ ________ ___,lj..._ __ 3_.3_3_~1 .... 1 __ 2_.7_8 _ __, 

L..l P...:.o..,..st_-S_e~_ic_e_inte_ns_ity.:../_co_mp--!-le_xt-'.ty::....._ ________ ___,l ..... 1 __ 3_.3_3_~, L-1 __ 2_._78 _ ___, 

Additional Rationale 

CPT Code: 28122 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
We believe that codes 28120 Partial excision (craterization. saucerization. sequestrectomy. or diaphysectomy) bon 
(eg. osteomyelitis or bossing); talus or calcaneus and 28122 Partial excision (craterization. saucerization. 
sequestrectomy. or diaphysectomy) bone (eg. osteomyelitis or bossing); tarsal or metatarsal bone. except talus_ or 
calcaneus need to be considered together because they have similar and overlapping arguments for review, including 
wrong specialty surveyed and rank order anomaly. 
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CPT Code: 28122 
Both were brought forward by the RUC through the 5-Year Review ID workgroup as part of the site-of-service 
anomaly review. Both codes were then surveyed for the February 2008 RUC meeting but were postponed for 
review until the April2008 RUC meeting. At the April RUC meeting, the AAOS, AOFAS, and APMA presented 
the two codes for RUC review with a recommendation for an increase in value. At the April2008 RUC meeting the 
RUC heard the compelling evidence argument by the presenters and voted to accept the compelling evidence and to 
allow the presenters to recommend an increased value. However, the actual recommended RVW was rejected, after 
the compelling evidence was accepted, and the tab was sent to facilitation. At facilitation, it was agreed we would 
postpone fmal resolution until the RUC had determined a methodology for dealing with so-called "23hr" stay issues. 
At the October2008-RUC meeting, the RUC Research subcommittee approved a revised RUC questionnaire and 

RUC Summary of Recommendation form that surveyed respondents on these questions. As such, we surveyed the 
codes and bring them forward to the RUC at this meeting for final consideration. 

Wrong Specialty Surveyed - 28120 
Current data for 28120 (2008 RVW=5.64) is based on a Harvard survey of orthopaedic surgeons. Podiatrists were 
not included in the Harvard study. Additionally, Harvard only surveyed intra-service time (of orthopaedic surgeons) 
and the post-op visits were predicted by a CMS contractor (Dan Dunn) using an algorithm (not survey). The current 
RVW (5.64) and Harvard time/visit data result in a low IWPUT = 0.007. 

Current Medicare utilization data indicate that podiatry is the primary provider for 28120 (51%) compared with 
orthopaedic surgery (37%). For the current RUC survey, both orthopaedic surgeons and podiatrists were surveyed. 
The survey statistics for all surveys and by specialty are presented below, showing that there is a significant 
difference in the post-operative visits between the specialties. 

Median Med 
SPEC Resp RVW EVAL POSIT sow Intra P-SD 99232 99231 99238 99213 99212 
ALL 52 8.89 45 10 15 50 20 1 1 1 2 3 
ORT 25 9.00 40 10 15 45 20 2 1 1 2 2 
POD 27 8.77 45 10 15 60 20 1 1 1 3 3 

Wrong Specialty Surveyed - 28122 
Current data for 28122 (2008 RVW=7.56) is based on a Harvard survey of orthopaedic surgeons. Podiatrists were 
not included in the Harvard study. Additionally, Harvard only surveyed intra-service time (of orthopaedic surgeons) 
and the post-op visits were predicted by a CMS contractor (Dan Dunn) using an algorithm (not survey). The current 
RVW (7.56) and Harvard time/visit data result in a low IWPUT = 0.033. 

Current Medicare utilization data indicate that podiatry is the primary provider for 28122 (74%) compared with 
orthopaedic surgery (21 %). For the current RUC survey, both orthopaedic surgeons and podiatrists were surveyed. 
The survey statistics for all surveys and by specialty are presented below, showing that there is a significant 
difference in the post-operative visits between the specialties. 

Median Med 
SPEC Resp RVW EVAL POSIT sow Intra P-SD 99232 99231 99238 99213 99212 
ALL 33 8.35 45 10 15 45 20 1 1 1 4 2 
ORT 10 8.00 40 10 15 45 20 2 1 1 2 2 
POD 23 9.00 45 10 15 60 20 1 1 1 2 4 

Rank Order Anomaly - 28120 and 28122 
We also note that the Harvard-based RVWs for 28120 (RVW=5.64) and 28122 (RVW=7.56) present a rank order 
anomaly. Harvard only surveyed for intra-time for these two codes, which showed that 28120 had greater intra-time 
•ban 28122 (67 vs 51 min). The prediction of post-work resulted in 28120 having less post-work compared with 

3122. This resulted in 28120 having a lower RVW than 28122. We believe this is incorrect and is clearly an 
mdication that use of the prediction algorithm was flawed for these two codes. 

We believe there is a rank order anomaly- code 28120 should have a higher RVW than 28.122 for the following 
reasons: 
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CPT Code: 28122 

• Code 28120 requires slightly more intra-operative time than 28122. The talus and calcaneus, being the 
largest bones of the foot, and the most weightbearing, would cause a greater risk of morbidity and 
subsequent limb loss in the typical diabetic patient with osteomyelitis. 

We believe we have compelling evidence to review the survey data and RVWs for 28120 and 28122 based on the 
arguments above that indicate the wrong specialty was surveyed and the predicted pre/post-work resulted in 
incorrect assumptions (ie, incorrect rank order). 

RATIONALE FOR REVISING WORK RVUs: 

We have reviewed the pre-service time components and are recommending from the pre-service package 3 a 
decrease in pre-service evaluation time from to 33 minutes for both codes. This is consistent with the other 
foot/ankle codes that are part of the site-of-service review and is the standard for pre-service package 3. The pre­
service positioning time has been changed by increasing the pre-service positioning time for pre-service package 3 
by 17 minutes for a total of 20 minutes pre-service positioning time. The patient for 28120 will be prone, and 20 
minutes positioning for prone patients is the same positioning time used for prone patients in other recent 
orthopaedic RUC summary of recommendations. This allows us to maintain consistency across all musculoskeletal 
codes for pre-service positioning for prone patients 

28120 Site of Service: Although the Medicare claims data in the RUC database indicate 40% inpatient hospital and 
41 % outpatient hospital, our expert consensus panel believes these patients require close monitoring on the day of 
the procedure and are admitted for continued monitoring at least overnight. These patients typically have many co­
morbidities including diabetes. They require close observation of their medical status as well as wound inspection 
and monitoring of lower extremity neurovascular status. The next day, after examining the patient and reviewing r 
chart, the surgeon will determine if it is safe to discharge the patient. 

28122 Site of Service: The Medicare claims data in the RUC database indicate 25% inpatient hospital and 44% 
outpatient hospital, and 21% ASC. However, our expert consensus panel believes these patients require close 
monitoring on the day of the procedure and are admitted for continued monitoring at least overnight. These patients 
typically have many co-morbidities including diabetes. They require close observation of their medical status as 
well as wound inspection and monitoring of lower extremity neurovascular status. The next day, after examining the 
patient and reviewing the chart, the surgeon will determine if it is safe to discharge the patient. 

28120 and key ref 28288: In comparison to key reference code 28289 Hallux rigidus correction with cheilectomy, 
debridement and capsular release of the first metatarsophalangeal joint the intra-operative time and post-operative 
work for 28120 will be greater. Code 28289 is performed only 2% inpatient compared with 28120 which is 
performed 40% inpatient. The patient undergoing 28120 has more co-morbidities that will require the procedure to 
typically be performed in a facility, with close monitoring after the procedure. Total time for 28120 is more than 100 
minutes greate_r than the total time for 28289. 

28122 and key ref 28289: In comparison to key reference code 28289 Ostectomy. partial. exostectomy or 
condylectomy. metatarsal head, each metatarsal head the intra-operative time and post-operative work for 28120 
will be greater. Code 28288 is performed only 6% inpatient compared with 28122 which is performed 25% 
inpatient. More patients undergoing 28122 have more co-morbidities than code 28288 patients. Total time for 
28122 is significantly greater than the total time for 28288. 

We recommend an RVW of 8.08 for 28120 and 7.88 for 28122 and the time and visit information shown below 
This will correct the rank order anomaly between these two codes and correct the undervaluation of postoperative 
work predicted by Harvard. As the tables show, the IWPUTs for the recommended values are still very low (.022 
for 28120 and .030 for 28122). The last table, showing the recommended RVW in comparison to other similarly 
valued codes, confirms that the total times for 28120 and 28122 are quite high compared to codes with similar 
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CPT Code: 28122 
RVWs. This supports that the values we are recommending are, if anything, lower than they should be, but still in 
better rank order than if the current values were maintained. 

~tatistics for 28120: 
Med 

Source IWPUT RVW EVAL POSIT sow Intra P-SO 99232 99231 99238 99213 99212 
Harvard 0.007 5.64 22 0 25 67 21 1.5 1 3.5 

Survey data -0.027 8.89 4-a 4-G 15 50 20 4- 1 1 2 3 
Recommended 0.022 8.08 33 20 15 50 20 0 1 1 2 3 Data 

Statistics for 28122: 
Med 

Source IWPUT RVW EVAL POSIT sow Intra P-SO 99232 99231 99238 99213 99212 
Harvard 0.033 7.56 18 0 25 51 26 1.5 1 5 

Survey data 0.023 8.13 4-a 4G 15 45 20 4 1 1 2 2 
Recommended 0.030 8.15 33 10 15 45 20 0 1 1 4 2 Data 

Additi nal S 0 upporttng Rfi e erences: 
TOTAL INTRA 

CPT DESCRIPTOR 08RVW TIME TIME 

29848 
Endoscopy, wrist, surgical, with release of transverse carpal 6.24 179 45 
ligament 

67911 Correction of lid retraction 7.38 183 50 

67904 Repair of blepharoptosis; (tarso) levator resection or 7.83 185 45 
advancement, external approach 

67904 Repair of blepharoptosis; {tarso) levator resection or advancement, 7.83 185 45 
MPC external approach 

49505 
Repair initial inguinal hernia, age 5 years or older; reducible 7.88 198 60 

MPC 
Partial excision {craterization, saucerization, sequestrectomy, or 

28122 diaphysectomy) bone {eg, osteomyelitis or bossing); tarsal or 7.88 277 45 
metatarsal bone, except talus or calcaneus 

33207 Insertion or replacement of permanent pacemaker with 
8.00 239 60 

transvenous electrode(s); ventricular 

28120 
Partial excision {craterization, saucerization, sequestrectomy, or 8.08 292 50 diaphysectomy) bone (eg, osteomyelitis or bossing); talus or calcaneus 

29891 Arthroscopy, ankle, surgical, excision of osteochondral defect of talus 
9.47 227 60 

MPC and/or tibia, including drilling of the defect 
50590 

Lithotripsy, extracorporeal shock wave 9.64 234 60 
MPC 

15100 Split-thickness autograft, trunk, arms, legs; first 100 sq em or Jess, or 
9.74 281 60 

MPC 1% of body area of infants and children (except 15050) 
54522 

Orchiectomy, partial 10.15 211 75 
MPC 

66984 Extracapsular cataract removal with insertion of intraocular lens 

MPC 
prosthesis {one stage procedure), manual or mechanical technique 10.36 162 30 
(eQ, irriQation and aspiration or phacoemulsification) 

28299 Correction, hallux valgus {bunion), with or without sesamoidectomy; by 
11.39 299 90 

MPC double osteotomy 

SERVICES REPORTED WITI1 MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 
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CPT Code: 28122 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 28122 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Podiatry How often? Commonly 

Specialty Orthopaedic Surgery How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 0 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national frequency not available 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0. 00 % 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
10,213 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. Medicare claims data 

Specialty podiatry Frequency 7459 Percentage 73.03 % 

Specialty ortho Frequency 2263 Percentage 22.15 % 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? Yes 
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CPT Code: 28122 

Professional Liability Insurance Information (PLI) 

')oes the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. The current PLI RVU for 28122 should be 
maintained as there has been no reconunended chang in work R VU. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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Summary of Direct Expense Changes 
RUC Recommendations for CMS Requests where Physician Work and Time were Reviewed 

February and April 2009 RUC Meetings 
-- -=,--o=r T=:_-::. __ c= --

------,--------c----r~ 1 I ~-- I I I l_l I I I ------ ·-- - --~ -------- ----

Practice Expense Physician Time Practice Expense Physician Time Components prior to the 
Components Recommended 

----- February and April 2009 RUC Meetings --1---
Change in Post Op Visit Info 

February and April 2009 RUC Meetings - --- ---- ··---------------------- -- ----,--

Change in Change in 
Clinical Clinical Labor 

Clinical Current Change Labor from Change in Time from 
00 .... N M .., 00 .... N M .., 00 .... N M .., 

CPT Intra· Labor M .... .... .... .... Intra in Intra Staff M .... .... .... .... change in M .... ... .... .... Post Op Change in N N N N N N N N N N N N N N N 

Code Service Assist G) G) G) G) G) Time time Type G) G) G) G) G) Intra time G) G) G) G) G) VIsits Post Op Visits G) G) G) G) G) G) G) G) G) G) G) G) G) G) G) 

26480 60 0 0.5 3 1 60 0 L037D 4 0 0 -1 1 Yes 9 - o3 L037D -17 0 
- --------

28120 50 50 1 2 0 67 -17 1 0 3.5 0 0 0 -0.5 2 0 Yes 58.5 
28122 45 45 1 0 2 2 0 51 -6 L037D 1 0 5 0 0 -6 0 0 -3 2 0 Yes -9 

1-0 ---------
28725 90 0 1 0 2 3 ~ 60 30 L037D 4 __g 0 0 0 0 -2 3 0 Yes 54 
28730 100 0 10 2 3 0 120 -20 L037D 1 0 0 5 0 0 0 0 2 -2 0 Yes -18 
36825 120 0 1 0 1 2 0 81 39 L037D 1 0 2.5 0 0 0 0 0 -1.5 2 0 Yes 31.5 
42415 150 0 1 0 1 2 0 156 -6 L037D 1 0 0 3.5 0 0 0 0 1 -1.5 0 Yes -27 

42420 
------

0 ~ 2 0 18~- -2 L037D 1 0 0 3.5 0 0 0 0 1 -1.5 0 Yes -27 180 0 1 
49507 70 0 1 _ _Q 1 1 0 67.5 2.5 L037D 1 0 1 1 0 0 0 0 or--o 0 No 0 
---

1 1 1 0 90 0 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 49521 90 0 0 -----1 0 0 L037D 1 
r---

1 0 0 0 0 0 0 No 0 49587 60 0 __Q 1 1 60 0 1 0 -
69100 12 8 10 2 L037D 1 No 0 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated from the Five Year Review 

February 2009 

Foot Arthrodesis 

CPT codes 28725, Arthrodesis; subtalar and 28730, Arthrodesis, midtarsal or tarsometatarsal, multiple or transverse; were identified 
by the Five-Year Review Identification Workgroup as potentially misvalued through its Site of Service Anomaly screen in September 
2007. The Workgroup reviewed all services that include inpatient hospital visits within their global periods, but are performed less 
than 50% of the time in the inpatient setting, according to recent Medicare utilization data. The RUC originally recommended a two­
step action. First, the RUC removed the hospital visits from the service with no impact on the associated work RVU. Second, the 
RUC recommended that services be surveyed. At the April2008 RUC Meeting, the specialty societies presented data that indicate 
that although these procedures are reported as outpatient procedures more than 50% of the time, patients typically spend at least one 
night in the hospital. The RUC deferred action on these issues until an adequate survey instrument was developed. The RUC 
approved a revised survey instrument in October 2008 and these procedures were surveyed for review at the February 2009 RUC 
Meeting. 

28725 
The RUC reviewed the specialties' evidence in order to recommend increases in the current work RVU for 28725. The specialties 
noted that the procedure has never been reviewed by the RUC and that podiatrists, who perform 31% of the procedures were not 
included in the original Harvard survey. The RUC did not agree that compelling evidence existed to justify an increase in work RVU, 
but did agree that there was evidence to support a recommendation by the specialties to maintain the current work RVU. The 
specialty societies presented the results of a survey of71 orthopaedic surgeons and podiatrists. The survey data showed that 74% of 
patients stay overnight following the surgery. The specialty also indicated that the typical patient is seen on the same day following 
the procedure as well as the next day. Because these patients typically have several morbidities, including diabetes, they require close 
observation of their medical status as well as wound inspection and monitoring of lower extremity neurovascular status. Therefore, 
the RUC agreed that one 99231 hospital visit as well as a full 99238 discharge day management service are appropriate. The RUC 
reviewed the survey data and agreed with the survey median physician times of 70 pre-service, 90 intra-service, and 20 immediate 
post-service. The RUC was convinced, following a review of the survey data, that that the survey physician time and visit data 
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accurately the work included in the procedure. Based on its review of the survey data, the RUC agreed that the current work RVU of 
11.97 was the appropriate valuation of the work involved in the service. The RUC noted that the current work RVU is below the 
survey 25th percentile work RVU. The RUC also reviewed several reference codes to support a work RVU of 11.97 for 28725. 
Codes 28261, Capsulotomy, midfoot; with tendon lengthening, (work RVU = 12.91, pre-service= 60, intra-service= 103, post-service 
= 30) and 25608, Open treatment of distal radial intra-articular fracture or epiphyseal separation; with internalfixation of2 
fragments, (10.86, pre-service= 65, intra-service= 90, post-service= 30). The RUC recommends maintaining the current work 
RVU of 11.97 and accepting the median survey physician time and post-operative visits for CPT code 28725. 

28730 
The RUC reviewed the specialties' evidence in order to recommend increases in the current work RVU for 28730. The specialties 
noted that the procedure has never been reviewed by the RUC and that podiatrists, who perform 33% of the procedures were not 
included in the original Harvard survey. The RUC did not agree that compelling evidence existed to justify an increase in work RVU, 
but did agree that there was evidence to support a recommendation by the specialties to maintain the current work RVU. The 
specialty societies presented the results of a survey of71 orthopaedic surgeons and podiatrists. The survey data showed that 74% of 
patients stay overnight following the surgery. The specialty also indicated that the typical patient is seen on the same day following 
the procedure as well as the next day. Because these patients typically have several morbidities, including diabetes, they require close 
observation of their medical status as well as wound inspection and monitoring of lower extremity neurovascular status. Therefore, 
the RUC agreed that one 99231 hospital visit as well as a full 99238 discharge day management service are appropriate. The RUC 
survey data and agreed with the survey median physician times of 70 pre-service, 100 intra-service, and 20 immediate post-service. 
The RUC was convinced, following a review of the survey data, that the survey physician time and visit data accurately the work 
included in the procedure. Based on its review ofthe survey data, the RUC agreed that the current work RVU of 12.21 was the 
appropriate valuation of the work involved in the service. The RUC also noted that the current work RVU is below the survey 25th 
percentile work RVU. The RUC also reviewed several reference codes to support a work RVU of 12.21 for 28730. 28309, 
Osteotomy, with or without lengthening, shortening or angular correction, metatarsal; multiple (eg, Swanson type cavus foot 
procedure) (work RVU = 13.96, pre-service= 60, intra-service= 110, post-service= 30) and 29862, Arthroscopy, hip, surgical; with 
debridement/shaving of articular cartilage (chondroplasty), abrasion arthroplasty, and/or resection of labrum (work RVU = 10.97, 
pre-service= 75, intra-service= 100, post-service= 30). The RUC noted that while the procedures are similar in intensity and 
complexity, 28730 required less intra-service time than 28309, which accounts for the smaller work RVU. The RUC also commented 
that 28730 is similar to 29862, ,which both require 100 minutes of intra-service time, but requires slightly more complexity, which 
supports the higher work RVU of28730. The RUC recommends maintaining the current work RVU of 12.21 and accepting the 
median survey physician time and post-operative visits for CPT code 28730. 
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Practice Expense 
The RUC recommends that the non-facility practice expense inputs be modified to reflect changes to the post-operative office visits 
and that the physician-assist time be modified to reflect changes to the intra-service time. 

CPT Code CPT Descriptor Global WorkRVU 
(•New) Period Recommendation 

28725 Arthrodesis; subtalar 090 11.97 

(No Change) 

28730 Arthrodesis, midtarsal or tarsometatarsal, multiple or transverse; 090 12.21 

(No Change) 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 28725 

CPT Code:28725 Tracking Number Specialty Society Recommended RVU: 13.50 

Global Period: 090 RUC Recommended RVU: 11.97 

CPT Descriptor: Arthrodesis; subtalar 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 36-year-old male presents with a chronic, painful foot secondary to an old calcaneal 
fracture. Clinical fmdings, X-rays and aCT scan reveal an arthritic subtalar joint. He undergoes a subtalar arthrodesis. 

Percentage of Survey Respondents who found Vignette to be Typical: 83% 

Percent of survey respondents who stated they perform the procedure; In the hospital 89% , In the ASC 11%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 17% , Kept overnight (less than 24 hours) 56% , Admitted (more than 24 hours) 27% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 89% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 18% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 3% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 

• Select and order the appropriate antibiotic(s) and confirm timing and administration. 
• Assure appropriate selection, timing, and administration of DVT prophylaxis. 
• Review results of preadmission testing including labs, X-rays, CT scans, and/or MRis. 
• Perform H&P 
• Meet with patient and family to review planned procedure and post-operative management 
• Review informed consent with patient 
• Verify that all required instruments and supplies are available 
• Monitor/assist with patient positioning; padding of bony prominences; and application of thermal regulation 
drapes 
• Assess position of the extremities and head, adjust as needed 
• The patient's leg is placed properly on the table and positioned with proper bolstering to aid surgical exposure. 
• Indicate areas of skin to be prepped and mark surgical incisions 
• A tourniquet is placed on the proximal thigh 
• The leg is prepped and draped. 
• The leg is elevated and exsanguinated. 
• Scrub and gown 
• Perform surgical "time out" with operating surgical team 
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CPT Code: 28725 
Description of Intra-Service Work: Under anesthesia, an incision is made over the lateral hindfoot. Neurovascular 
structures are identified and protected. The incision is carried down through the sinus tarsi to the subtalar joint. The 
articular cartilage in the subtalar joint is removed down to bleeding bone. Loose fragments are irrigated and removed. 
The foot is placed in a functional position and the fusion is fixed with internal fixation. Position is verified using 
.Iuoroscopy. The wound is inspected and irrigated. Bone graft is inserted as necessary. A hemovac drain is placed. 
The wound is closed in layers. 

Description of Post-Service Work: 

Post -service work: in facility 
• Application of a dressing and short leg splint. 
• Monitor patient during reversal of anesthesia. 
• Assist in transfer of patient from operating table to gurney. 
• Monitor transport of patient from operating room to recovery room 
• Discuss postoperative recovery care with anesthesia and nursing staff. 
• Discuss procedure and outcome with family in waiting area. 
• Write brief operative note or complete final operative note and place in chart. 
• Dictate operative report and copy referring physician(s). 
• Correctly assign CPT codes including Physicians Quality and Reporting Initiative (PQRI) add-on codes where 
appropriate. 
• Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. 
• Monitor and document patient progress. 
• Assess pain scores and adequacy of analgesia. 
• Review nursing/other staff patient chart notes. 
• The circulation, sensation and motor function of the operated extremity are assessed. 
• Orders are written for evaluation of periodic imaging and laboratory reports; review of anticoagulation 

hnr.:.rn,rv values and appropriate medication adjustment, and antibiotic and pain medication adjustments 
Home restrictions (ie, activity, bathing) are discussed with the patient and family members 
Write prescriptions for medications needed post-discharge. 

• Dictation of an operative report 
• Procedure note is written in the patient chart 
• All appropriate medical records are completed, including discharge summary and discharge instructions, and 
insurance forms. 

Post-service work: in office 
• Examine and talk with patient 
• Answer patient/family questions 
• Removal of splint/dressings 
• Assessment of surgical wound 
• Remove sutures 
• Assess of circulation, sensation and motor function of the operated extremity 
• Redress wound 
• Order occupational therapy 
• Supervision of rehabilitation 
• Discuss progress with PCP (verbal and written) 
• Write medication prescriptions 
• Dictate progress notes for medical record 

1732 



CPT Code: 28725 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): William Creevy, MD; Tye Ouzounian, MD; Frank Spinosa, DPM; Robb Mothershed, 
DPM; Timothy Tillo, DPM --

Specialty(s): AAOS; AOFAS; APMA 

CPT Code: 28725 

Sample Size: 300 'Resp N: 71 I -Response: 23.6 % 

Sample Type: Random 
-

Low 25th pctl Median* 75th octl H!g_h 

Service Performance Rate 0.00 3.00 6.00 15.00 100.00 

SurveyRVW: 8.30 13.50 15.00 16.00 30.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 35.00 70.00 90.00 120.00 300.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits • Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 101.00 99211 x 0.00 12x 2.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: J28725 Recommended Physician Work RVU: 11.97 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 45.00 33.00 12.00 

Pre-Service Positioning Time:. 10.00 3.00 7.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 90.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 101.00 99211 x 0.00 12x 2.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 28725 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised pro9edure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27870 

Global 
090 

CPT Descriptor Arthrodesis, ankle, open 

KEY MPC COMPARISON CODES: 

WorkRVU 
15.21 

Time Source 
RUC Time 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 

CPT Descriptor 1 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Global Work RVU 
0.00 

Time Source 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 45 

TIME ESTIMATES <Median) 

I Median Pre-Service Time 

I Median Intra-Service Time 

I Median Immediate Post-service Time 

I Median Critical Care Time 

I Median Other Hospital Visit Time 

I \1edian Discharge Day Management Time 

edian Office Visit Time 

1 Prolonged Services Time 

I Median Total Time. 

CPT Code: 
28725 

II 70.00 II 
II 90.00 II 

20.00 

0.0 

20.0 

38.0 

101.0 

0.0 

I~ 
1734 

% of respondents: 63.3 % 

Key Reference Source of Time 
CPT Code: 

27F:70 

60.00 

140.00 

30.00 

0.00 

40.00 

38.00 

92.00 

0.00 

400.00 



INfENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The nwnber of possible diagnosis and/or the number of 3.56 II 
management options that must be considered ....__ ___ _, '-------' 

3.63 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___3.5_3__,1.__1 __ 3.5_6 _ __, 

._I U.;...r..::ge_nc-'y~of_m_edi_·cal_dec_is_io_n_maki.ng_ . ....!:,. ________ --'1._1 __ 2_.4_3 _ _.1._1 __ 2_.5_1 _ __. 

Technical Skill/Physical Effort (Mean) 

I ._T_e_crurn_·c_ru_s_~_I_re-'~~·-ed ____________ __,l._l __ 4_.1_6 _ _.11._ __ 4_.1_5 _ __, 

L-1 P-'hy'-s_ical_effi_o_n_f_equired..._· ___________ ___.II 3.82 1._1 __ 3_.8_3 _ __. 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortruity ljL-__ 3_.7_1 _ _,1._1 __ 3_.8_5 _ __. 

l Outcome depends on the skill and judgment of physician I ~....1 __ 4_.2_4 _ _,1 ~....1 __ 4._2_0 _ __. 

._I Es_tima_te_d_ns_· _k_of_mru---'p~ra_c_ti_ce_s_w_·t_WI_.th_._poo_r_om_co_m_e ___ __,l,_l __ 3_.6_8 _ _.1 L-1 __ 3._7_1 _ __, 

INfENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

l~....Pr_e_-Se_m_· ce_inte_ns_ity..::../_co_mp....:.....le_XI_,·ty:......_ ________ _.l ..... 1 __ 3_.64 _ __.11.____3_.6_1_--' 

._lmn_a_-Se_m_·c_e_~_e_ns_i~ty_lc_o_m~¢_eXI_·ty~----------'l._l __ 4_.1_1 _ _,1._1 __ 4_.0_7 _ __, 

._lP_o_&_-S_e~_ice_m_re_ns_ity~/c_om-'p~l_eXI_·ty~----------'1._1 __ 3_.3_1 _ _,1._1 __ 3_._32 _ __, 

Additional Rationale 

CPT Code: 28725 

Describe the process by which your specialty society reached your final reconunendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fonnula and format. 
We believe that codes 28725 Arthrodesis; subtalar and 28730 Arthrodesis, midtarsal or tarsometatarsal. multiple or 
transverse, need to be considered together because they have similar and overlapping arguments for review, includille. 
wrong specialty surveyed. Both were brought forward by the RUC through the 5-Year Review ID workgroup as part 
of the site-of-service anomaly review. Both codes were then surveyed for the February 2008 RUC meeting but were 
postponed for review until the Apri12008 RUC meeting. At the April.RUC meeting, the AAOS, AOFAS, and 
APMA in a joint letter requested the two codes be postponed further until the RUC had arrived at a methodology for 
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CPT Code: 28725 
dealing with procedures where the dominant specialties believed physicians were performing hospital visits and 
patients were not being discharged within 23 hoJJrs even if the hospitals were reporting a same-day discharge. At the 
October 2008 RUC meeting, the RUC Research subcommittee approved a revised RUC questionnaire and RUC 
Summary of Recommendation form that surveyed respondents on these questions. As such, we surveyed the codes 
md bring them forward to the RUC at this meeting for final consideration. 

Wrong Specialty Surveyed - 28725 
Current data for 28725 (2008 RVW = 11.97) is based on a Harvard survey of orthopaedic surgeons. Podiatrists 
were not included in the Harvard study. Additionally, Harvard only surveyed intra-service time (of orthopaedic 
surgeons) and the post-op visits were predicted by a CMS contractor (Dan Dunn) using an algorithm (norsurvey). 

Current Medicare utilization data indicate that podiatry is a very significant provider for 28725 (31 %). For the 
current RUC survey, both orthopaedic surgeons and podiatrists were surveyed and we believe this is a more 
thorough and accurate assessment of providers. The survey statistics for all surveys and by specialty are presented 
below, showing that there is a significant difference in the post-operative visits between the specialties. 

Median Med 
SPEC Resp RVW EVAL POSIT sow Intra P-SO 99231 99238 99213 99212 
ALL 71 15.00 45 10 15 90 20 1 1 3 2 
ORT 49 15.00 40 10 15 100 20 1 1 3 1 
POD 22 14.35 60 15 17.5 97 30 1 1 4 2 

Wrong Specialty Surveyed - 28730 
Current data for 28730 (2008 RVW = 12.21) is based on a Harvard survey of orthopaedic surgeons. Podiatrists 
were not included in the Harvard study. Additionally, Harvard only surveyed intra-service time (of orthopaedic 
surgeons) and the post-op visits were predicted by a CMS contractor (Dan Dunn) using an algorithm (not survey). 

Current Medicare utilization data indicate that podiatry is a very significant provider for 28730 (33%). For the 
current RUC survey, both orthopaedic surgeons and podiatrists were surveyed and we believe this is a more 
thorough and accurate assessment of providers. The survey statistics for all surveys and by specialty are presented 
below, showing that there is a significant difference in the post-operative visits between the specialties. 

Median Med 
SPEC Resp RVW EVAL POSIT sow Intra P-SO 99231 99238 99213 99212 
ALL 71 15.00 45 10 15 100 20 1 1 3 2 
ORT 49 15.70 45 10 15 120 20 1 1 3 1 
POD 22 14.00 60 15 20 120 30 1 1 4 2 

We believe we have compelling evidence to review the survey data and R VW s for 28725 and 28730 based on the 
arguments above that indicate the wrong specialty was surveyed and the predicted pre/post-work resulted in 
incorrect assumptions 

RATIONALE FOR REVISING WORK RVUs: 

We have reviewed the pre-service time components and are recommending the pre-service package of 3. We are 
using 33 for pre-service evaluation time This is consistent with the other foot/ankle codes that are part of the site-of­
~rvice review and is the standard for pre-service package 3. The pre-service positioning time has been kept at 3 

minutes, which is the pre-service positioning time assigned by pre-service standard package 3. Pre-service Scrub, 
Dress and Wait time is also maintained at 15 minutes. 

28725 Site of Service: Although the Medicare claims data in the RUC database indicate 41% inpatient hospital and 
49% outpatient hospital, our expert consensus panel believes these patients require close monitoring on the day of 
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CPT Code: 28725 
the procedure and are admitted for continued monitoring at least overnight. These patients typically have many co­
morbidities including diabetes. They require close observation of their medical status as well as wound inspection 
and monitoring of lower extremity neurovascular status. The next day, after examining the patient and reviewing the 
chart, the surgeon will determine if it is safe to discharge the patient. Our expert panel does not believe a separat' 
hospital visit is typically performed on the day of the procedure. 

28730 Site of Service: The Medicare claims data in the RUC database indicate 38% inpatient hospital and 49% 
outpatient hospital, and 12% ASC. However, our expert consensus panel believes these patients require close 
monitoring on the day of the procedure and are admitted for continued monitoring at least overnight. These patients 
typically have many co-morbidities including diabetes. They require close observation of their medical status as 
well as wound inspection and monitoring of lower extremity neurovascular status. The next day, after examining the 
patient and reviewing the chart, the surgeon will determine if it is safe to discharge the patient. Our expert panel 
does not believe a separate hospital visit is typically performed on the day of the procedure. 

28725 and key ref 27870: In comparison to key reference code 28289 Arthrodesis, ankle, open, the intra-operative 
time for 28725 will be less than 27870 (90 minutes versus 140 minutes) as will post-operative work for 28725 (28725 
has a total post-operative visit time of 121 minutes versus a total post-operative visit time of 132 minutes for 27870) 
Total time for 27870 is 80 minutes more than the total time for 28725 (400 minutes for 27870 and 320 minutes for 
28725). The IWPUT for 28725 is appropriately greater than the IWPUT for 27870 (.071 versus .048) 

28730 and key ref 27870: In comparison to key reference code 28289 Arthrodesis. ankle, open, the intra-operative 
time for 28730 will be less than 27870 (100 minutes versus 140 minutes) as will post-operative work for 28730 
(28730 has a total post-operative visit time of 121 minutes versus a total post-operative visit time of 132 minutes for 
27870). Total time for 27870 is 70 minutes more than the total time for 28730 (400 minutes for 27870 and 330 
minutes for 28730). The IWPUT for 28730 is appropriately greater than the IWPUT for 27870 (.069 versus .048) 

We recommend an RVW of 13.50 for 28725 and 14.00 for 28730 and the time and visit information shown 
below. This will correctly value these two procedures relative to key reference code 27870 and other codes in the 
physician fee schedule 

Statistics for 28725: 
Med 

Source IWPUT RVW EVAL POSIT sow Intra P-SO 99232 99231 

Harvard 0.064 11.97 25 0 25 89 22 2 

Survey data 0.083 15.00 4e .w 15 90 20 1 

Recommended 0.071 13.50 33 3 15 90 20 1 
Data 

Statistics for 28730: 
Med 

Source IWPUT RVW EVAL POSIT sow Intra P-SO 99232 99231 

Harvard 0.041 12.21 60 140 30 2 

Survey data 0.075 15.00 4e .w 15 100 20 1 

Recommended 0.069 14.00 33 3 15 100 20 1 
Data 

Additional Supportin.2 References: 

CPT DESCRIPTOR OSRVW 
28740 Arthrodesis, midtarsal or tarsometatarsal, single joint 9.09 
29891 Arthroscop~ ankle, surgical, excision of osteochondral defect of 9.47 
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99238 

1 

1 

1 

99238 

1 

1 

1 

TOTAL 
TIME 
179 
227 

99213 99212 

4 0 

3 2 

3 2 

99213 99212 

4 0 

3 2 

3 2 

INTRA 
TIME 
45 
60 



CPT Code· 28725 
talus and/or tibia, including drilling of the defect 

25608 Open treatment of distal radial intra-articular fracture or 
10.86 305 90 epiphyseal separation; with internal fixation of 2 fraQments 

Arthroscopy, hip, surgical; with debridemenUshaving of articular 
29862 cartilage {chondroplasty), abrasion arthroplasty, and/or 10.97 297 100 

resection of labrum 
Ostectomy, complete excision; all metatarsal heads, with partial 

28114 proximal phalangectomy, excluding first metatarsal {eg, Clayton 11.61 339 90 
_type procedure) 

28261- Capsulotom~ midfoot; with tendon lengthening 12.91 343 103 
Laminotomy {hemilaminectomy), with decompression of nerve 

63030 root{s), including partial facetectomy, foraminotomy and/or 
13.03 342 90 {MPC) excision of herniated intervertebral disc; one interspace, lumbar 

_{including open or endoscopically-assisted approach) 
28725 ArthrOdesis; subtalar 13~50 320 90 

Osteotomy, with or without lengthening, shortening or angular 
28309 correction, metatarsal; multiple {eg, Swanson type cavus foot 13.96 350 110 

procedure) 

~-~l~Q 
Aith-.:od'esis;:midtar5aPor:tarsometatarsal':m-utti ··1e10r i!iili$v'e~~'; . . -- ---~-' --- < " - 0- -- . - ___ , ________ '"JL.--- j;4t"Qii iiQ ~00 

36819 Arteriovenous anastomosis, open; by upper arm basilic vein 
14.39 257 120 

(MPC) transposition 
.. 24430 Repair of nonunion or malunion, humerus; without graft {eg, 

15.07 343 102 
(MPC) compression technique) 

29899 Arthroscopy, ankle (tibiotalar and fibulotalar joints), surgical; 
15.21 395 120 

with ankle arthrodesis 
27870 Arthrodesis, ankle, open 15.21 400 140 
27428 Ligamentous reconstruction {augmentation), knee; intra-

15.33 363 120 
(MPC) articular {open) 

Capsulotomy, midfoot; extensive, including posterior talotibial 
28262 capsulotomy and tendon{s) lengthening (eg, resistant clubfoot 17.01 380 140 

deformity) 

SERVICES REPORTED WITH MULTIPLE CPr CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work t6gether to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 
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CPT Code: 28725 
FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 28725 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty orthopaedic surgery How often? Commonly 

Specialty podiatry How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency figures not available 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
2,557 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. 2006 Medicare frequency 

Specialty orthopaedic surgery Frequency 1746 Percentage 68.28 % 

Specialty podiatry Frequency 804 Percentage 31.44 % 

Specialty Frequency 0 Percentage 0. 00 % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference .for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. There is no change in the work RVU, therefore the 
PLI RVU should remain the same. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 28730 

..;PT Code:28730 Tracking Number Specialty Society Recommended RVU: 14.00 

Global Period: 090 ROC Recommended RVU: 12.21 

CPT Descriptor: Arthrodesis, midtarsal or tarsometatarsal, multiple or transverse; 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 55-year-old female presents with foot pain secondary to rheumatoid arthritis. X-rays and 
CT scan reveal severely arthritic tarsometatarsal joints. She requires arthrodesis of the tarsometatarsal joints. 

Percentage of Survey Respondents who found Vignette to be Typical: 89% 

Percent of survey respondents who stated they perform the procedure; In the hospital 92% , In the ASC 8%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 15% , Kept overnight (less than 24 hours) 55% , Admitted (more than 24 hours) 29% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 80% 

~ ~ moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
ercent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 21% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 3% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: • Select and order the appropriate antibiotic(s) and confirm timing and 
administration. 
• Assure appropriate selection, timing, and administration of DVT prophylaxis. 
• Review results of preadmission testing including labs, X-rays, CT scans, and/or MRis. 
• Perform H&P 
• Meet with patient and family to review planned procedure and post-operative management 
• Review informed consent with patient 
• Verify that all required instruments and supplies are available 
• Monitor/assist with patient positi~ning; padding of bony prominences; and appl~cation of thermal regulation 
drapes 
• Assess position of the extremities and head, adjust as needed 
• The patient's leg is placed properly on the table and positioned with proper bolstering to aid surgical exposure. 
• Indicate areas of skin to be prepped and mark surgical incisions 
• A tourniquet is placed on the proximal thigh 

The leg is prepped and draped. 
The leg is elevated and exsanguinated. 

• Scrub and gown 
• Perform surgical "time out" with operating surgical team 

1740 



CPT Code: 28730 
Description of Intra-Service Work: Under anesthesia, two incisions are made over the medial first and dorsal third 
tarsometatarsal joints. Neurovascular structures are identified and protected. The incision is carried down to bone and 
the tarsometatarsal joints are exposed. The articular cartilage is removed down to bleeding bone. Loose fragments are 
irrigated and removed. The foot is placed in a functional position and the fusion is fixed with internal fixation. Posit" 
is verified using fluoroscopy. The wound is inspected and irrigated. Bone graft is inserted as necessary. A heme. 
drain is placed. The wound is closed in layers. 

Description of Post-Service Work: 
Post-service work: in facility 
• Application of a dressing and short leg splint. 
• Monitor patient during reversal of anesthesia. 
• Assist in transfer of patient from operating table to gurney. 
• Monitor transport of patient from operating room to recovery room 
• Discuss postoperative recovery care with anesthesia and nursing staff. 
• Discuss procedure and outcome with family in waiting area. 
• Write brief operative note or complete final operative note and place in chart. 
• Dictate operative report and copy referring physician(s). 
• Correctly assign CPT codes including Physicians Quality and Reporting Initiative (PQRI) add-on codes where 
appropriate. 
• Write orders for transferring to surgical floor and discuss ongoing care with floor nurses. 
• Monitor and document patient progress. 
• Assess pain scores and adequacy of analgesia. 
• Review nursing/other staff patient chart notes. 
• The circulation, sensation and motor function of the operated extremity are assessed. 
• Orders are written for evaluation of periodic imaging and laboratory reports; review of anticoagulation 
laboratory values and appropriate medication adjustment, and antibiotic and pain medication adjustments 
• Home restrictions (ie, activity, bathing) are discussed with the patient and family members 
• Write prescriptions for medications needed post-discharge. 
• Dictation of an operative report 
• Procedure note is written in the patient chart 
• All appropriate medical records are completed, including discharge summary and discharge instructions, and 
insurance forms. 

Post-service work: in office 
• Examine and talk with patient 
• Answer patient/family questions 
• Removal of splint/dressings 
• Assessment of surgical wound 
• Remove sutures 
• Assess of circulation, sensation and motor function of the operated extremity 
• Redress wound 
• Order occupational therapy 
• Supervision of rehabilitation 
• Discuss progress with PCP (verbal and written) 
• Write medication prescriptions 
• Dictate progress notes for medical record 
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: .,, CPT Code: 28730 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): 
William Creevy, MD; Tye Ouzounian, MD; Frank Spinosa, DPM; Robb Mothershed, 
DPM; Timothy Tillo, DPM - ~ 

)pecialty(s): AAOS; AOFAS; APMA 

CPT Code: 28730 

Sample Size: 300 IResp N: 71 I -Response: 23.6 % 

Sample Type: Random -

Low 25th octl Median* 75th octl Hjg_h 

Service Performance Rate 0.00 2.00 5.00 12.00 35.00 

Survey RVW: 9.30 14.00 15.00 17.00 25.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 45.00 90.00 100.00 120.00 280.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 101.00 99211 x 0.00 12x 2.00 13x 3.00 14x 0.00 15x 0.00 

rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

"*PhysiCian standard total minutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: 128730 Recommended Physician Work RVU: 12.21 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 45.00 33.00 12.00 

Pre-Service Positioning Time: 10.00 3.00 7.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 100.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

·scharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

1 
. .Afice time/visit(s): 19.1Jm 99211 x 0.00 12x 2.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 28730' _ 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
27870 

CPT Descriptor Arthrodesis, ankle, open 

KEY MPC COMPARISON CODES: 

WorkRVU 
15.21 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 23 % of respondents: 32.3 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPI'Code: CPI'Code: 

28730 27870 

I Median Pre-Service Time II 70.00 II 60.00 

I Median Intra-Service Time II 100.00 II 140.00 

Median Immediate Post-service Time 20.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 20.0 40.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 101.0 92.00 

Prolonged Services Time 0.0 0.00 

~ 400.00 Median Total Time 

Other time if appropriate 
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CPT Code: 28730 

INTENSITY/COMPLEXITY MEASURES (Mean) 

ifental Effort and Jud!mtent <Mean} 
The number of possible diagnosis and/or the nwnber of 3.68 II 3.64 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 3.82 II 3.86 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 2.59 II 3.64 

Technical Skill/Physical Effort <Mean} 

I Technical skill required II 4.68 II 4.32 

I Physical effort required II 3.86 II 3.82 

~cholggical Smss <Mean} 

I The risk of significant complications, morbidity and! or mortality II 4.14 II 4.00 

I Outcome depends on the skill and judgment of physician II 4.50 II 4.23' 

I Estimated risk of malpractice suit with poor outcome II 3.73 II 3.59 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Sel!m.ents <Mean} 

I Pre-Service intensity/complexity II 3.70 II 3.68 

I Intra-Service intensity/complexity II 4.57 'I 4.41 

I Post-Service intensity/complexity II 3.52 II 3.55 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
T?.ecommendations for the appropriate formula and format. 

Je believe that codes 28725 Arthrodesis: subtalar and 28730 Arthrodesis, midtarsal or tarsometatarsal, multiple or 
transverse, need to be considered together because they have similar and overlapping arguments for review, including 
wrong specialty surveyed. Both were brought forward by the RUC through the 5-Year Review ID workgroup as part 
of the site-of-service anomaly review. Both codes were then surveyed for the February 2008 RUC meeting but were 
postponed for review until the April2008 RUC meeting. At the April RUC meeting, the AAOS, AOFAS, and 
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CPT Code: 28730 
APMA in a joint letter requested the two codes be postponed further until the RUC had arrived at a methodology for 
dealing with procedures where the dominant specialties believed physicians were performing hospital visits and 
patients were not being discharged within 23 hours even if the hospitals were reporting a same-day discharge. At the 
October 2008 RUC meeting, the RUC Research subcornrnittee approved a revised RUC questionnaire and RUC 
Summary of Recommendation form that surveyed respondents on these questions. As such, we surveyed the code. 
and bring them forward to the RUC at this meeting for final consideration. 

Wrong Specialty Surveyed - 28725 _ 
Current data for 28725 (2008 R VW = 11. 97) is based on a Harvard survey of orthopaedic surgeons. Podiatrists 
were not included in the Harvard study. Additionally, Harvard only surveyed intra-service time (of orthopaedic 
surgeons) and the post-op visits were predicted by a CMS -contractor (Dan Dunn) using an algorithm (not survey). 

Current Medicare utilization data indicate that podiatry is a very significant provider for 28725 (31 %) . For the 
current RUC survey, both orthopaedic surgeons and podiatrists were surveyed and we believe this is a more 
thorough and accurate assessment of providers. The survey statistics for all surveys and by specialty are presented 
below, showing that there is a significant difference in the post-operative visits between the specialties. 

Median Med 
SPEC Resp RVW EVAL POSIT sow Intra P-SO 99231 99238 99213 99212 
ALL 71 15.00 45 10 15 90 20 1 1 3 2 
ORT 49 15.00 40 10 15 100 20 1 1 3 1 
POD 22 14.35 60 15 17.5 97 30 1 1 4 2 

Wrong Specialty Surveyed - 28730 
Current data for 28730 (2008 RVW = 12.21) is based on a Harvard survey of orthopaedic surgeons. Podiatrists 
were not included in the Harvard study. Additionally, Harvard only surveyed intra-service time (of orthopaedic 
surgeons) and the post-op visits were predicted by a CMS contractor (Dan Dunn) using an algorithm (not survey). 

Current Medicare utilization data indicate that podiatry is a very significant provider for 28730 (33% ). For the 
current RUC survey, both orthopaedic surgeons and podiatrists were surveyed and we believe this is a more 
thorough and accurate assessment of providers. The survey statistics for all surveys and by specialty are presented 
below, showing that there is a significant difference in the post-operative visits between the specialties. 

Median Med 
SPEC Resp RVW EVAL POSIT sow Intra P-SO 99231 99238 99213 99212 
ALL 71 15.00 45 10 15 100 20 1 1 3 2 
ORT 49 15.70 45 10 15 120 20 1 1 3 1 
POD 22 14.00 60 15 20 120 30 1 1 4 2 

We believe we have compelling evidence to review the survey data and R VW s for 28725 and 28730 based on the 
arguments above that indicate the wrong specialty was surveyed and the predicted pre/post-work resulted in 
incorrect assumptions 

RATIONALE FOR REVISING WORK RVUs: 

We have reviewed the pre-service time components and are recommending the pre-service package of 3. We are 
using 33 for pre-service evaluation time This is consistent with the other foot/ankle codes that are part of the site-of­
service review and is the standard for pre-service package 3. The pre-service positioning time has been kept at 3 
minutes, which is the pre-service positioning time assigned by pre-service standard package 3. Pre-service Scrub, 
Dress and Wait time is also maintained at 15 minutes. 

28725 Site of Service: Although the Medicare claims data in the RUC database indicate 41% inpatient hospital and 
49% outpatient hospital, our expert consensus panel believes these patients require close monitoring on the day of 
the procedure and are admitted for continued monitoring at least overnight. These patients typically have many co­
morbidities including diabetes. They require close observation of their medical status as well as wound inspection 
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CPT Code: 28730 
and monitoring of lower extremity neurovascular status. The next day, after examining the patient and reviewing the 
chart, the surgeon will determine if it is safe to discharge the patient. Our expert panel does not believe a separate 
hospital visit is typically performed on the day of the procedure. 

28730 Site of Service: The Medicare claims data in the RUC database indicate 38% inpatient hospital and 49% 
outpatient hospital, and 12% ASC. However, our expert consensus panel believes these patients require close 
monitoring on the day of the procedure and are admitted for continued monitoring at least overnight. These patients 
typically have many co-morbidities including diabetes. They require close observation of their medical status as 
well as wound inspection and monitoring of lower extremity neurovascular status. The next day, after examining the 
patient and reviewing the chart, the surgeon will determine if it is safe to discharge the patient. Our expert panel 
does not believe a separate hospital visit is typically performed on the day of the procedure. 

28725 and key ref 27870: In comparison to key reference code 28289 Arthrodesis. ankle, open, the intra-operative 
time for 28725 will be less than 27870 (90 minutes versus 140 minutes) as will post-operative work for 28725 (28725 
has a total post-operative visit time of 121 minutes versus a total post-operative visit time of 132 minutes for 27870) 
Total time for 27870 is 80 minutes more than the total time for 28725 (400 minutes for 27870 and 320 minutes for 
28725). The IWPUT for 28725 is appropriately greater than the IWPUT for 27870 (.071 versus .048) 

28730 and key ref 27870: In comparison to key reference code 28289 Arthrodesis. ankle. open, the intra-operative 
time for 28730 will be less than 27870 (100 minutes versus 140 minutes) as will post-operative work for 28730 
(28730 has a total post-operative visit time of 121 minutes versus a total post-operative visit time of 132 minutes for 
27870). Total time for 27870 is 70 minutes more than the total time for 28730 (400 minutes for 27870 and 330 
minutes for 28730). The IWPUT for 28730 is appropriately greater than the IWPUT for 27870 (.069 versus .048) 

We recommend an RVW of 13.50 for 28725 and 14.00 for 28730 and the time and visit information shown 
below. This will correctly value these two procedures relative to key reference code 27870 and other codes in the 
physician fee schedule 

.Statistics for 28725: 
Med 

Source IWPUT RVW EVAL POSIT sow Intra P·SD 99232 99231 

Harvard 0.064 11.97 25 0 25 89 22 2 

Survey data 0.083 15.00 ~ ~ 15 90 20 1 

Recommended 
0.071 13.50 33 3 15 90 20 1 

Data 

Statistics for 28730: 
Med 

Source IWPUT RVW EVAL POSIT sow Intra P·SD 99232 99231 

Harvard 0.041 12.21 60 140 30 

Survey data 0.075 15.00 ~ ~ 15 100 20 

Recommended 
0.069 14.00 33 3 15 100 20 

Data 

Additional Supportin2 References: 

CPT 
28740 

29891 

25608 

29862 

DESCRIPTOR 
Arthrodesis, midtarsal or tarsometatarsal, single joint 
Arthroscopy, ankle, surgical, excision of osteochondral defect of 
talus and/or tibia, includinQ drilling of the defect 
Open treatment of distal radial intra-articular fracture or 
epiphyseal separation; with internal fixation of 2 fragments 
Arthroscopy, hip, surgical; with debridement/shaving of articular 
cartilage {chondroplasty), abrasion arthroplasty, and/or · 
resection of labrum 
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2 

1 

1 

OSRVW 
9.09 

9.47 

10.86 

10.97 

99238 

1 

1 

1 

99238 

1 

1 

1 

TOTAL 
TIME 
179 

227 

305 

297 

99213 99212 

4 0 

3 2 

3 2 

99213 99212 

4 0 

3 2 

3 2 

INTRA 
TIME 

45 

60 

90 

100 



CPT Code· 28730 
Ostectomy, complete excision; all metatarsal heads, with partial 

28114 proximal phalangectomy, excluding first metatarsal ( eg, Clayton 11.61 339 90 
type procedure) 

28261 Capsulotomy, midfoot; with tendon lengthening 12.91 343 103 
Laminotomy (hemilaminectomy}, with decompression of nerve 

63030 root(s), including partial facetectomy, foraminotomy and/or 13.03 342 90 
(MPC) excision of herniated intervertebral disc; one interspace, lumbar 

(including open or endoscopically-assisted approach) 
28725 Ahllhro'Ciesis;:tsubtalar 13];0 320 90 

Osteotomy, with or without lengthening, shortening or angular 
28309 correction, metatarsal; multiple (eg, Swanson type cavus foot 13.96 350 110 

procedure) 

287,3o AittirOC:Iesis:fmidta'rsar ·orstarsometatarsanmfllti · · re;or it-iri~virs~( .. ~-- ·· --· -- -· --· -· --~·--- ------· --~--- J ..... - - R. ··-- ·· ~420Q ~~Q ~ 
36819 Arteriovenous anastomosis, open; by upper arm basilic vein 14.39 257 120 
(MPC) transposition 
24430 Repair of nonunion or malunion, humerus; without graft (eg, 15.07 343 102 
(MPC) compression technique) 

29899 Arthroscopy, ankle (tibiotalar and fibulotalar joints), surgical; 15.21 395 120 
with ankle arthrodesis 

27870 Arthrodesis, ankle, open 15.21 400 140 
27428 Ligamentous reconstruction (augmentation), knee; intra- 15.33 363 120 
(MPC) articular (open) 

Capsulotomy, midfoot; extensive, including posterior talotibial 
28262 capsulotomy and tendon(s) lengthening (eg, resistant clubfoot 17.01 380 140 

deformity) 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected lo be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlis 
code is reviewed) 28730 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 
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Specialty orthopaedic surgery How often? Sometimes 

Specialty podiatry How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national, non-medicare, frequency not available 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
1,499 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. 2006 Medicare Utilization 

Specialty orthopaedic surgery Frequency 996 Percentage 66.44 % 

Specialty podiatry Frequency 499 Percentage 33.28 % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. There is no change in the work RVU, therefore the 
PLI RVU should remain the same. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. 

1748 



...... 

....... 
U1 
IV 

Summary of Direct Practice Expense Changes 
RUC Recommendations for CMS Requests where Physician Work and Time were Reviewed 

February and April 2009 RUC Meetings 
-- ---

~-~~ -=~=1=:~_:-__ __1 --_ -~--l-l-1 -'- I ______ J~ I I -r=l----~---- ___ L_L _ __i ____ ~-----r--------~ r---

Practice Expense Physician Time Practice Expense Physician Time Components prior to the 
Components Recommended February and April 2009 RUC Meetings ---- Change in Post Op Visit Info --

February and April 2009 RUC Meetings 

Change In : Change in 
Clinical Clinical Labor 

Clinical Current Change .... Labor from .... Change in Time from 
00 ... N C') .... 00 ... N C') 00 ... N C') 

CPT Intra- Labor C') ... ... ... ... Intra in intra Staff C') ... ... ... ... change in M ... ... ... ... PostOp Change in N N N N N N N N N N N N N N N 
Code Service Assist C7l C7l C7l C7l C7l Time time Type C7l C7l C7l C7l C7l Intra time C7l C7l C7l C7l C7l Visits Post 0~ Visits C7l C7l C7l C7l C7l C7l C7l C7l C7l C7l C7l C7l C7l C7l C7l 

26480 60 0 0.5 3 1 60 0 L037D 4 0 0 -1 1 Yes 9 
--28120-- ----- --

50 50 1 0 3 2 0 67 -17 L037D 1 0 3.5 0 0 -17 0 0 -0.5 2 0 Yes 58.5 -
28122 45 45 1 0 2 2 0 51 -6 L037D 1 0 5 0 0 -6 0 0 -3 2 0 Yes -9 

0 -- ----
28725 90 0 1 0 2 3 60 30 L037D 1 0 4 0 0 0 0 0 -2 3 0 Yes 54 
28730 100 0 1 0 2 3 0 120 -20 L037D 1 0 0 5 0 0 10 0 2 -2 0 Yes -18 
36825 120 0 1 __g 1 2 0 81 39 L037D 1 0 2.5 0 0 0 0 0 -1.5 2 0 Yes 31.5 
42415 150 0 

---
1 2 r-o ---

156 -6 L037D 1 0 0 3.5 0 0 0 0 1 -1.5 0 Yes 1 0 -27 
42420 180 0 1 0 1 2 0 182 -2 L037D 1 0 0 3.5 0 0 0 0 1 -1.5 0 Yes -27 
49507 70 0 1 0 1 1 0 67.5 2.5 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 
49521 90 0 1 0 1 1 0 90 0 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 
49587 60 0 1 0 1 1 0 60 0 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 
69100 12 8 10 2 L037D 1 No 0 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

February 2009 

Interventional Radiology Procedures 

In June 2008, CMS requested the RUC to review direct practice expense recommendations in the non-facility setting for the following 
CPT Codes: 

36481 Percutaneous portal vein catheterization by any method 
3 7183 Revision of transvenous intrahepatic portosystemic shunt(s) (TIPS) (includes venous access, hepatic and portal vein 
catheterization, portography with hemodynamic evaluation, intrahepatic tract recanulizationldi/atation, stent placement and 
all associated 
47382 Ablation, one or more liver tumor(s), percutaneous, radiofrequency 
50200 Renal biopsy; percutaneous, by trocar or needle 

At the October 2008 RUC meeting all of the CMS requested interventional radiology procedures were reviewed for practice expense and 
recommendations were made to place all of the procedures on CPT's appendix G to indicate that Moderate Sedation is inherent to these 
procedures. At that time, the RUC tabled code 36481 after determining that the medical supplies and equipment time included in the 
recommendation overlapped other services, such as imaging services, that are typically billed at the same time. The RUC also determined 
the specialty society recommendation lacked RUC standards for practice expense and that other similar services recently reviewed by the 
RUC may require revised recommendations. Codes 75885 Percutaneous transhepatic portography with hemodynamic evaluation, 
radiological supervision and interpretation and 75887 Percutaneous transhepatic portography without hemodynamic evaluation, 
radiological supervision and interpretation were identified as services to be reviewed concurrently with 36481 at the February 2009 
RUC meeting. 

At the February 2009 RUC meeting the RUC reviewed the practice expense input recommendations for codes 36481, 75885, and 
75887 in tandem as to prevent any overlap or double counting of clinical staff, medical supplies, and/or equipment. The RUC made a 
minor change to a medical supply and agreed with the remainder ofthe specialty society's recommendations. The RUC recommends 
the attached non-facility direct practice expense inputs for CPT codes 36481, 75885, and 75887. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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CPT Code CPT Descriptor Global Period 
(•New) 

®36481 Percutaneous portal vein catheterization by any method 000 

75885 Percutaneous transhepatic portography with hemodynamic evaluation, XXX 
radiological supervision and interpretation 

75887 Percutaneous transhepatic portography without hemodynamic evaluation, XXX 
radiological supervision and interpretation 

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

Recommendation 

PE Review Only 

PE Review Only 

PE Review Only 
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AMA Specialty Socoety Recommendabon 

A I B I c Dl E FIG HI I 
1 

!Meeting Date: Jan/Feb 2009 ·-------:::::------··----~jpe.:cut~3648~1 -jtf1Poercer,..,lirtilrot,.nw••..::~ .. 
58~ .... ti8 u.5~Q .. ihej:;atic~tpE~;rcu.~,.ta,;;,.n ..... ~~~~8..;..._7 _1 

'•• Society RVS Update Committee portal 1,..... ·~· Yf1"7 1u Y• ~"~fiYU~ portography 
.... u'"""""·'"'"" by "'"evaluation, ~~~o~. ., .• _ .. , 
any method supervision 'p""'"" .. nn 

land interpretation l<;u~. "~'v" and 
"'~'l''~"'uu" 

2 CMS Staff 

3 !LOCATION Code Type 
Non j ,i 

Facility i Facility Non Facility ; Facility Non Facility : _Facility 
000 000 000 000 ~4~I.~GLO~BAL;;;.;. P~ERIO~D=~=----- ... -·-------

_§_ I TOTAL TIMES BY STAFF TYPE 1 

-- 000 000 

6 .037D RNn PI\I/MTA 24.0 13.0 0.0 I 0.0 0.0 0.0 

~r--·-- ----------------- L041A AngioTech 84.0 0.0 0.0 i 0.0 0.0 i 0.0 
~ ,~~~-=-=-==-- _____ --------ti_L_0_51A -· RN 142.0 0.0 0.0 0.0 ~-~ ___ 0.0 
9 •TOTAL CLINICAL LABOR TIME 250.0 13.0 0.0 i 0.0 u.u : 0.0 

I..J1~0T.~0_!!.TA~L~I"'L,JII.N~II"'~•A~·· LA~BO~RTI~M'!!"E~---- -----------il-- ______ -----f-=253o;:__.O+--, _1=3.0_ll-----'5=5.0_+--_=.0.0_~1----=55.0:__ : 0.0 

LJ1:;t,11"~0TA~L"~""~ .. ~""";c;L~IN~IC~A~L~LA~B;.O~R~T;IM~E~MF---·-----l-· _ _ _ ____ --+--""= 8.0---'.I----'1-"'0I .. =--Oif--·---"'6i .. =--O-+i _ _,0~.0·--llf------=-6·~--- j 0.0 
fg_ TOTAL """'•1"'" PERIOD r:r INIC:AI, LABOR TIME l-------+-'24=2.0::...-r------=O=--.O-ll--4=9.0_+---=-0.0_1,____4=9=.0 ___ _,__, _0=-.0--1 
~ TOTAL .,OST-SERV I"'IINII"'A ·LABO_R l'IME 3.0 ! 3.0 0.0 0.0 0.0 0.0 
14 
15 Start: 1 visit when decision for surgery or 
16 : & referral forms 

·made 
IL037D ITA 5 5 --~---~r-------'---1 i I 

_!!_ ,_..,.., ........ ~_.,, ........ I 11• ' services 
18 'space and I in facility 
19 Provide 1 consent 
2c ' phone calls & 

Other Clinical Activity (please specify) - Retrieve prior imaging 
exams, hang for MD review, verify orders, review chart to 
incorporate relevant clinical information, confirm contrast 

:!1 I protocol with MD 
~lEnd: When patient enters lUI 

23 

IL037D 
!L037D 

L037D 

ITA 
IJA 

ITA 

L041A Anglo Tech 

~ I Start: When patient _l!__nters r for '"' Services Prior to Procecl 
25 I Review charts L037D RNn DIII/MTA 2 : 

5 

6 ! 

~!Greet n<>t;,.nt ""oi provide gowning L037D RNn PNI~TA 3 1 

6 

_! 

I 

! 

I 

i 
I 
: 

'j~~!~~~~~~~~Sign~S~~~~~~~COM~entc========j~~~~r~DCj:~RNn~D~NifM~JITTAA~=f=~=t====lt======t: ======j~~=~---·_-·-_··.-_-------1 
~ Prepare room, supplies IL041A Anglo Tech 4 i 
® Prepare IL041A Anglo Tech 3 ! 3 

~3~1S==etuP~'s==cope~,(~oonl~facili~ty·:s~effin~gi-"?Onl~~~~~~--~~~+-~=--+~~+1 ----~~-----~~----~r--------------1 
32 Prepare and position patient/ monitor patient/ set up IV IL051A RN 2 i ! ' 
33 jL051A RN 2 : ..l. 
34 1 patient for imaging IL041A Anglo Tech i 3 i 

35 

~I Assist 1 in """""""Ill""'"""''""- CS 
37 !Assist 1 in 
38 Assist MD with image 
39 Assist MD with ·during the 
40 
41 I Monitor pl 
42IC1ean 

l tubes, ~nn;tnrc:, drains 

:by, 'J'"'"' ... 1 staff 

IL051A RN 
IL041A Anglo Tech 

:L041A Anglo Tech 

L051A RN 
L037D ! RNILPNIMTA 

75 i 
75 i 

60 : 
3 ! 

16 
19 

: 
I 

i 

3 

16 ! 
19 

._.,:..Q=-11-====Cie_an::.l: S=-c=:ope=-:-:--,---:-=--.,----------·-------t---t-------t----,----tt-----"------tl--- ______ --"7"-----i 

~~~ICI~~~n,iiSurg~~ical"~~~ .. ~ .. ,~!''"'li~:'Piiacu~ge~~~~~~~~~~~~~~~,~~~~~~~~f=~~~------1 45 I Clean Imaging L041A Anglo Tech 3 3 . ' 
L§_l,.., ,_, :forms, lab & X-ray •• "'~•••· L041A Anglo Tech 5 1 I 
L£. I X-ray, lab, and •reports _ _ ___ ' -----t 

:Check' ,.,.; & wound/ home care instructions /coordinate 1 j 

l~officevisi~ L051A~_~R~N--+-~3~+-----I~----~------11------------~ 
~ "I"""GIIj.; day I m ··---- --------t-----,,----·--JI--------!i-------llr-· _ -· ____ -,-----1 

I Other Clinical Activity (please specify)- post procedure imaging · : 

~ ~n_d;Patjent leaves office ------ IL041A Anglo Tech 
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AMA Specialty Socoety Recommenoa11on 

A I B I c D I E 
_1 36481 

I Meeting Date: Jan/Feb 2009 -·--
-------------

I A 1 • ·~ Society RVS Update Committee 
Recommendation 

2 

3 LV\.AIIVN 

52 
53 [Start: Patient leaves 
54 [Conduct~~~ callslcall in -

M. I Office visits: NONE_ 
··--

63 i Total Office Visit Time 

M. [Other Activity (please specify) 

~ 1 End: witti last office Visit before end of global period 
166 

67 pack, minimum •visit 
68 oack. 
69 kit, IV starter 
70 gown, surgical, sterile 
71 aloves. sterile 
72 mask, ~ .. r,;,.,,. with face shield 
73 caD. suralcal 
74 [shoe covers. suraical 
75 [tray, shave prep 

_IIi 2{tx3ft tChuxl 
77 [drape, sterile. femoral 
78 . sterile 
79 

lao 
!81 '1%-2% ini 
82 svrinae OSHA 

183 :heparin 1.000 units-ml inj 
184 sodium chloride 0.9% flush syringe 

~- clos_ed flush svstem. 
86 . Pia-tail 
87 blade, suraical 
88 kit, A. II · System with RO Marker 
89 
90 1.-lo ..;, 

91 
92 ftni..IAUiirA intrn..loo ..... r 

~ ·sheath 
94 I catheter 

[95 I catheter (SIM2F1) 
,96 l ... ..th .. t .. r. curved (H~unter) 
_9_I I catheter (Glide) 
98 (6 striP uou) 
99 sterile bowl 

, sterile 4in x 4in 
101 3 X 4 wound care telfa 
102 tape, surgical paper 1in 

. sterile. c-arm. fluoro 
104 T• 
105 

bag 

L1m surface 
[100 [drape, sterile, c-arm, fluoro 
[10S lx-ray 10 card 
[110 [film, x-ray , .. """'. 
[11 lx-rav 
[112 , surface 
113 ·media,d~ 
1 
Wj room, 
116 ' pulse oximeter 
117 ECG, (with Sp02, NIBP,temp,-resp) _ 

iF IV ·"" _ PUR!~------------ ____ 

;.;~~~""':.:;~~~- .. - .: _·----~-~-·: ·_ - ~-~-~ 
[121 [film printer laser 

AMA Specialty Sodety 
Recommendation 

... 

--------
----- ----
- . ---

~~~~ 
r-.ouoc•c•~uuoo by 
!any method 

' 

CMS Staff 

Non 
Code Facility 1 Facility 

I 
1L037D II:!IIIR ITA 3 3 

0 I 0 

-- - ~ -

[SA048 pack 1 
ISA044 pack 1 
ISA019 kit 1 
IS8028 Item 2 
[S8024 pair 3 
IS8034 litem 2 
[S8001 litem 2 
IS8039 [pair 2 
ISA067 ltra..Y 1 
S8044 litem 1 
IS8009 litem 1 
IS8019 litfmt 4 
'SJ041 iml 60 
SG009 item 4 
SH047 ml 10 
SC058 Item 2 
SH039 ml 5 
SH065 item 2 
SC010 item 1 
SCOOB item 1 
SF007 item 1 
S.Ao71 kit 1 
IS0089 litem 1 
IS0172 litem 1 
l~0175 litem 1 
ISA016 litem 1 
IS0136 litem 1 
IS0154 litem 1 
IS0148 litem 1 
,S0153 litem 1 
IS0147 litem 1 
ISG074 litem 1 
S0171 litem 2 
SG055 item 2 
SG035 item_ 2 
SG079 Item 6 
S8008 litem 1 
SG037 item 1 

SM004 item 2 .. 
SM013 oz 1 
SOOOB item_ 
SK093 item 
SK034 item 
SK091 Item 
SM013 oz 
[SK013 litem 

EL011 1 X 

E:Q211 1 X --
EQ011 1 X ·-· ---- ---· ----
EQ032 1 

- ---------- ----
EF018 1 X --- -·- -----
~E0024 1 - ----------
IIE0032 1 
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75885 75887 

~·· •uY" ~·~u-•~vUS 

"'v"""''Y"'".J' ::n-;~.;"'YU~ ,..v .. v~og"'".J' 
evaluation, 

supervision ·,.v,.ln..tinn 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

October 2008 - CMS Request: Practice Expense Review 

Interventional Radiology Procedures 

In June 2008, CMS requested the RUC to make a direct practice expense recommendation for the non-facility setting for the following 
CPT Codes: 

36481 Percutaneous portal vein catheterization by any method 
3 7183 Revision of transvenous intrahepatic portosystemic shunt(s) (TIPS) (includes venous access, hepatic and portal vein 
catheterization, portography with hemodynamic evaluation, intrahepatic tract recanulization/dilatation, stent placement and 
all associated 
47382 Ablation, one or more liver tumor(s), percutaneous, radiofrequency 
50200 Renal biopsy; percutaneous, by trocar or needle 

~ The RUC initiated a level of interest process in June 2008 and in September 2008 received practice expense recommendation from a; 
specialty society for review at the October 2008 RUC meeting. 

36481 
The RUC reviewed the direct practice expense inputs recommendation for code 36481 from the specialty society and determined that the 
medical supplies and equipment time included in the recommendation overlapped other services, such as imaging services, that are 
typically billed at the same time. The RUC also determined the specialty society recommendation lacked RUC standards for practice 
expense and that other similar services recently reviewed by the RUC may require revised recommendations. Based on these issues the 
RUC could not make an informed recommendation at this time. The RUC recommends that the· specialty society develop a revised 
direct practice expense input recommendation for code 36481 and all codes typically billed with code 36481 (to be determined) 
for presentation at the next RUC meeting . The RUC also recommends this service be placed on CPT's appendix G to indicate 
that Moderate Sedation is inherent to the procedure. 

37183 
The RUC reviewed the specialty society direct practice expense inputs recommendation for code 37183 and made several edits in clinical 
staff types and time to be more reflective of the service. The RUC also agreed that this service is typically performed with moderate 
sedation. The RUC recommends the attached direct practice expense inputs for code 37183 and recommends that this service be 
placed on CPT's appendix G to indicate that Moderate Sedation is inherent to the procedure. 

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



47382 
The RUC reviewed the specialty society direct practice expense inputs recommendation for code 37183 and made several edits in clinical 
staff types for the typical patient scenario. The RUC also agreed that this service is typically performed with moderate sedation. The 
RUC recommends the attached direct practice expense inputs for code 47382 and recommends that this service be placed on the 
CPT's appendix G to indicate that Moderate Sedation is inherent to the procedure. 

50200 
The RUC reviewed the specialty society direct practice expense inputs recommendation for code 50200 and made edits in clinical staff 
types and time to reflect the typical patient encounter. The RUC also agreed that this service is typically performed with moderate 
sedation. The RUC recommends the attached direct practice expense inputs for code 50200 and recommends that this service be 
placed on the CPT's appendix G to indicate that Moderate Sedation is inherent to the procedure. 

CPT Code CPT Descriptor Global WorkRVU 
(•New) Period Recommendation 

®36481 
Percutaneous portal vein catheterization by any method 

000 Review of PE Only 

®37183 
Revision oftransvenous intrahepatic portosystemic shunt(s) (TIPS) (includes 

000 Review of PE Only 
venous access, hepatic and portal vein catheterization, portography with 
hemodynamic evaluation, intrahepatic tract recanulization/dilatation, stent 
placement and all associated 

®47382 
Ablation, one or more liver tumor(s), percutaneous, radiofrequency 

010 Review of PE Only 

®50200 
Renal biopsy; percutaneous, by trocar or needle 

000 Review of PE Only 

"'PT five-digit codes, two-digit modifiers, and descriptions only ')pyright by the American Medical Association. 
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: 
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2 ; CMS Staff 

3 LOCATION Code Type 

4 GLOBAL PERIOD 

-4- TOTAL TIMES BY STAFF TYPE 

-4-
----

L037D RNILPN/MTA_ --
AngioTech ~ L041A_ ---- - -· 

RN ~ L051A_ 
TOTAl CLiNICAL LABOR TIME 

-- 1----- -·-· 
9 

10 TOTAL CLINICAL LABOR TIME 
- -- -- ----

,.!!. TOTAL PRE-SERV CLINICAL LABOR TIME 
---- -· 

12 TOTAL SERVICE PERIOD CLINICAL LABOR TIME 

13 TOTAL POST-SERV CLINICAL LABOR TIME 

14 
15 Start: f:()llowing visit when decision for surgery or procedure made 
16 Complete pre-service diagnostic & referral forms L037D RNILPN/MTA 

Coordinate pre-surgery services 
·-

17 
18 Schedule space and equipment in facility L037D RNILPN/MTA 

Provide pre~service education/obtain consent ..11 1=-:-·-- ---- --
20 Follow-up phone calls & prescriptions 

Other Clinical Activity (please specify) - Retrieve prior imaging exams. 
hang for MD review, verify orders, review chart to incorporate relevan 

21 clinical information, confirm contrast protocol with interpreting M L041A AngioTech 

22 End: When patient enters office/facility for surgery/procedure 
23 
24 Start: When patient enters office/facility for surgery/procedure: Services Prior to Procedur 

~ Review charts --=----- --
26 Greet p_atient and provide gowning 

f4 Obtain vital signs 
Provide pre-service education/obtain consent ~ 

29 
=-----
Prepare room, equipment. supplies 

~ Setup scope (non facility setting only) 

~ ~Prepare and position patient/ monitor patient/ set up IV r=--:--
32 Sedate/apply anesthesia 

33 Intra-service 
Assistphysician in performing procedure - CS 34 

~ r.---- --· 
Assist physician in performing procedure 

36 Post-Service 

~ Monitor pt. following service/check tubes, monitors, drains 

38 ~an room/equipment by physician staff 

39 Clean Scope 
Clean Surgical Instrument Package ~ 

~ Co'miilete diagnostic forms, lab & X-ray requisitions 
Review/read X-ray, lab, and pathology reports 42 
Check dressings & wound/ home care instructions /coordmate office 

43 visits /prescriptions 

~ 
Discharge day management ·-------· --
oTher Clinical Activity (please specify): post procedure imaging 

~ goce~~i~Q_ _ 
46 End: Patient leaves office 

47 
48 Start: Patient leaves office/facility --

Conduct phone calls/call in prescriptions ~ ~-=----- ·--
.2Q. Office visits: 

f-:-:-:- -·- ----· ------ --

~ List Number and Level of Office Visits ----------- -- ----------- - -- -
-¥ 99211 16 minutes 

·- ---------- --------

-¥ 99212 27 minutes 
--- ---------- ---------

54 99213 36 minutes 

"fs" =- - -- ---------- -·-- -------- .. 
99214 53 minutes 

56 --- -- --- ----- ----- ---------
99215 63 minutes 

~ 
---------- ----------- ·- ------

Other 

~ Totii Office visit nme- --------- -·· . - --·- ----·- --

ts9 Other ActiviiY-(Piease specify) .. -- ---- .. -- -- -----------

End: with lasfoffii:evisit before end of global period ---·-60 
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L037D RN/LPN/MTA 
L037D RNILPN/MTA 
L037D RN/LPN/MTA 

L041A Angio Tech 
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L051A RN 
L037D RNILPN/MTA 

1--

L041A Angio Tech 
. ··---

·- -----

L051A RN ----
--
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L037D RN/LPN/MTA 

-- ---------
16 ···- 27----

-· . -- -- ---
36 

----- ---
53 ----- - - . -·-·63-- . 

-- ----- --

... 

-. ----

---- - ----

D I E 
37183 

Revision of transvenous intrahepatic 
portosystemic shunt(s) {TIPS) (includes 
venous access, hepatic and portal vein 
catheterization, portography with 
hemodynamic evaluation, intrahepatic 
tract recanulization/dilatation, stent 
placement and all associated imaging 
guidance and documentation) 

Non Facility Facility 

000 000 

26.0 13.0 .. ·-
99.5 0.0 -- ---
144.5 0.0 -- ·-
270.0 13.0 

268.0 13.0 .. -· - -----

14.0 10.0 -
251.0 0.0 

3.0 3.0 

5 5 

3 5 .. 

--------

6 

2 
3 
5 -

4 

···---
2 
2 

-----· 
77.5 ---------
77.5 

60 
3 --

------

5 --- -· -·· 

--- --

--~-----
-

7 -----

1---- ---· 
3 3 

---------

----- - -·---

----- - ----· -----
----- - ---- - --·---

------- -·- ---· 
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i 
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2 i CMS: Staff I 

3 LOCATION Code Type 

4 GLOBAL PERIOD 

5 TOTAL TIMES BY STAFF TYPE 
-- -

6 L037D RN/LPN/MTA ----- -------
7 L041B RT -- ---------
8 L051A RN 

TOTAL CLINICAL LABOR TIME 
- -

9 

10 TOTAL CLINICAL LABOR TIME --------
11 TOTAL PRE-SERV CLINICAL LABOR TIME -----
12 TOTAL SERVICE PERIOD CLINICAL LABOR TIME 

----db TOTAL POST-SERV CLINICAL LABOR TIME 
4 

15 Start: Following visit when decision for surgery or procedure made 
16 Complete pre-service diagnostic & referral forms L037D RN/LPNIMTA 
17 Coordinate pre-surgery services L037D RNILPNIMTA 
18 Schedule space and equipment in facility L0370 RNILPNIMTA 
19 Provide pre-service education/obtain conse'!_ L037D RNILPNIMTA 
20 Follow-up phone calls & prescriptions L0370 RN/LPNIMTA -
21 Other Clinical Activity (please specify) 

----

3 
=fuEnd: When patient enters office/facility for surgery/procedure . 

24 Start: When patient enters office/facility_for surgery/procedure: Services 'Prior to ProcedL 
25 Review charts ---- --
26 Greet patient and provide gowning 
27 Obtain vital signs 
28 Provide pre-service education/obtain consent-. 

--
29 Prepare room, equipment, supplies 
30 Setup scope (non facility setting only) 
31 Prepare and position patient! monitor patien~--set up IV 
32 Sedate/apply anesthesia -------
33 Intra-service 
34 Assist physician in performing procedure-~ cs 
35 Assist physician in performing procedure --
36 Post-Service ---- . 
37 Monitor pt following service/check tubes, monitors, drains 
38 Clean room/equipment by physician staff 

39 Clean Scope 
------

40 Clean Surgical Instrument Package 
41 Complete diagnostic forms, lab & X-ray requisitions 
42 Review/read X-ray, lab, and pathology reports 

Check dressings & wound/ home care instructions /coordinate office 
43 visits /prescriptions 

---
44 Discharge day management 

-- . ---
45 Other Clinical Activity (please specify) 
46 End: Patient leaves office 
£) . 
48 Start: Patient leaves office/facility 
49 Conduct phone calls/call in prescriptions -- --
50 Ust Number and Level of Office Visits 

- --- - --- ---
51 99211' 16 minutes -- -- -
52 99212 27 minutes 

-------
53 99213 36 minutes 

-- ---- ---
54 99214 53 minutes --- ---
55 99215 63 minutes 

--- -- ---
56 Other -- . ---- ------
57 Total Office Visit Time --- - ------
58 Other Activity (please specify) 

59 End: with last office visit before end-of-global period 
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--
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L037D RNILPNIMTA 
L037D RNILPN/MTA 
L037D RNILPNIMTA 
L0418 RT 
L0418 RT 
L0418 RT 
L051A RN 

L051A RN 
L041B RT 

L051A RN 
L0370 RN/LPNIMTA 
L0418 RT 

L037D RNJLPN/MTA 

L0370 RNILPNIMTA 

----

16 
L0370- RNILPN/MTA 

36 ---
53 ---- ,_, --63--

1-----

--.--
- --------

D I E 
47382 

Ablation, one or more 
liver tumor(s), 
percutaneous, 
radiofrequency 

Non Facility· Facility 
010 010 

I 
I 

52.0 23.0 
153.0 0.0 
197.0 27.0 
402.0 50.0 

409.0 50.0 

14.0 23.0 

368.0 -~ 
27.0 27.0 

5 5 
3 ' 

10 
·s-
---

3 
3 : 3 

i 

3 
3 
5 
2 

I 
I 

2 
0 
2 

--
180 ·-
144 --
15 
1 -------
5 

3 

3 
-~----
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--------
-------

1 1 
-
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27 27 
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A I B I c 
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2 CMS -----Staff--

3 LOCATION Code Type 

4 GLOBAL PERIOD 
TOTAL TIMES BY STAFF TYPE 

-------
5 ----- ---- -

L037D RN/LPN/MTA _g._ --------- ---- - --
L041B 

---
RT 7 --------- -- ------- ------

L051A ..!. RN 
--- -

9 TOTAL CLINICAL LABOR TIME 

10 TOTAL CLINICAL LABOR TIME ------ ------
11 TOTAL PRE-SERV CLINICAL LABOR TIME -------- --- ·-

12 TOTAL SERVICE PERIOD CLINICAL LABOR TIME 
--- ---- ------ ----- --

13 TOTAL POST -5ERV CLINICAL LABOR TIME 

~ 
15 Start: Following visit when decision for surgery or procedure made 
16 Complete pre-service diagnostic & referral forms L037D RN/LPN/MTA 
17 Coordinate pre-surgery services L037D RN/LPN/MTA 
18 Schedule space-and equipment in facility L037D RN/LPNJMTA 
19 Provide pre-service education/obtain consent L037D RN/LPN/MTA 
20 Follow-up phone calls & presaiptions L037D RN/LPN/MTA --
21 Other Clinical Acti~jty (please specify) 

. ~End: When patient enters office/facility for surgery/procedure 

24 Start: When patie_nt enters office/facility for surgery/procedure: Services Prior to Proced~ 
25 Review charts 

26 Greet patient and-provide gowning 

27 Obtain vital signs 
28 Provide pre-service education/obtain consent 
29 Prepare room, equipment, supplies 
30 Setup scope (non facility setting only) 
31 Prepare and position -patient/ monitor patient/ set up IV 

32 Sedate/apply anesthesia 
33 Intra-service 

Assist physician in performing procedure - CS 
----

34 

35 Assist physician in performing procedure 

36 Post-service 

37 Monitor pt. following service/check tubes, monitors, drains 
38 Clean roorn/equipmEmt by physician staff 

39 Clean Scope 

40 Clean Surgical Instrument Package 
41 Complete diagnostic forms, lab & X-ray requisitions 
42 Review/read X-ray, lab, and pathology reports 

Check dressings & wound/ home care instructions /coordinate office 
43 visits /presaiptions 

44 Discharge day management 

45 Other Clinical Activity (please specify) 
46 End: Patient leaves office 
[£j -- . 
48 Start: Patient leaves office/facility 

49 Conduct pho~~-~~~call in presaiptions ------------
50 Office visits: ---------------- --- ---------
51 Ust Number and Level of Office Visits 

-
52 99211 16 minutes -- -- ----- ----
53 99212 27 minutes ----------- ------------------
54 99213 36 minutes 

rst -------- ------------ ------- ----
99214 53 minutes ---------

~ ~1~--~~ minutes ------------ ------
57 Other 

Totaioffice-visit"77me - - ------- ---· 
~ b.,---------- ------------------ ------- -----
59 Other Activity (please specify) 

---
60 End: with last office visit before end of global periOd --

AMA Specialty Society 
Recommendation 1764 

L037D RN/LPN/MTA 
L037D RN/LPN/MTA 
L037D RN/LPN/MTA 
L041B RT 
L041B RT -----

L037D RNlLPN/MTA 
L051A RN 

-- -------
---

L051A RN 
L0418 RT --

L051A RN 
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L0418 RT -- --
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D I E 
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Renal biopsy; 

Non Facility Facility 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated from the Five Year Review 

February 2009 

Arteriovenous Procedures 

CPT code 36825, Creation of arteriovenous fistula by other than direct arteriovenous anastomosis (separate procedure); autogenous 
graft, was identified by the Five-Year Review Identification Workgroup as potentially misvalued through its Site of Service Anomaly 
screen in September 2007. The Workgroup reviewed all services that include inpatient hospital visits within their global periods, but 
are performed less than 50% of the time in the inpatient setting, according to recent Medicare utilization data. The RUC originally 
recommended a two-step action. First, The RUC removed the hospital visits from the service with no impact on the associated work 
RVU, which CMS agreed with. Second, the RUC recommended that services be surveyed. At the April2008 RUC Meeting, the 
specialty societies presented data that indicate that although these procedures are reported as outpatient procedures more than 50% of 
the time, patients typically spend at least one night in the hospital. The RUC deferred action on these issues until an adequate survey 
instrument was developed. The RUC approved a revised survey instrument in October 2008 and these procedures were surveyed for 
review at the February 2009 RUC Meeting. 

The RUC first reviewed 36825 to determine if there was compelling evidence to justify a review of the work RVU for a potential 
increase in value. The specialty society indicated that the service had never been reviewed by the RUC and was originally valued 
during the Harvard studies. Additionally, the specialty commented that the work involved in the procedure has changed due to a 
change in the typical patient since its inception. The procedure, which is used to create access for hemodialysis patients, is used less 
frequently now and on much more complicated patients, than it was in the past. Because of the "fistula first" initiative, patients are 
typically not undergoing this procedure unless they have failed a direct anastomosis. Since this is a secondary procedure, the patients 
that undergo a 36825 are typically older, sicker, and have no available hemodialysis access in their arms. Therefore, the physician 
work has changed. The RUC agreed that compelling evidence to consider the revaluation of 36825. 

The specialty society presented the data from a survey of 31 general and vascular surgeons. The RUC first reviewed the physician 
time and post-operative evaluation and management visits. According to the survey, 74% of patients are kept overnight and more than 
80% of those patients are seen on the evening of the day of the procedure and again the following day before being discharged. 
Because of this survey data, the RUC agreed that 36825 includes a full 9923 8 discharge day management visit as well as one 99231 
hospital visit. The RUC also agreed with the survey post-service office visits, which include one 99212 and two 99213 visits. The 

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



RUC also agreed with the survey median intra-service time of 120 minutes, the survey median immediate post-service time of 30 
minutes, and pre-service time package #4, difficult patient/difficult procedure, with an additional seven minutes of positioning time. 
Lastly, the RUC reviewed the recommended work RVU and disagreed with the specialty society expert panel recommendation. The 
RUC considered the survey data in comparison to the MPC reference code selected by the specialty, 36819, Arteriovenous 
anastomosis, open; by upper arm basilic vein transposition, (work RVU = 14.39). The RUC agreed that the survey median work 
RVU of 18.00 was too high, but that the survey 25th percentile work RVU was appropriate. The RUC reviewed 36819 and noted that 
the reference service and the surveyed code contain identical intra-service times of 120 minutes. The specialty noted that there are 
two differences between 36825 and 36819 that warrant a higher RVU for 36825: (1) 36825 requires a vein that is harvested from a 
remote location. As a result, it requires two anastomoses, one where the vein is sewn to the inflow artery and a second where it is 
attached to the outflow vein. (2) The surveyed code includes an additional 99213 office visit. As a result, the RUC agreed that the 
survey 25th percentile work RVU of 15.00 is appropriate in comparison to 36819 for 36825. The RUC recommends the specialty's 
survey 25th percentile work RVU of 15.00 for CPT code 36825. 

Practice Expense 
The RUC recommends that the non-facility practice expense inputs be modified to reflect changes to the post-operative office visits 
and that the physician-assist time be modified to reflect changes to the intra-service time. 

CPT Code CPT Descriptor Global WorkRVU 
(•New) Period Recommendation 

36820 Arteriovenous anastomosis, open; by forearm vein transposition 090 14.39 

(No Change) 

36821 direct, any site (eg, Cimino type) (separate procedure) 090 12.00 

(No Change) 

36825 Creation of arteriovenous fistula by other than direct arteriovenous anastomosis 090 15.00 
(separate procedure); autogenous graft 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright 2 



CPT Code: 36825 
AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 

SUMMARY OF RECOMMENDATION 

CPT Code:36825 Tracking Number Specialty Society Recommended RVU: 16.19 

Global Period: 090 RUC Recommended RVU: 15.00 

CPT Descriptor: Creation of Arteriovenous fistula by other than direct arteriovenous anastomosis; autogenous graft 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 75-year-old man undergoes chronic hemodialysis for longstanding renal failure due to 
renovascular occlusive disease. He has undergone 4 prior native arteriovenous fistulas over the last 8 years, all of which 
eventually failed. Placement of a new arteriovenous hemoaccess is undertaken in his forearm using greater saphenous 
vein. Note: the work of this procedure includes vein harvest. Vein harvest is not separately reportable. 

Percentage of Survey Respondents who found Vignette to be Typical: 94% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 26% , Kept overnight (less than 24 hours) 35% , Admitted (more than 24 hours) 39% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
B&M service later on the same day 82% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 26% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Pre-service work begins after the decision to operate, from the day before the 
operation until the skin incision. This activity includes obtaining and reviewing the previous work-up, with special 
attention to potential cardiovascular risk factors, electrolytes, BUN, creatinine etc .. in the ESRD patient. The peripheral 
vascular exam and the preoperative diagnostic studies are reviewed. Final informed consent is obtained from the patient 
following a review of surgical risks and benefits. Discussion is held with the anesthesiologist to determine the anesthetic 
of choice. Duplex vein mapping studies are reviewed to ensure patient has adequate length and caliber donor vein 
conduit, and discussions are held with OR nurses regarding appropriate draping to expose yein donor site and the 
implantation site. Other preoperative work includes marking the operative site, dressing, scrubbing, supervising patient 
positioning, moment of truth, waiting for the anesthetic to become effective, prepping, and draping the patient. 

Description of Intra-Service Work: 
Arterial Inflow Dissection: Incise skin overlying target inflow artery. Dissect soft tissue 
'.jury to multiple nearby nerves & veins. Clear soft tissue from artery for -6 em length. 
~tery for control. 

to expose artery, avoid 
Pass soft loops around 

Venous Outflow Dissection: Incise skin overlying previously identified outflow vein. Dissect soft tissue from around 
the vein, avoiding nerve/arterial injury. Pass soft rubber loops around artery for control. Create a tunnel from 
arterial dissection site to vein dissection site in subcutaneous tissue of the forearm. 

1772 



CPT Code: 36825 . 

Harvest Vein Conduit: Incise skin of thigh/calf over donor conduit vein (typically greater saphenous vein). 
Identify vein. Clear soft tissue from around vein for adequate length. Ligate and divide all vein branches. Ligate 

and divide ends of vein after double-checking to ensure adequate length has been harvested, and remove vein f:rr 
extremity. Test vein conduit for leaks & repair same as needed with 7-0 vascular suture. 

Arterial Anastomosis: Anticoagulate patient with IV heparin and wait for circulation time. Apply vascular clamps 
to arterial anastomosis site on inflow artery. Perform arteriotomy. Perform most of vein conduit to inflow artery 
anastomosis with fine vascular suture. Open clamps transiently to flush system, remove air & debris. Complete 
anastomosis, remove arterial clamps. Apply additional sutures as needed to control hemorrhage. Pass vein conduit 
through tunnel to outflow vein anastomosis site with care to avoid twists/kinks. 

Venous Outflow Anastomosis: Stretch vein conduit to full length. Apply vascular clamps. Perform venotomy. 
Cut vein conduit to match length and size of ventomy. Perform most of vein-to-vein anastomosis with fme 

vascular suture. Open clamps briefly to flush out air & debris. Complete anastomosis. Remove vascular clamps. 
Apply additional sutures as required to achieve hemostasis. Listen with Doppler and palpate distal pulses to assure fistula 
patency and assure continued flow to hand after completing the fistula. Irrigate all incisions. Achieve fmal wound 
hemostasis. Close all incisions in multiple layers. Recheck pulses to assure patency prior to application of sterile 
dressings 

Description of Post-Service Work: Post-service work begins after skin closure. Tasks include apply dressings, transfer 
patient to stretcher, accompany patient to recovery area, write orders, dictate operative note, communicate with the 
patient's family, communicate with referring and consulting physicians, and participate with the anesthesiologist in the 
recovery area to ensure smooth emergence from anesthesia. Discuss results of procedure with patient once he/she is 
fully awake. 

Depending on the preexisting comorbidities and operative course the patient may require full hospital admission 
overnight hospital stay, or same day discharge. The patient is transferred to the appropriate care setting when recove 
area discharge criteria are met. 

If the patient is admitted to hospital or is required to remain in the facility overnight, an E&M service is provided at the 
end of the work day to assure that the patient is hemodynamically stable, to assess neurovascular status of the hand on 
the limb where the hemoaccess was created, and to assure there is no significant bleeding from either the arterial or 
venous anastomosis. Blood test evaluation and discussion with the nephrologist regarding need for hemodialysis is also 
typical. 

During remainder of patient stay, the physician makes follow-up visits as clinically required, takes interval history, 
performs physical exam, makes assessment and plan, writes orders & notes, communicates with patient, family, nurses, 
and other care givers. Care it taken to ensure patency of the fistula in addition to adequate blood flow to hand. 
Discharge day management includes communicating with all support services including visiting nurses, meals on wheels, 
physical therapy, etc., communicating with referring physician, providing activity advice and warnings to patient and 
family, and arranging office follow l!p for wound checks, suture/staple removal, etc. 

At follow-up office visits: Examine and talk with patient. Remove staples or sutures, when appropriate. Review activity 
and restrictions. Monitor healing of incision with appropriate physical examination, including dealing with questions of 
patient and family. Check for presence of post-operative hematoma/seroma. Check for patency of fistula and adequacy 
of blood flow to hand. Write medication prescriptions. Post discharge labs/films are ordered and reviewed. Discuss 
progress with referring physician(s) (verbal and written). Dictate progress notes for medical chart. Review activity 
permission with patient and write appropriate permission. 
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CPT Code:· 36825·. 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter(s): 
Gary Seabrook MD FAGS, Matthew Sideman MD FAGS, David Han MD FAGS, Robert 
Zwolak MD FAGS, Michael Sutherland MD FAGS, Christopher Senkowski, MD, FACS 

~pecialty(s): General Surgery, Vascular Surgery 

CPT Code: 36825 

Sample Size: 100 'Resp N: 31 I Response: 31.0 % 

Sample Type: Convenience 

Low 25th pctl Median* 75th pctl Hjg_h 

Service Performance Rate 0.00 0.00 1.00 .1.00 5.00 

SurveyRVW: 14.00 15.00 18.00 22.25 28.00 

Pre-Service Evaluation Time: 65.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 90.00 110.00 120.00 150.00 210.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

**Phys1c1an standard total m1nutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 136825 Recommended Physician Work RVU: 15.00 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 10.00 3.00 7.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 120.00 

Immediate Post Service-Time: 30.00 

Post O_p_erative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0~00 

ischarge Day Mgmt: ~ 99238x 1.0 99239x 0.0 

1 
~ffice time/visit(s): ~ 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: Q:ru! 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 

1774 



CPT Code: 36825 ." · 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
35522 

Global 
090 

CPT Descriptor Bypass graft, with vein; axillary-brachial 

KEY MPC COMPARISON CODES: 

WorkRVU 
23.05 

Time Source 
RUC Time 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global Work RVU Time Source 
36819 090 14.39 RUC Time 

Most Recent 
Medicare Utilization 

12,093 
CPT Descriptor 1 Arteriovenous anastomosis, open; by upper arm basilic vein transposition 

MPC CPT Code 2 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

Work RVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 16 % of respondents: 51.6 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

36825 35522 

I Median Pre-Service Time II 70.00 II 103.00 

I Median Intra-Service Time II 120.00 II 180.00 

Median Immediate Post-service Time 30.00 I 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 20.0 100.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 62.0 46.00 

Prolonged Services Time 0.0 0.00 

~I 
497.00 Median Total Time 

Other time if appropriate 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

fental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 3.42 II 
management options that must be considered '------' ._ ____ ____. 

3.08 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____3_.58 _ _Jil._ __ 3.2_5_.-~ 

._lu_r~ge_oc~y_o_f_m_edi_.cal_dec_is_w_n_~_·~------------~'._1 __ 3_.0_8 __ _,11.__ ___ 3_.00 ___ ~ 

Technical Skill/Phvsical Effort (Mean) 

IL.:T..:..ec:::hni="cal;:.:;:..:s:::ki.l=l..:..re~qwr::::·..:..ed:.__ _________ __,l ._I _4_.5......,.0 _ _,1 ._I __ 4_.2_5 _ _._,~ 

._IP_h~ys_ical_e_ffi_ort_r_eqwr~·-ed ____________ ~l._l ___ 3_.3_3 _ _,l._l ___ 3_.1_7_~ 
Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I ._I ___ 3_.9_2 _ _,1 ._I __ 3._6_7 --~ 

._I Ou_tco_m_e_depe--=-_n_ds_o_n_th_e_skil_._l_and--=-judgm--=-_e_n_t o_f..o..ph-"y_si_cian ___ __.l ._I __ 4_.3_3 _ _.1 .... 1 ___ 4._0_8 __ __, 

I Es~tima-ted_ns ..... · k_o.:....:f..::mal=p_ra_cn_·c...._e ..:..sw..::·t_WI..::.th.::..!-poo;__r ..:..ou_tc ..... om..::..:..e ___ -.~II 3.50 I ._I __ 3._42 __ -J 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

._I Pr_e-_Se_rv_ice_inte_ns_ity..:../_co_mp....:.....le_XI....::.ty'-------------'ll.___3_.4_2 _ _,11 .... __ 3_.o_8 _ __, 

._IIntra __ -Se_rv_ice_int_e_ns_ity"-/-co_m....._p_le_xi..::.ty _________ ~ll 3.78 I ._1 __ 3_.3_3_~ 

._I P_o_st-_S_erv_i_ce_in_t_ens__,ity'-/c_o_mp.:...l_eXI_.ty.:.._ ________ __.ll.___2_.9_2_-'ll.____2_.7_5 _ __, 

Additional Rationale 

CPT Code: 36825· 

Describe the process by which your specialty society reached your fmal recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
T?.ecommendations for the appropriate formula and format . 

... <.VW RECOMMENDATION: Our recommended RVW of 16.19 is mid-way between the survey 2SU' percentile 
(15.00) and the median survey value (18.00). It is constructed based on comparison to a very similar hemoaccess 
operation (36819) that has been RUC surveyed and also serves on the MPC-Iist. 

1776 



CPT Code: 36825 
IDSTORY: 36825 was identified by the 5-year review ID workgroup in 2007 as a site-of-service anomaly because the 
Harvard inputs contained in-patient visits, yet the Medicare data suggested only 38% of cases were performed under true 
in-patient status. This was one of the few remaining vascular surgery services that had never undergone RUC survey, 
and we therefore conducted a survey in preparation for the February 2008 RUC meeting. Following initial presentat" 
at Feb '08 RUC we requested the code be withdrawn until a discussion could be undertaken regarding procedures\ 
overnight stays, the so-called 23hr-59min issue. For the Feb 2009 RUC meeting we re-surveyed this code. 
Interestingly, surveying the same code one year apart with different respondents yielded a slightly higher median RVW 
(18.00 now compared to 17.25 one year ago) and a slightly lower median intra-service time (120 min now compared to 
140 min a year ago), with no major change in visits. 

COMPELLING EVIDENCE: Since we believe an increase in RVW is indicated for this service that has not previously 
undergone RUC survey, we present compelling evidence: 

1. Vascular Surgery was not recognized by Harvard As outlined in detail by Hertzer and Noether, the 
Hsiao/Harvard team that developed the RBRVS failed to recognize peripheral vascular surgery as a distinct 
discipline. 1 The physician work R VW s for 170 vascular surgery codes were extrapolated from surveys of 
only two peripheral vascular operations in Harvard Phase 1 (infrarenal aortic aneurysm repair and carotid 
endarterectomy). Upon thorough analysis of the Harvard/Hsiao extrapolations it became clear that physicians 
evaluating the vascular surgery services were not even obligated to have a working knowledge of the services 
as a condition for participation. The lack of an adequate basis for setting relative value work units for 
vascular services has been a widely acknowledged problem, resulting in reconsideration more than 100 
vascular services during the first three 5-year reviews. 

In the early phases of RBRVS development, peripheral vascular CPT codes were grouped with cardiac 
surgery. This was an especially unfortunate situation since cardiac operations (but not peripheral vascular 
procedures) had long been targets of critics who felt they were overcompensated. As a result, RVP 
assignments resulted in major reductions in Medicare payment. Medicare has since acknowledged tl 
cardiothoracic and vascular surgery procedures are fundamentally distinct, but in the late 1980s man) 
physicians and non-physicians had difficulty understanding the difference between a. "cardiothoracic surgeon" 
and a "vascular surgeon". Thus, it is not surprising that the initial physician RVWs in vascular surgery were 
low overall and contained undeniable rank order anomalies. As an example of an overt rank order anomaly 
within the initial vascular surgery RVWs, elective repair of an infrarenal aortic aneurysm extending into the 
iliac arteries and requiring a bifurcated prosthesis was assigned a lower RVW than tube graft repair of an 
aneurysm isolated to the infrarenal aorta. 

Much the same is true for general surgery. The American College of Surgeons was not a participant in the 
Harvard studies that form the foundation of RBRVS. General surgery has therefore been working for 15-
years, through three 5-year review processes to achieve parity. Like vascular, the general surgeons have 
submitted hundreds of services for review, with acknowledgement during each review that their services had 
been generally undervalued by Harvard. The current service is performed by general surgeons and vascular 
surgeons. While the RUC database states that it was considered in 1995 during the first 5-year review, the 
service did not undergo RUC survey, and only very sketchy details are presented under RUC rationale. We 
propose that 36825 has not undergone RUC survey and that it meets the compelling evidence threshold to be 
considered from a 5-year review perspective. 

2. The work of this service has changed. While we believe this service was never valued correctly to begin 
with, the fact is that the work of 36825 has increased since inception of RBRVS. Numerous scientific 
publications have identified native autogenous hemodialysis access (such as 36825) as providing greater 
protection against infection in these very sick dialysis patients. This has become so important to CMS that frl~ 
Agency created the Fistula First Breakthrough Initiative (FFBI), an entity that has been extremely influential 
urging surgeons to perform native autogenous access in an increasing percentage of dialysis patients. What tlu~ 
means is that surgeons are performing more and more complex operations to meet the CMS FFBI mandate. 

1 Hertzer NR, Noether MG. The resource-based relative value scale in vascular surgery. A report of the activities of the Joint 
Council of the Society for Vascular Surgery and the North American Chapter of the ISCVS. J Vase Surg 1993; 18:692-701. 
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CPT Code: 36825 . 
Therefore, while in earlier times surgeons would only perform native dialysis fistulas on the healthiest patients 
with large veins and normal arteries, the fact is that smaller and more diseased veins and arteries are being used 
to create native fistulas. This is reflected in greater skin-to-skin operative times and greater levels of 
complexity. 

3. Fistula performance is now a Quality Performance Indicator. As indicated in the K-DOQI guidelines for 
hemodialysis access, and with support from the Fistula First Breakthrough Initiative, performance of native 
hemodialysis access fistulas such as 36825 is now a formal Quality Indicator based on consideration of the 
National Quality Foundation. This important step will push surgeons even more towards performing an 
increasing percentage of native fistulas with greater emphasis on functionality of the finished product. This all 
translates to more time, more intensity, and therefore, more work. 

WHAT IS THE TYPICAL HOSPITAL STAY PATTERN? Our survey data indicate that this service is provided in 
three distinct hospital stay patterns. By survey, the plurality of patients (39%) undergoes formal hospital admission and 
retains in-patient status. This compares well to the 2007 RUC database Medicare hospital admission rate of 38%. Next 
most common pattern by survey is an overnight stay (35%), while least common is discharge from hospital on the same 
day, only 26%. We therefore concluded that presenting this code to the RUC as an everyday "outpatient" procedure 
would be inaccurate. 

In fact, this range of hospital patterns makes it difficult to describe the "typical" patient in terms of hospital stay or 
physician work. If you believe the three patterns of hospital stay reflect different physician work - which we do - then 
the "most typical" patient would be admitted to the hospital. On the other hand, if you choose to lump overnight stay 
with same day discharge, then the lumped group is more common. It is important to state that the main driver of hospital 
stay is the number and severity of comorbidities in the elderly ESRD patient. 

Based on the reality that post-op ESRD patients are fragile and require close attention to avoid calamity, and the fact that 
74% of patients are physically in the hospital for two days, our recommendation for constructing this work RVU 
'ncludes one 99231 inpatient visit plus one full 99238 discharge day service. 

COMPARISON WITII KEY REFERENCE: 35522 was chosen as key reference service by 52% of respondents. It is 
a RUC-surveyed service with an RVW of 23.05. 35522 is a clinically similar upper extremity bypass graft that involves 
analogous surgical steps including dissection of arteries in the arm, harvest of vein conduit, and construction of two 
separate vascular anastomosis All this is done with vigilant avoidance of injury to adjacent arteries, nerves and veins in 
the upper extremity. Intensity and complexity measures of the two codes are very similar, as documented above. 35522 
has a longer intra-service time than 36825 (180 vs. 120 minutes). 35522 also has two level two (99232) in-patient visits 
and one less office visit (99212) that are not in 36825. An RVW for 36825 can be estimated by starting with the RVW 
of the 35522 key reference (23.05) and subtracting the two 99232 hospital visits (-2.78), subtracting 60 minutes of intra­
time at the IWPUT of that service (60x0.077 =4.62), and adding the office visit ( +0.45). The value calculates out to 
23.05-2.78-4.62 +0.45 = 16.10. Thus, straightforward comparison with the key reference service justifies an RVW for 
36825of at least 16.10. 

COMPARISON WITII MPC SERVICE: 36819 is an MPC list hemodialysis access service surveyed by the RUC in 
1999. It has an RVW of 14.39. 36819 has the same intra-service time (120 min) as the just-surveyed 36825. In 
addition, both codes have one 99231 and one 99238. 36825 has one additional office visit (99213 - much older and 
sicker patient with leg incision in addition to arm incision). In addition 36825 has 25 extra pre-service minutes (older, 
sicker, must evaluate leg donor vein, hold, prep and drape leg) and 15 extra immediate post-service minutes (older, 
sicker, second incision, assure leg donor site dry, etc). Thus, an RVW for 36825 can be built by starting with the RVW 
for 36819 (14.39) and adding OIJ.e 99213 (0.92) and 40 pre and post minutes at 0.022 RVUs/min (40*0.022 = 0.88. 
We believe this calculation (14.39 + 0.92 + 0.88 = 16.19) is the best estimate of an accurate RVW for 36825. 

WPUT for the recommended RVW of 16.19 is 0.083, fully consistent with other native fistula hemodialysis access 
..>perations. 

7-MINUTES EXTRA PRE-SERVICE TIME BEYOND PACKAGE: The typical patient for this last-gasp fistula 
operation is old and slow-moving. He/she needs to be positioned on the OR table such that two extremities (one arm & 
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CPT Code:-36825 
one leg) can be sterilely prepped and remain fully accessible to the operating surgeon. Seven minutes of extra tiine is a 
conservative estimate. 

INPATIENT VISIT ON THE DAY OF SURGERY: This operation is pretty much the end of the line in native fi~ 
procedures for the ESRD patient. The typical patient has undergone multiple prior hemoaccess operations an, 
physiologically aged well beyond his 75 chronologie years. This is not the patient you tip your hat to on the way out the 
door at night. He or she requires a substantial assessment to ensure the fistula is patent, tht; hand beyond the fistula is 
not ischemic, and that all hemodynamic instability and electrolyte abnormalities have been avoided. 

FULL DISCHARGE DAY: A full discharge visit (99238) is warranted for this service whether the patient goes home 
on the day of service or the day after. Discharge work includes a full neurovascular evaluation of the extremity, wound 
evaluation for potential hemorrhage, fistula evaluation to ensure patency, glycemic assessment, physical exam to ensure 
the IV fluid administered by anesthesia has not pushed patient into CHF, provision of wound care instructions, provision 
of warnings for vascular steal syndrome and/or vascular compromise of the hand, ensuring arrangements are made to 
reestablish outpatient hemodialysis, and finalization of many other details for this very sick subset of typically diabetic 
renal failure patients. Simply because the RUC "convention" is 1h discharge day for "outpatient" services, the RUC 
stated very clearly that if a full discharge day is justified, it can and should be assigned. We recommend one full99238. 

COMPARISON WITH OTHER HEMOACCESS OPERATIONS: 36825 is the most intense and complex 
hemoaccess service that employs native autogenous vein conduit for which a category I CPT code exists. Here is the 
current list of RUC-surveyed native access codes. 36825 deserves the highest RVW to avoid a rank order anomaly: 

36818 Upper arm cephalic vein transposition 
36819 Upper arm basilic vein transposition 
36820 Forearm vein transposition 
36821 Direct Cimino type fistula 
36825 A V fistula by autogenous graft 

RVW 11.81 
RVW 14.39 
RVW 14.39 

RVW 12.00 
RVW 16.19 recommended 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 
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CPT Code: 36825 
How was this service .previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 36825 is an existing Category I CPT code 

llow often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
f the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty GS How often? Rarely 

Specialty VS How often? Rarely 

Specialty TS/CTS How often? Rarely-

Estimate the n~ber of times this service might be provided nationally in a one-year period? 6000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Medicare data 

Specialty GS Frequency 3100 Percentage 51.66% 

Specialty VS Frequency 1700 Percentage 28.33 % 

Specialty TS/CTS Frequency 900 Percentage 15.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
6,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Medicare data 

Specialty GS Frequency 3100 Percentage 51.66% 

.Specialty VS Frequency 1700 Percentage 28.33 % 

Specialty TS/CTS Frequency 900 Percentage 15.00% 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLn 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 36819 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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Summary of Direct Practice Expense Changes 

RUC Recommendations for CMS Requests where Physician Work and Time were Reviewed 

February and April 2009 RUC Meetings 

=-:~- ~~~c =c==c--cr--c_l_ L_L_l I I I I I _ ___ _!__ _____ =:=! 
Practice Expense Physician Time Practice Expense Physician Time Components prior to the 

Components Recommended February and April 2009 RUC Meetings -- Change in Post Op Visit!~-
February and April 2009 RUC Meetings --- -----~ -·------1--- - ---

Change in Change In 
Clinical Clinical Labor 

Clinical Current Change ..,. Labor from Change in Time from 
CIO .... N I') ..,. CIO .... N I') CIO .... N I') ..,. 

CPT Intra· Labor I') .... .... .... .... Intra in intra Staff I') .... .... .... .... change in I') .... .... .... .... PostOp Change in N N N N N N N N N N N N N N N 
Code Service Assist en en en en en Time time Type en en en en en Intra time en en en en en Visits Post Op VIsits en en en en en en en en en en en en en en en 

26480 60 0 0.5 3 1 60 0 L037D 4 0 0 -1 1 Yes 9 
28120 50 50 1 0 3 2 0 67 -17 L037D 1 0 3.5 0 0 -17 0 0 -0.5 2 0 Yes 58.5 

45 1 0 2 2 0 51 -6 L037D 1 0 5 0 0 -::s--- -
0 0 -3 2 0 Yes -9 28122 45 

28725 90 0 1 0 2 3 0 60 30 L037D 1 0 4 0 0 0 0 0 -2 3 0 Yes 54 
28730 100 0 1 0 2 3 I~ 120 -20 L037D 1 0 0 5 0 0 0 0 2 -2 0 Yes -18 
36825 120 0 1 -~ 1 2 0 81 39 L037D 1 0 2.5 0 0 0 0 0 -1.5 2 0 Yes 31.5 
42415 150 0 1 0 11 2 0 156 -6 L037D 1 0 0 3.5 0 0 0 0 1 -1.5 0 Yes -27 

~---·-~--

42420 180 0 1 0 1 2 0 182 -2 L037D 1 0 0 3.5 0 0 0 0 1 -1.5 0 Yes -27 
49507 70 0 1 0 1 1 0 67.5 2.5 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 
49521 90 0 1 0 1 1 0 90 0 L037D 1 0 1 1 0 0 0 0 0 0 0 No I 0 
49587 60 0 1 0 1 1 0 60 0 L037D 1 0 1 1 0 0 0 c------o 0 0 0 No 0 --
69100 12 8 10 2 L037D 1 No 0 
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AMA/Specialty Society RVS Update Comm
1

ittee 
Summary of Recommendations 

Originated from the Five Year Review 

February 2009 

Parotid Tumor Excision 

CPT codes 42415, Excision of parotid tumor or parotid gland; latera/lobe, with dissection and preservation of facial nerve and 
42420, Excision of parotid tumor or parotid gland; total, with dissection and preservation of facial nerve were identified by the Five­
Year Review Identification Workgroup as potentially misvalued through its Site of Service Anomaly screen in September 2007. The 
Workgroup reviewed all services that include inpatient hospital visits within their global periods, but are performed less than 50% of 
the time in the inpatient setting, according to recent Medicare utilization data. The RUC originally recommended a two-step action. 
First, the RUC removed the hospital visits from the service with no impact on the associated work RVU, which CMS agreed with. 
Second, the RUC recommended that services be surveyed. At the April2008 RUC Meeting, the specialty societies presented data that 
indicate that although these procedures are reported as outpatient procedures more than 50% of the time, patients typically spend at 
least one night in the hospital. The RUC deferred action on these issues until an adequate survey instrument was developed. The 
RUC approved a revised survey instrument in October 2008 and these procedures were surveyed for review at the February 2009 RUC 
Meeting. 

42415 
The specialty society agreed that there was not compelling evidence to support a review of the physician work in order to recommend 
a higher work RVU than is currently assigned to 42415. However, the specialty presented data from a survey of76 otolaryngologists 
and general surgeons as well as consensus recommendations from an expert panel of otolaryngologists and general surgeons to 
validate physician time and post-operative visits. The survey results and expert panel consensus show that patients are typically kept 
overnight in the hospital following this procedure. The survey results indicated that 97% of respondents perform the procedure in the 
hospital. Of those 97% respondents, 91% stated that the patient stays overnight. The specialty society panel indicated pre-service 
time package four applied- facility, difficult patient, difficult procedure. The specialty societies indicated that an additional 9 minutes 
of positioning time is necessary to assist the patient with the shoulder roll, rotating and stabilizing the head. Further, the survey and 
panel, based on the survey median, recommended an intra-service time of 150 minutes and immediate post-service time of20 minutes. 
Lastly, the specialty presented data that one 99238 discharge day management service, and one 99212 and two 99213 office visits are 
included. The RUC agreed with the specialty society survey results regarding physician time and post-operative visits. The RUC also 
compared 42415 to the key reference service, 60271, Thyroidectomy, including substernal thyroid; cervical approach, (work RVU = 

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



17.54, intra-time= 150), which supports the current work RVU of 17.99. The RUC also noted that the survey 25th percentile work 
RVU was 18.00. The RUC recommends the new physician times as well as hospital and office visits, but recommends 
maintaining the current work RVU of 17.99 for CPT code 42415. 

42420 
The specialty society agreed that there was no compelling evidence to support a review of the physician work in order to recommend a 
higher work RVU than is currently assigned to 42420. However, the specialty presented data from a survey of76 otolaryngologists 
and general surgeons as well as consensus recommendations from an expert panel of otolaryngologists and general surgeons to 
validate physician time and post-operative visits. The survey results and expert panel consensus show that patients are typically kept 
overnight in the hospital following this procedure. The survey results indicated that 100% of respondents perform the procedure in the 
hospital. Of those respondents, 98% stated that the patient stays overnight, and 62% stated that the patient stays longer than one day. 
The consensus panel indicated that the typical length of stay for this procedure is 3 days monitoring for airway patency, hematoma 
formation, facial nerve function, and control of pain and nausea is necessary. The specialty society survey and panel indicated pre­
service time package four applied- facility, difficult patient, difficult procedure. The specialty societies indicated that an additional 9 
minutes of positioning time is necessary to assist the patient with the shoulder roll, rotating and stabilizing the head. Further, the 
survey and panel, based on the survey median, recommended an intra-service time of 180 minutes and immediate post-service time of 
20 minutes. Lastly, the specialty presented data that one 99231 hospital visit, one 99232 hospital visit, one 99238 discharge day 
management service, and one 99212 and two 99213 office visits are included. The RUC agreed with the specialty society survey 
results regarding physician time and post-operative visits. The RUC compared the 42420 to MPC code 35141, Direct repair of 
aneurysm, pseudoaneurysm, or excision (partial or total) and graft insertion, with or without patch graft; for aneurysm, 
pseudoaneurysm, and associated occlusive disease, common femoral artery (profunda femoris, superficial femoral), (work RVU = 
20.83, intra-time= 150 minutes) and code 34471, Thrombectomy, direct or with catheter; subclavian vein, by neck incision (work 
RVU = 21.00 intra-service= 180) and agreed that the two services support the current work RVU of20.87. The RUC also noted that 
the survey respondents indicated a median work RVU of25.00 work RVUs and a 25th percentile of23.36, comparing the work of 
42420 to 38724, Cervical lymphadenectomy (modified radical neck dissection) (work RVU = 23.72). The RUC recommends the 
new physician times as well as hospital and office visits, but recommends maintaining the current work RVU of 20.87 for CPT 
code42420. 

Practice Expense 
The RUC recommends that the non-facility practice expense inputs be modified to reflect changes to the post-operative office visits 
and that the physician-assist time be modified to reflect changes to the intra-service time. 

CPT fivP.-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 



CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

42415 ExCision of parotid tumor or parotid gland; lateral lobe, with dissection 090 17.99 
and preservat~on of facial nerve 

(No Change) 

42420 total, with dissection and preservation of facial nerve 090 20.87 

(No Change) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 3 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECO~NDATION 

CPT Code: 42415 

CPT Code:42415 Tracking Number Specialty Society Recommended RVU: 17.99 

Global Period: 090 RUC Recommended RVU: 17.99 

CPT Descriptor: Excision of parotid tumor or parotid gland; lateral lobe, with dissection and preservation of facial nerve 

CLINICAL DESCRIPfiON OF SERVICE: 

Vignette Used in Survey: A 45-year-old woman presents with a 2-year history of a slow growing 2 centimeter mass in 
the right preauricular region 1.5 centimeter anterior to the tragus. There is no pain, facial weakness, history of 
infection. A CT scan shows a mass in the superficial lobe of the parotid gland. Fine needle biopsy is compatible with a 
pleomorphic adenoma. A superficial parotidectomy with dissection and preservation of the facial nerve is performed. 

Percentage of Survey Respondents who found Vignette to be Typical: 97% 

Percent of _survey respondents who stated they perform the procedure; In the hospital97% , In the ASC 3%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 9% , Kept overnight (less than 24 hours) 57% , Admitted (more than 24 hours) 34% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 43% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Select and order the appropriate antibiotic(s) and confirm timing and administration. 
Assure appropriate selection, timing, and administration of DVT prophylaxis. Assess need for beta-blockers, order as 
required. Review medical history, pathology, and radiology report. Review radiographic images. Review results of 
preoperative testing (labs, EKG, CXR). Review reports of consultants providing preoperative assessment and clearance 
as indicated. Meet with patient and family to review planned procedure and postoperative management. Reexamine 
patient to ensure that physical fmdings have not changed and dictate history and physical. Obtain informed consent. 
Review hospital consent, mark patient. Review airway and medical management with anesthesiologist. Review planned 
procedure with OR staff. Verify that all required instruments and supplies are available. Change into scrub clothes. 
Monitor/assist with positioning of the patient. Ensure that radiographic images are available in the OR. Mark planned 
incision. Inject planned incision with vasoconstrictor. Monitor/assist with prepping and draping. Scrub and gown. 
Perform surgical "time out" with operating surgical team.Place facial nerve monitor. 

Description of Intra-Service Work: Under anesthesia, a preauricular incision is made with curved cervical extensi 
below the angle of the mandible. Anterior and posterior skin flaps are elevated in the subplatysmal plane, superficial • 
the parotid fascia, exposing the parotid gland and the sternocleidomastoid muscle. The parotid gland is dissected from 
the anterior border of the sternocleidomastoid muscle and the greater auricular nerve is transected. The gland is 
dissected from the mastoid process and the cartilage of the external auditory canal. The main trunk of the facial nerve is 
identified and protected. Facial nerve stimulation is performed as needed at various points during the procedure. The 
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CPT Code: 42415 
overlying parotid tissue is elevated from the main trunk of the facial nerve to expose the bifurcation. The peripheral 
branches of the facial nerve are sequentially dissected, separating the overlying parotid tissue from the facial nerve and 
deep lobe of the gland. The lobe and associated tissue are removed and sent to pathology. All structures are inspected 
;ncluding the facial nerve. A deep drain is placed and the wound closed in layers. 

Description of Post-Service Work: Hospital: Apply sterile dressings. Monitor patient during reversal of anesthesia. 
Monitor transport of patient from OR to recovery room. Discuss postoperative recovery care with anesthesia and 
nursing staff. Write postoperative orders. Discuss procedure and outcome with family in waiting area. Examine the 
patient to ensure proper drain function and assess facial nerve function. Write postoperative note. Dictate operative 
note and copy to referring physician. Write orders for transferring to surgical floor and discuss ongoing care with floor 
nurses. Examine patient, check wound and patient progress - Monitor closely for airway patency and for development of 
cervical hematoma. Write orders for postoperative medications, diet, and patient activity. Check wounds, change 
dressings, and monitor patient progress. Chart notes. Review patient management with nursing staff. Monitor overall 
medical condition of the patient including fluid balance, vital signs, and urinary function. Monitor incision for signs of 
infection or hematoma. Assess facial nerve function. Answer patient and family questions. Answer nursing staff 
questions. Discuss patient progress with referring physician. Assure adequate level of pain control. Monitor drain, 
remove prior to discharge if appropriate. Chart discharge instructions. Write prescriptions for medications and supplies 
needed post-discharge. Review post-discharge wound care and activity limitations with patient and family. Dictate 
discharge summary. Perform medication reconciliation. Office: Examine patient, remove sutures. Monitor output and 
remove drain if not removed prior to discharge. Answer patient and family questions. Review pathology report. Monitor 
facial nerve functional deficits, if any. Assess for adequacy of pain control. Discuss advancing daily activities with 
patient. Discuss long term scar management with patient. Discuss pathology report with patient and need for any 
additional testing or consultation. Arrange for any indicated additional testing and review results. Arrange for any 
indicated consultation, prepare documents for transmission to appropriate consultants, review reports from consultants. 
Discuss progress with referring physician(s) (verbal and written). Dictate progress notes for medical chart. 
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CPT Code: 42415' · 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): Jane Dillon, MD; Christopher Senkowski, MD, FACS 

Specialty(s): otolaryngology; general surgery --

CPT Code: 42415 

Sample Size: 250 IResp N: 76 I Response: 30.4 % 
-

Sample Type: Random 

Low 25th DCtl Median* 75th octl Hjg_h 
Service Performance Rate 2.00 10.00 14.00 20.00 60.00 

Survey RVW: 12.00 18.00 20.00 22.13 35.00 

Pre-Service Evaluation Time: 40.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 90.00 120.00 150.00 150.00 250.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 62.00 99211x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total minutes per ElM visrt: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(3t.,. 
99239 (55); 99211 (7); 99212 {16); 99213 {23); 99214 (40); 99215 (55); 99354 (60); 99355 {30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 142415 Recommended Physician Work RVU: 17.99 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 150.00 

Immediate Post Service-Time: 20.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

Office time/visit(s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

REFERENCE SERVICE: 

Key CPT Code 
60271 

WorkRVU 
17.54 

CPT Descriptor Thyroidectomy, including substernal thyroid; cervical approach 

KEY MPC COMPARISON CODES: 

CPT Code: 42415 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
22554 090 17.54 RUC Time 27,718 
CPT Descriptor 1 Arthrodesis, anterior interbody technique, including minimal discectomy to prepare interspace (other 
than for decompression); cervical below C2 

MPC CPT Code 2 
34203 

Global 
090 

WorkRVU 
17.73 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

2,707 

CPT Descriptor 2 Embolectomy or thrombectomy, with or without catheter; popliteal-tibia-peroneal artery, by leg 
incision 

)ther Reference CPT Code 
00260 

Global 
090 

WorkRVU 
18.18 

Time Source 
RUCTime 

CPT Descriptor Thyroidectomy, removal of all remaining thyroid tissue following previous removal of a portion of 
thyroid 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 21 % ofrespondents: 27.6 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

42415 60271 

I Median Pre-Service Time II 72.00 II 60.00 

I Median Intra-Service Time II 150.00 II 150.00 

I Median Immediate Post-service Time 20.00 I 30.00 

I Median Critical Care Time 0.0 0.00 

edian Other Hospital Visit Time 0.0 60.00 

1 Median Discharge Day Management Time 38.0 38.00 

I Median Office Visit Time 62.0 39.00 

I Prolonged Services Time 0.0 0.00 

I Median Total Time 342.00 377.00 
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l._o_th_er_time_if_ap....:...:..p_ro..:....pna_·_te __________ __,l ._I ___ __,I ~...I ____ _j 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of 3.19 II.__ ____ __, 
management options that must be considered ~...--___ __,_ 

3.00 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___3._Io _ __,l ._I __ 3_._14 _ __. 

,_1 U_r""'ge_n-'cy'-o_f_m_edi_·cal_dec_is_io_n_making_·.....::;.. ________ _JI ..... 1 __ 2_.8_6 _ __,1 ._1 __ 2_.8_1_-....~ 

Technical Skill/Phvsical Effort (Mean) 

~...I T_ec_hni_._cal_s_kil_· I_reqwr_:_·_ed ___________ -.JI ._I _4_.2_9_--lll~....-_4_._:10_----' 

,_1 Ph~ys_ical_e_ffi_ort_re..:.qwr_._ed ___________ ___,l ._1 __ 3_.7_1 _ __,1 L-1 __ 3_.5_7_---J 

Psychological stress <Mean) 

I The risk of significant complications, morbidity and! or mortality I ... I __ 4_.0_5 _ __,1 ._I __ 3_.6_2_-....~ 

._I Ou_tc_o_m_e _depe-"-nds __ on_the __ skil_· _I and_.::;..ju_dgm;:;...._e_nt_o_f-=-p-'hy'-s_ic_ian ___ __,l ... I __ 4_.2_4 _ __,1 ... I __ 4_.0_5 _ ___, 

.... 1 Es_tima_ted_ns_· _k_o_f mal___.p._ra_c_ti_ce_s_w_·t_WI_.th__._poo_r_out_c_o_m_e ___ -....~ll.___4_.6_7_-ll L-1 __ 4_.2_4_---J 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI'Code Reference 
Service 1 

L..IPre_-S_e_~_ire_m_re_ns_ity~l_c_om~p~le_~"""'·ty'----------~~ ..... 1 __ 3_.00_-....~1._1 __ 3_.0_5_-.J 

~...lm_tta_~_e_~_ic_e_in_re_ns_i~ty_lc_o_m~~-e~_·ty~------------'liL.. __ 4_.1_0 _ __,11L.. __ 3_.8_5_-....~ 

~..I P~o..:..:st_-Se_~___.,.ire____:.int..;...e_ns.;_ity~/c_omp....!:..le_~ __ ·ty~----------'1 ..... 1 __ 2_.5_7 _ _.1 ... 1 __ 2_.6_5 _ ___, 

Additional Rationale 

CPT Code: 42415 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Va · 
Recommendations for the appropriate formula and format. 

Pre-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change. 
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CPT Code: 42415 
• Positioning: Add 9 minutes- After induction of anesthesia in supine position, assist with patient positioning 

with shoulder roll, head rotated and stabilized. Assist with adjusting the OR table and anesthesia lines so that the 
operative site is assessable. Re-assess position of the extremities and head, adjust as needed. 

• Scrub/Dress/Wait: no change 

In comparison to the reference code 60271, the pre-service work for 42415 requires more time to review the planned 
procedure and the risks, including a detailed discussion of possible facial nerve paralysis (paresis is common), which 
may result in functional speech, mastication, and eye closure issues, as well as facial disfigurement; facial numbness 
and change in appearance at operative site (both of which always happen); facial scarring and possible need for 
revision, late sequelae including Frye's syndrome and tumor recurrence - an important issue even with benign 
tumors. 

The mtra-service time for 42415 and the reference code 60271 is the same (150 min), however, the intra-service 
intensity and complexity of 42415 is greater as seen in the survey mean intra-service intensity/complexity and all 
mean measures of technical skill and psychological stress statistics. The facial nerve is at risk during almost all parts 
of the procedure, including possible damage during flap raising, localization of main trunk, and dissection of 
peripheral branches, making this a high intensity procedure throughout. The nerve buried in the middle of the 
parotid gland, which is dense, fibrous, and vascular is difficult to fmd, difficult to dissect, easy to injure- even with 
gentle traction or nerve stimulation. Facial nerve injury results in significant functional issues related to speech, 
mastication, and eye closure as well as facial disfigurement. For the reference code, nerve dissection is more 
limited, and separating the nerve from the gland is less prone to injury. Unlike the thyroid (60271), even benign 
tumors of the parotid are prone to recurrence, requiring more attention to wide margins, and meticulous handling to 
prevent tumor cell seeding of the operative site. The survey data indicate a majority of patients are treated in the 
hospital and a majority will stay at least overnight. The typical patient will require monitoring for hematoma 
formation and facial nerve function, control pain and nausea, maintenance of hydration with IV fluids. The next day, 
the surgeon will change dressing, assess facial nerve function and prescribe indicated treatment for deficits, 
oarticularly related to eye closure. The wound and drain are assessed. If the patient is stable, he/she will be 

ischarged. 

Office work for 42415 is greater than the reference code. An additional office visit 1-2 days after discharge is 
necessary because patients undergoing 42145 typically go home with a drain (unlike thyroid). At all office visits, 
facial nerve function and counseling is important. 

A Harvard-based code is not a RUC compelling evidence standard. Consequently, we are not asking the RUC for 
consideration of a change to the RVW for 42415. However, we would like to reserve the option to review this code 
at a later time, if Harvard-based becomes a compelling evidence standard. The discussion above which compares 
42415 to the reference code supports maintaining the current value of 17.99 RVUs for 42415. As additional 
justification, we also offer two MPC codes (22554 and 34203) with similar RVWs, significantly less intra-op time, 
but greater hospital work. Another comparison code that is not an MPC code but is similar in terms of anatomy is 
60260 with a slightly higher RVW (18.18) and more hospital work, but less office work. 

SERVICES REPORTED WITI1 MULTIPLE CPf CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure;· each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
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CPT Code: 42415 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 42415 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty otolaryngology How often? Sometimes 

Specialty general surgery How often? Rarely 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national frequency unavailable 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
4,636 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. RUC database 2006 utilization 

Specialty otolaryngology Frequency 4219 Percentage 91.00 % 

Specialty general surgery Frequency 197 Percentage 4.24 % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Maintain PLI for current code 42415 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMMENDATION 

CPT Code: 42420 · 

~PT Code:42420 Tracking Number Specialty Society Recommended RVU: 20.87 

Global Period: 090 RUC Recommended RVU: 20.87 

CPT Descriptor: Excision of parotid tumor or parotid gland; total, with dissection and preservation of facial nerve 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 64-year-old man presents with a 12-month history of a 1.5 centimeter left preauricular mass. 
Over the past 3 months, he has had increasing pain but has no evidence of facial nerve weakness. There is no palpable 

cervical adenopathy. An MRI shows a mass with irregular borders, in the deep lobe of the parotid gland. There is no 
adenopathy noted on the scan. A fme needle biopsy reveals squamous cell carcinoma. The patient undergoes a total 
parotidectomy with dissection and preservation of the facial nerve. 

Percentage of Survey Respondents who found Vignette to be Typical: 83% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 3% , Kept overnight (less than 24 hours) 36% , Admitted (more than 24 hours) 62% 

uercent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
i&M service later on the same day 56% · 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Select and order the appropriate antibiotic(s) and confirm timing and administration. 
Assure appropriate selection, timing, and administration of DVT prophylaxis. Assess need for beta-blockers, order as 
required. Review medical history, pathology, and radiology report. Review radiographic images. Review results of 
preoperative testing (labs, EKG, CXR). Review reports of consultants providing preoperative assessment and clearance 
as indicated. Meet with patient and family to review planned procedure and postoperative management. Reexamine 
patient to ensure that physical fmdings have not changed and dictate history and physical. Obtain informed consent. 
Review hospital consent, mark patient. Review airway and medical management with anesthesiologist. Review planned 
procedure with OR staff. Verify that all required instruments and supplies are available. Change into scrub clothes. 
Monitor/assist with positioning of the patient. Ensure that radiographic images are available in the OR. Mark planned 
incision. Inject planned incision with vasoconstrictor. Monitor/assist with prepping and draping. Scrub and gown. 
Perform surgical "time out" with operating surgical team.Place facial nerve monitor. 

escription of Intra-Service Work: Under anesthesia, a preauricular incision is made with curved cervical extension 
below the angle of the mandible. Anterior and posterior skin flaps are elevated in the subplatysmal plane, superficial to 
th~ parotid fascia, exposing the parotid gland and the sternocleidomastoid muscle. The parotid gland is dissected from 
the anterior border of the sternocleidomastoid muscle and the greater auricular nerve is transected. The gland is 
dissected from the mastoid process and the cartilage of the external auditory canal. The main trunk of the facial nerve is 
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CPT Code: 42420 
identified and protected. Facial nerve stimulation is performed as needed at various points during the procedure. The 
overlying parotid tissue is elevated from the Irn!!P trunk of the facial nerve to expose the bifurcation. The peripheral 
branches of the facial nerve are sequentially dissected, separating the overlying parotid tissue from the facial nerve and 
deep lobe of the gland. The facial nerve is mobilized and gently retracted. The lobe and associated tissue are remo· 
and sent to pathology. All structures are inspected including the facial nerve. A deep drain is placed and the we. 
closed in layers. 

Description of Post-Service Work: Hospital: Apply sterile dressings. Monitor patient during reversal of anesthesia. 
Monitor transport of patient from OR to recovery room. Discuss postoperative recovery care with anesthesia and 
nursing staff. Write postoperative orders. Discuss procedure and outcome with family in waiting area. Examine the 
patient to ensure proper drain function and assess facial nerve function. Write postoperative note. Dictate operative 
note and copy to referring physician. Write orders for transferring to surgical floor and discuss ongoing care with floor 
nurses. Examine patient, check wound and patient progress - Monitor closely for airway patency and for development of 
cervical hematoma. Write orders for postoperative medications, diet, and patient activity. Check wounds, change 
dressings, and monitor patient progress. Chart notes. Review patient management with nursing staff. Monitor overall 
medical condition of the patient including fluid balance, vital signs, and urinary function. Monitor incision for signs of 
infection or hematoma. Assess facial nerve function. Answer patient and family questions. Answer nursing staff 
questions. Discuss patient progress with referring physician. Assure adequate level of pain control. Monitor drain, 
remove prior to discharge if appropriate. Chart discharge instructions. Write prescriptions for medications and supplies 
needed post-discharge. Review post-discharge wound care and activity limitations with patient and family. Dictate 
discharge summary. Perform medication reconciliation. 

Office: Examine patient, remove sutures. Monitor output and remove drain if not removed prior to discharge. Answer 
patient and family questions. Review pathology report. Monitor facial nerve functional deficits, if any. Assess for 
adequacy of pain control. Discuss advancing daily activities with patient. Discuss long term scar management with 
patient. Discuss pathology report with patient and need for any additional testing or consultation. Arrange for any 
indicated additional testing and review results. Arrange for any indicated consultation, prepare documents fl' .. 
transmission to appropriate consultants, review reports from consultants. Discuss progress with referring physiciar 
(verbal and written). Dictate progress notes for medical chart. 
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CPT Code: 42420 
SURVEY DATA 
RUC Meeting Date {mm/yyyy) 101/2009 

Presenter{s): Jane Dillon, MD; Christopher Senkowski, MD, FACS 

pecialty{s): otolaryngology; general surgery 

CPT Code: 42420 

Sample Size: 250 IResp N: 76 
I 

Response: 30.4 % 

Sample Type: Random 

Low 25th pctl Median* 75th pctl H!g_h 

Service Performance Rate 0.00 2.00 5.00 7.00 25.00 

SurveyRVW: 8.00 23.36 25.00 30.50 45.00 

Pre-Service Evaluation Time: 45.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 

Intra-Service Time: 115.00 158.00 180.00 240.00 350.00 

Immediate Pos.t Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): §!!JlQ 99231x 1.00 99232x 1.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit{s): 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

~rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

*Phys1c1an standard total mmutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 142420 Recommended Physician Work RVU: 20.87 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 12.00 3.00 9.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 180.00 

Immediate Post Service-Time: 20.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s}: 60.00 99231x 1.00 99232x 1.00 99233x 0.00 

""ischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

ifice time/visit(s}: 62.00 99211 x 0.00 12x 1.00 13x 2.00 14x 0.00 15x 0.00 

!Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
38724 

Global 
090 

WorkRVU 
23.72 

CPT Descriptor Cervical lymphadenectomy (modified radical neck dissection) 

KEY MPC COMPARISON CODES: 

CPT Code: 42420 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global Work RVU Time Source 
35656 090 20.39 RUC Time 

CPT Descriptor 1 Bypass graft, with other than vein; femoral-popliteal 

MPC CPT Code 2 
35141 

Global 
090 

Work RVU Time Source 
20.83 RUC Time 

Most Recent 
Medicare Utilization 

14,026 

Most Recent 
Medicare Utilization 

3,709 

CPT Descriptor 2 Direct repair of aneurysm, pseudoaneurysm, or excision (partial or total) and graft insertion, with or 
without patch graft; for aneurysm, pseudoaneurysm, and associated occlusive disease, common femoral artery (profunda 
femoris, superficial femoral) 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 23 % of respondents: 30.2 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPI' Code: CPI'Code: RUCTime 

42420 38724 

I Median Pre-Service Time II 72.00 II 75.00 

I Median Intra-Service Time II 180.00 II 180.00 

Median Immediate Post-service Time 20.00 30.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 60.0 80.00 

Median Discharge Day Management Time 38.0 38.00 

Median Office Visit Time 62.0 109.00 

Prolonged Services Time 0.0 0.00 

~ 512.00 I Median Total Time 

Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

lental Effort and Judgment <Mean) 
i'he number of possible diagnosis and/or the number of 4.13 II 
management options that must be considered .___ ___ _. '--------' 

3.87 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.___3_.8_3 ___.I .._I __ 3.8_7 _ __, 

l~...,;u:..:.rg~e:..:.nc~y_o_f_m_edi._.·cal;_;_d_ec_is_io_n_making_·....:::... _______ ____JI .._1 __ 4_.22_--11 ~...1 __ 4_.2_6 _ __J 

Technical SkiliiPhvsical Effort (Mean) 

._I ~_ec_hni_._cal_skil_· l_r_equired..._· ___________ ____.! L-1 _4_.B_3_~11L-__ 4_.5_7 _ ___,J 

._I P._.h::...ys_ical_e_fti_ort_r_e~quired-· ------------__.1 ._1 __ 4_.3_9 _ _.1 .._1 __ 4_.1_7 _ ___. 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I '-1 __ 4_.8_3 _ _.11...._ __ 4_.4_3 _ ___. 

._I Ou_tco_m_e _depe..:.-nds __ on_th_e_s_kill_· _and_J=-.udgm-=-_e_nt_o_f..:..p....::hy'-s_ic_ian ___ _.l ~...1 __ 4_.7_4_~1 L-1 __ 4._..30 __ ...... 

I Es;;;;.nma:..:.· ;;;;.;;...ted_n..;.·sk---.of:..:.mal=p:..:.ra_c_tice __ sw_·._.t WI_·th-"poo~r_o_u_tc_om_e ___ --JI .... 1 __ 4_.7_4 _ _.1 .._1 __ 4_.1_7 _ ___. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI'Code Reference 
Service 1 

._l~_e_-_~_~_·ce_int_ens_i~ty_fco_mp~l_e~_·ty..:.-_________ ...... ll.___4_.1_3 _ _,11._ __ 4_.04 __ ~ 

L-lhmm....:..:._-S_e_~_·c_e_int_e_ns_ity..:.-/co_m~p~re-~_·ty~----------JI._I __ 4_.7_4 _ _.1.._1 __ 4_.5_2_--1 

l .._ P_o_st_-~_~_·c_e _int_e_ns_ity.:.../_co_m_.p._le_~....::·ty'-------------'lj'--_-3_.3_9_~1 L-1 __ 3_._57_--l 

Additional Rationale 

CPT Code: 42420 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
~ecommendations for the appropriate formula and format. 

_ re-Time: With respect to the pre-service time, we recommend package 4 with the following modifications: 
• Evaluation: no change. 
• Positioning: Add 9 minutes- After induction of anesthesia in supine position, assist with patient positioning 

with shoulder roll, head rotated and stabilized. Assist with adjusting the OR table and anesthesia lines so that the 
operative site is assessable. Re-assess position of the extremities and head, adjust as needed. 
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CPT Code: 42420 
• Scrub/Dress/Wait: no change 

For both the survey code and reference code, the risk of nerve dysfunction, functional and cosmetic issues are 
significant. The intra-service time for 42420 and the reference code 38724 is the same (180 min), however, the 
intra-service intensity and complexity of 42420 is greater as seen in the survey mean intra-service 
intensity/complexity and all mean measures of technical skill and psychological stress statistics. The facial nerve is at 
risk during almost all parts of the procedure, including possible damage during flap raising, localization of main 
trunk, and dissection of peripheral branches, making this a high intensity procedure throughout. The nerve buried in 
the middle of the parotid gland, which is dense, fibrous, and vascular is difficult to find, difficult to dissect, easy to 
injure- even with gentle traction or nerve stimulation. 42420 involves dissecting the nerve away from not only the 
superficial lobe, but on the underside from the deep lobe, with increased risk of injury. Deep lobe tumors are often 
malignant, resulting in increased technical difficulty to dissect the nerve free and more complex intraoperative 
decision-making regarding nerve preservation. Facial nerve injury results in significant functional issues related to 
speech, mastication, and eye closure as well as facial disfigurement. With 38724, nerve dissection is more limited, 
and nerves are less prone to injury. Similar to 38724, tumors of the parotid are prone to recurrence, requiring 
attention to wide margins, and meticulous handling to prevent tumor cell seeding of the operative site. 

The survey data indicate and we concur that these patients are typically admitted to the hospital and will remain for 
several days. Monitoring for airway patency, hematoma formation, facial nerve function and intervention for any 
noted deficits, drain function, and control of pain and nausea is necessary. Patients are maintained on IV fluids until 
oral intake is possible. The patient will go home with the drain in place and require a visit 1-2 days after discharge 
for drain removal if appropriate. 

A Harvard-based code is not a RUC compelling evidence standard. Consequently, we are not asking the RUC for 
consideration of a change to the RVW for 42420. However, we would like to reserve the option to review this code 
at a later time, if Harvard-based becomes a compelling evidence standard. The discussion above which compares 
42420 to the reference code supports maintaining the current value of 20.87 RVUs for 42420. As additiOD?1 

justification, we also offer two MPC codes (35656 and 35141) with similar RVWs and similar total time (less intra· 
time, more hospital work, and less office work). Another comparison code that is not an MPC code but is similar h. 

terms of anatomy is 60252 with a slightly higher RVW (21.88), the same intra-op time, but slightly more post-op 
work. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 
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CPT Code: 42420 
FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
~ode is reviewed) 42420 

How often do physicians in your specialty perform this service? (ie. corrunonly, sometimes, rarely) 
If the recorrunendation is from multiple specialties, please provide information for each specialty. 

Specialty otolaryngology How often?- Sometimes 

Specialty general surgery How oftenf Rarely 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recorrunendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. national frequency unavailable 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
1,590 If this is a recorrunendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. RUC database 2006 frequency 

.lpecialty otolaryngology Frequency 1475 Percentage 92.76 % 

Specialty general surgery Frequency 45 Percentage 2.83 % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLU 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Maintain PLI for current code 42420 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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Summary of Direct Practice Expense Changes 

RUC Recommendations for CMS Requests where Physician Work and Time were Reviewed 

::_::_-=-~~T --------c----~=~-,--c----------- -------_j_ -- -= 
February and April 2009 RUC Meetings 

I D I I I I -,--c---~c=_---~~-

Practice Expense Physician Time Practice Expense Physician Time Components prior to the 
Components Recommended February and April 2009 RUC Meetings Change In Post Op Visit Info ----

__ F~~~ and April 2009 RUC Meetings ----- .----- - ------

Change In Change in 
Clinical Clinical Labor 

Clinical Current Change co C') "'t 
Labor from co "'t 

Change in Time from co .... N C') "'t .... N .... N C') 

CPT Intra- Labor C') .... .... .... .... Intra In Intra Staff C') .... .... .... .... change In C') .... .... .... .... PostOp Change in N N N N N N N N N N N N N N N 
Code Service Assist en en en en en Time time Type en en en en en Intra time en en en en en Visits Post Qp Visits en en en en en en en en en en en en en en en 

26480 60 0 0.5 3 1 60 0 L037D 4 0 0 -1 1 Yes 9 ---------
67 -17 L037D 1 0 3.5 0 0 -17 0 01-0.5 2 0 Yes 281~Q -- 50 50 1 0 3 2 0 58.5 

28122 45 45 1 0 2 2 0 51 -6 L037D 1 0 5 0 0 -6 0 0 -3 -2 0 Yes -9 
28725 

-
1 4 0 3 0 ---------1-------

90 0 1 0 2_~ ~ 60 30 L037D 0 0 0 0 0 -2 Yes 54 
28730 

----
0 1 0 120 -20 L037D 1 0 0 5 0 0 0 0 2 -2 0 Yes -18 100 2 3 0 

36825 120 0 1 0 1 2 ~ 81 39 L037D 1 0 2.5 0 0 0 0 0 -1.5 2 0 Yes 31.5 ----
156 -6 L037D 1 0 0 3.5 0 0 0 0 1 -1.5 0 Yes -27 42415 150 ___ 0 ____ 1---1 0 1 2 0 

42420 180 0 1 0 1 2 0 182 -2 L037D 1 0 0 3.5 0 0 0 0 1 -1.5 0 Yes -27 ---------
0 1 0 1 1 0 67.5 2.5 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 49507 1-___ZQ__ 

-49521 0 1 0 1 1 0 90 0 L037D 1 0 1 1 0 0 J 0 0 0 •0 I No I 0 90 ' 
49587 

--
60 0 1 0 1 1 0 60 0 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 

69100 12 8 10 2 L037D 1 No 0 
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AMA/Specialty Society RVS Update Committee 

Summary of Recommendations 
Originated from the Five Year Review 

February 2009 

Hernia Repair 

CPT codes 49507, Repair initial inguinal hernia, age 5 years or older; incarcerated or strangulated, 49521, Repair recurrent inguinal 
hernia, any age; incarcerated or strangulated, and 49587, Repair umbilical hernia, age 5 years or older; incarcerated or strangulated 
were identified by the Five-Year Review Identification Workgroup as potentially misvalued through its Site of Service Anomaly 
screen in September 2007. The Workgroup reviewed all services that include inpatient hospital visits within their global periods, but 
are performed less than 50% of the time in the inpatient setting, according to recent Medicare utilization data. The RUC originally 
recommended a two-step action. First, the RUC removed the hospital visits from the service with no impact on the associated work 
RVU, which CMS agreed with. Second, the RUC recommended that services be surveyed. At the April2008 RUC Meeting, the 
specialty societies presented data that indicate that although these procedures are reported as outpatient procedures more than 50% of 
the time, patients typically spend at least one night in the hospital. The RUC deferred action on these issues until an adequate survey 
instrument was developed. The RUC approved a revised survey instrument in October 2008 and these procedures were surveyed for 
review at the February 2009 RUC Meeting. 

49507 
The specialty society agreed that there was no compelling evidence to support a review of the physician work in order to recommend a 
higher work RVU than is currently assigned to 49507. However, the specialty presented data from a survey of84 general surgeons 
and consensus recommendations from an expert panel of general surgeons to validate physician time and post-operative visits. The 
survey results and expert panel consensus show that patients are typically kept overnight in the hospital following this procedure. The 
survey results indicated that 98% of respondents perform the procedure in the hospital. Of those 98%, 83% stay overnight, and of 
those 83%, 73% (or 59% of all patients) are seen for an evaluation and management visit on the same day. The surveyees and the 
specialty expert panel noted and the RUC agreed that typically patients require close monitoring the day of and the day after the 
procedure for problems such as ileus, intestinal ischemia, and urinary retention. There is also a significant amount of pain 
management. A patient will not be discharged until there is a return of bowel function, the patient is taking adequate nutrition, and 
there is adequate pain control with oral analgesics. The specialty society panel indicated pre-service time package four applied -
facility, difficult patient, difficult procedure. Further, the survey and panel recommended an intra-service time of70 minutes and 
immediate post-service time of 30 minutes. Lastly, the specialty presented data that one 99231 hospital visit, one 99238 discharge day 

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



management service, and one 99212 and one 99213 office visits are included. The RUC agreed with the specialty society survey 
results regarding physician time and post-operative visits. The RUC compared 49507 to the key reference service 49505, Repair 
initial inguinal hernia, age 5 years or older; reducible (work RVU = 7.88 intra-time= 70 minutes). The RUC also compared 49507 
to 54512, Excision ofextraparenchymallesion of testis (work RVU = 9.22, pre-time= 50 minutes, intra-time= 70 minutes, post­
service= 30) and noted that there is more pre-service time in the surveyed code (63 versus 50 minutes) accounting for the slight 
difference in work RVU. The RUC no~ed that the reference service contains less pre-service and immediate post-service and is less 
intense than the surveyed code. The RUC also noted that the 25th percentile survey work RVU was 9.91 and the median work RVU 
was 11.00. The RUC recommends the new physician times as well as hospital and office visits, but recommends maintaining 
the current work RVU of9.97 for CPT code 49507. 

49521 
The specialty society agreed that there was not compelling evidence to support a review of the physician work in order to recommend 
a higher work RVU than is currently assigned to 49521. However, the specialty presented data from a survey of 84 general surgeons 
and consensus recommendations from an expert panel of general surgeons to validate physician time and post-operative visits. The 
survey results and expert panel consensus show that patients are typically kept overnight in the hospital following this procedure. The 
survey results indicated that 99% of respondents perform the procedure in the hospital. Of those 99%, 82% stay overnight, and of 
those 82%,68% (or 55% of all patients) are seen for an evaluation and management visit on the same day. The surveyees and the 
specialty expert panel noted and the RUC agreed that typically patients require close monitoring the day of and the day after the 
procedure for problems such as ileus, intestinal ischemia, and urinary retention. There is also a significant amount of pain 
management. A patient wilf'not be discharged until there is a return ofbowel function, the patient is taking adequate nutrition, and 
there is adequate pain control with oral analgesics. The specialty society panel indicated pre-service time package four applied -
facility, difficult patient, difficult procedure. Further, the survey and panel recommended an intra-service time of 90 minutes and 
immediate post-service time of 30 minutes. During the immediate post-service work, the physician protects the wound with a hand 
while the patient comes out of anesthesia so that an unrestrained cough does not disrupt the repair. Lastly, the specialty presented data 
that one 99231 hospital visit, one 9923 8 discharge day management service, and one 99212 and one 99213 office visits are included. 
The RUC agreed with the specialty society survey results regarding physician time and post-operative visits. The RUC compared 
49521 to the key reference service, 49520, Repair recurrent inguinal hernia, any age; reducible, (work RVU = 9.91, intra-service 
time= 60 minutes). The RUC noted that it contained 30 minutes less intra-service time and requires less intensity and complexity that 
the surveyed code. The RUC also compared 49521 to 49652, Laparoscopy, surgical, repair, ventral, umbilical, spigelian or 
epigastric hernia (includes mesh insertion, when performed); reducible (work RVU = 12.80, pre-time= 75, intra-time= 90, 
immediate post-time = 30) and noted that the two codes are similar and have identical intra- and immediate post-service time, but that 
the reference code has slightly more pre-service time accounting for the difference in work RVU. The RUC also noted that the survey 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 
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respondents indicated a median work RVU of 14.00 and a 251
h percentile work RVU of 11.00. The RUC recommends the new 

physician times as well as hospital and office visits, but recommends maintaining the current work RVU of 12.36 for CPT code 
49521. 

49587 
The specialty society agreed that there was not compelling evidence to support a review of the physician work in order to recommend 
a higher work RVU than is currently assigned to 49587. However, the specialty presented data from a survey of 84 general surgeons 
and consensus recommendations from an expert panel of general surgeons to validate physician time and post-operative visits. The 
survey results and expert panel consensus show that patients are typically kept overnight in the hospital following this procedure. The 
survey results indicated that 100% of respondents perform the procedure in the hospital. Of those, 71% stay overnight, and of those 
71%, 77% (or 55% of all patients) are seen for an evaluation and management visit on the same day. The surveyees and the specialty 
expert panel noted and the RUC agreed that typically patients require close monitoring the day of and the day after the procedure for 
problems such as ileus, intestinal ischemia, and urinary retention. There is also a significant amount of pain management. A patient 
will not be discharged until there is a return of bowel function, the patient is taking adequate nutrition, and there is adequate pain 
control with oral analgesics. The specialty society panel indicated pre-service time package four applied- facility, difficult patient, 
difficult procedure. Further, the survey and panel recommended an intra-service time of 60 minutes and immediate post-service time 
of 30 minutes. Lastly, the specialty presented data that one 99231 hospital visit, one 99238 discharge day management service, and 
one 99212 and one 99213 office visits are included. The RUC agreed with the specialty society survey results regarding physician 
time and post-operative visits. The RUC compared 49587 to the key reference service, 49585, Repair umbilical hernia, age 5 years or 
older; reducible, (work RVU = 6.51, intra-service time= 45 minutes). The RUC noted that the reference service requires 15 fewer 
minutes and requires less intensity and complexity than the surveyed code. The RUC also compared 49587 to 49572, Repair 
epigastric hernia (eg, preperitonealfat); incarcerated or strangulated (work RVU = 7.79, pre-time= 45 intra-time= 60, immediate 
post-time= 30). The RUC agreed that the two codes are similar, but that the difference in intra-service accounts for the slight 
difference in work RVUs. The RUC also noted that the survey respondents indicated a median work RVU of 11.50 work RVUs. The 
RUC recommends the new physician times as well as hospital and office visits, but recommends maintaining the current work 
RVU of 7.96 for CPT code 49587. 

Practice Expense 
The RUC recommends that the non-facility practice expense inputs be modified to reflect changes to the post-operative office visits 
and that the physician-assist time be modified to reflect changes to the intra-service time. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 3 



...... 
co 
0 ...... 

CPT Code CPT Descriptor Global 
(•New) Period 

49507 Repair initial inguinal hernia, age 5 years or older; incarcerated or strangulated 090 

49521 Repair recurrent inguinal hernia, any age; incarcerated or strangulated 090 

49587 Repair umbilical hernia, age 5 years or older; incarcerated or strangulated 090 

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

WorkRVU 
Recommendation 

9.97 

(No Change) 

12.36 

(No Change) 

7.96 

(No Change) 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 49507 

2PT Code:49507 Tracking Number Specialty Society Recommended RVU: 9.97 

Global Period: 090 RUC Recommended RVU: 9.97 

CPT Descriptor: Repair initial inguinal hernia, age 5 years or over; incarcerated or strangUlated 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 55-year-old male presents with 2 hour history of painful swelling in the left groin. Physical 
exam reveals an inguinal hernia that is tender and nonreducible by manual manipulation. He undergoes operative 
reduction and repair. 

Percentage of Survey Respondents who found Vignette to be Typical: 87% 

Percent of survey respondents who stated they perform the procedure; In the hospital 98% , In the ASC 2%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 17% , Kept overnight (less than 24 hours) 40% , Admitted (more than 24 hours) 43% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 73% 

.s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Select and order the appropriate antibiotic(s) and confirm timing and administration. 
Assure appropriate selection, timing, and administration of DVT prophylaxis. Assess need for beta-blockers, order as 
required. Review preadmission work-up, with particular attention to imaging information and reports. Reexamine 
patient to make sure that physical fmdings have not changed, that the hernia remains unreducible, and update H&P. 
Review results of preadmission testing (lab, EKG, chest x-ray, availability of blood products). Meet with patient and 
family to review planned procedure and post-operative management .. Review and obtain informed consent, including the 
possiblity of bowel resection, with witness. Review length and type of anesthesia with anesthesiologist. Verify that all 
required instruments and supplies are available Assist in transfer of patient from gurney to operating table. 
Monitor/assist with positioning of patient. Install or supervise installation of Foley catheter Assist anesthesia team with 
line placement and induction of anesthesia and intubation. Indicate areas of skin to be prepped and mark surgical 
incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Incision is made through skin and subcutaneous tissue taking care not to injure the 
uderlying bowel that is incarcerated. Dissection carried out meticulously around the hernia sac to expose the external 
..!SCial ring. Incision is then made in the external oblique fascia taking care to preserve the ilioinguinal nerve. Flaps of 

the external oblique fascia are made to expose underside of Poupart's ligament laterally and the internal oblique muscle 
medially. The defect whether direct or indirect is then determined in relation to epigastric vessels and the transversalis 
fascia. The neck of the hernia sac is then released to allow pressure on the hernia sac contents to be lessened. The vas 
deferens and spermatic vessels are carefully dissected from the hernia sac. The hernia sac is then opened to facilitate 
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CPT Code: 49507 
examination of the incarcerated hernia sac contents. The viability of the bowel is assessed. If bowel resection is 
indicated, it is performed (reported separately). If no resection is required, the bowel is meticulously inspected, allowed 
to partially reduce and reinspected to ensure that it is likely viable. The operative site is then assessed to determine 
ability to place mesh and the potential infection risk. Once the bowel is reduced, the peritoneum of the hernia sar 
circumferentially dissected (or resected if there is excess) and oversewn. The cord structures are carefully dissected 
retracted to prevent injury to the Vas Deferens and vessels. The inguinal ligament, inguinal floor and conjoined tendon 
are defmed. Mesh is placed either to plug the defect or as an onlay patch or a combination. The mesh is sutured in 
place to Poupart ligament and the medial conjoined tendon. A new internal ring is created as mesh encircles the 
spermatic vessels and vas deferens taking care to not compromise the structures to prevent injury or necrosis. Finally 
the mesh is placed under the internal oblique muscle to prevent recurrence. Hemostasis is obtained. The external 
oblique fascia is reapproximated with care to avoid ilioinguinal nerve injury, entrapment, and significant chronic pain. 
The wound is irrigated. The Scarpa's fascia is reapproximated and the skin is closed. Sponge, needle, and instrument 
counts are obtained and confirmed prior to closure. 

Description of Post-Service Work: Hospital: Apply sterile adhesive strips and dressings. Monitor patient during reversal 
of anesthesia, protecting the wound with a hand so that wound disruption does not occur with an unrestrained cough on 
emergence from anesthesia. Assist in transfer of patient from operating table to gurney. Monitor transport of patient 
from operating room to recovery room. Discuss postoperative recovery care with anesthesia and nursing staff including 
need for patient controlled analgesia. Discontinue prophylactic antibiotic therapy, as appropriate. Review post­
operative labs. Discuss procedure and outcome with family in waiting area. Write brief operative note or complete final 
operative note and place in chart. Write postoperative note in the recovery room. Dictate operative report and copy 
referring physician(s). Call referring physician(s). Write orders for transferring to general surgical floor and discuss 
ongoing care with floor nurses. Examine patient, including reviewing vital signs and confirming as necessary. 
Auscultate heart, lungs, and abdomen for bowel sounds. Manage dressings to wounds daily, monitoring status of 
incision, looking for signs of infection. Continue prophylaxis for DVT. Monitor daily for adequacy. Assess need for 
beta-blockers, order as required. Monitor and document patient progress. Assess pain scores and adequacy of 
analgesia. Monitor fluid and electrolyte status and renal function. Review nursing/other staff patient chart notes. WritE> 
orders for labs, films, medications, diet, and patient activity. Chart patient progress notes, daily. Answer patient 2 

family questions. Answer nursing/other staff questions. Advance diet, as appropriate. Write orders for follow-uh 
post-discharge labs, x-rays, home care, and physical therapy. Write prescriptions for medications needed post­
discharge. Home restrictions and activity levels (i.e., diet, bathing) are discussed with the patient, family members and 
discharging nurse. The patient is discharged when there is return of bowel function, taking adequate nutrition, and 
adequate pain control with oral analgesics. All appropriate medical records are completed, including day of discharge 
progress notes, discharge summary and discharge instructions, and insurance forms. 

At follow-up office visits: Examine and talk with patient. Remove staples or sutures, when appropriate. Review 
activity and restrictions. Monitor healing of incision with appropriate physical examination, including dealing with 
questions of patient and family. Check for presence of post-operative hematornalseroma and assess need for aspiration. 
Arrange to return for review if necessary. Monitor diet caloric intake by weight. Answer patient/family questions. 

Write medication prescriptions. Post discharge labs/films are ordered and reviewed. Discuss progress with referring 
physician(s) (verbal and written). Dictate progress notes for medical chart. Review activity permission with patient and 
write appropriate permission. 
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CPT Code: 49507 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 

Presenter(s): Christopher Senkowski, MD, FACS; Charles Mabry, MD, FACS 

;pecialty(s): general surgery 

CPT Code: 49507 

Sample Size: 300 'Resp N: 84 I Response: 28.0 % 

Sample Type: Random 

Low 25th octl Median* 75th octl Hig_h 

Service Performance Rate 0.00 2.00 5.00 10.00 50.00 

SurveyRVW: 7.88 9.91 11.00 14.25 25.00 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 45.00 60.00 70.00 86.00 120.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

.,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. . . 

*Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 149507 Recommended Physician Work RVU: 9.97 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 70.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

"lischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

lfice time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

!Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
49505 

Global 
090 

WorkRVU 
7.88 

CPT Descriptor Repair initial inguinal hernia, age 5 years or older; reducible 

KEY MPC COMPARISON CODES: 

CPT Code: 49507 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 20 %of respondents: 23.8 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

49507 49505 

I Median Pre-Service Time II •63.00 II 50.00 

I Median Intra-Service Time II 70.00 II 70.00 

Median Immediate Post-service Time 30.00 20.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 20.0 0.00 

Median Discharge Day Management Time 38.0 19.00 

Median Office Visit Time 39.0 39.00 

Prolonged Services Time 0.0 0.00 

1~1 
198.00 Median Total Time 

Other time if appropriate 
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INTENSITY/COMPLEXITY MEASURES (Mean) 

~ental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the nwnber of 1..____2_.60 _ ____,11 
management options that must be considered L------....1 

2.15 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other infonnation that must be reviewed and analyzed 

.___2_.4_o _ __.l ._I __ 2_.10 _ ___, 

I._ U_r:::..ge_nc...::.y_o_f m_edi_.cal_dec_is_io_n _makin_· """g _______ ___.l ._I __ 3.2_0 _ __.1 ._I __ 2_.2_0 _ ___. 

Technical Skill/Physical Effort (Mean) 

IL...~_ec_hni_._cai_skill_· _r_equired~· ___________ ___.lj,__3_.o_5 _ _.ll.___2_.6_5 _ ___, 

._I P_h:..ys_ical_e_ffo_rt_r_eqwr.:...,_· ed ___________ ___.ll 2.65 11.___2_.40 __ _. 

Psvchologkal Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality IIL... __ 2...;,.90~___.1 L..l __ 2_.2..;,0 ---1 

._IOu~~_om_e_de~~-~-o_n_th_e_s~_._l_and~ju_dgm~e_nt_o_f~p~ey...;,si_cian ___ -....~1 .... 1 __ 3_.2_0 __ __.1 .... 1 ___ 2._7_5_-....~ 

IEs_tima __ ted __ n_·s_k_of_mal~p_ra_cn_·c_e_sw_·t_Wl_.th__._poo __ r_ou_tc_o_m_e ___ __.l._l ___ 3_.l_O __ __.I ._1 ___ 2_.7_0_-....~ 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

IL...P_re_-Se __ rvi_·ce __ int_e_ns_ity~/_co_m~p_le_XI~·ty _______________ ___,~l ._I ___ 2_.9_5 __ _.111.....-_2_.3_5 _ _, 

~..;;1 In:::tr::..:a:....-Se;,.,:....rv..:.:.ice~inte....;.;...;ns::..:ity=-/-co:....m~p-le_xi~ty-------------------~~~ 3.00 I ._I __ 2_.4_5 _ _, 

I L.. P....:.o..:.:.st-_S_erv_i_ce_in_t_ens__,ity:_./co_m.!.,.pl_eXI_.ty..::.._ _______________ -....~ll._ ___ 2_.40 __ ___.1 L..l __ 2_.1_0 _ _, 

Additional Rationale 

CPT Code: 49507 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

~oding changes were made to the family of hernia codes for CPT 1994 to differentiate physician work. A request was 
made to separate incarcerated and strangulated hernias, but the CPT Editorial Panel chose to combine those procedures. 
The RUC process in 1993 utilized consistent ratios for valuing reducible, incarcerated/strangulated, initial, and recurrent 
for each type of hernia, with a goal of maintaining budget neutrality across all hernia codes. In 2000, during the 2nd 5 year 
review, the hernia codes were surveyed as minisurveys (except for 49505) and the work RVUs adjusted using the 
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CPT Code: 49507 
percentage change made to 49505, which undetwent a full RUC survey. Many of the more difficult procedures had 
evidence to support higher values, but the details of the mini-surveys were not reviewed on a code-by-code basis. 

For code 49507, the 2006 Medicare claims data in the RUC database indicate 48% inpatient hospital and 48% outpatient 
hospital. The 2007 Medicare claims data show a slight change to 46% inpatient and 48% outpatient, along with a slight 
decrease in total frequency. Our current survey indicates a close split between hospital admit and overnight. For the 
respondents that indicated an overnight stay, a majority indicated an ElM service would be performed on the same day 
(73%). 

The survey data show- and our expert consensus panel concurs- that a majority of these patients require close monitoring 
on the day of the procedure and are kept in the hospital for continued monitoring for problems such as ileus, intestinal 
ischemia, and urinary retention. Additionally, there will be significant pain post-operatively requiring management before 
discharge. After considering relevant data, options, and risks on the day following surgery, the surgeon will make the 
decision for the patient to stay in the hospital or to be discharged. The patient will not be discharged until there is return of 
bowel function, the patient is taking adequate nutrition, and there is adequate pain control with oral analgesics. Clearly, if 
on the day of surgery, the surgeon's orders are to admit the patient, follow-up hospital ElM visit(s) that occur should be 
considered part of the typical global work. This is independent of whether the post-discharge "billing status" for a patient 
changes from admit to outpatient the next day because the patient is discharged ''within" 24 hours. 

We believe that semantics about place of service and length of stay have created an undo concern with regard to screening, 
reviewing and accounting for physician work. Medicare representatives have stated that a claim designated as "outpatient" 
is a hospital stay of23hr-59min or less. On the other hand, CPT codes describe ElM codes in a less concrete fashion. For 
example, codes 99201-99205 and 99211-99215 describe ElM services provided in the physician's office or in an outpatient 
or other ambulatory facility. These place of service designations are not consistent with patients staying overnight or 
longer on a hospital surgical ward. We would argue that a hospital surgical ward is not "ambulatory." Further, CPT 
indicates that codes 99234-99236 are to be used to report observation or inpatient hospital care services provided to 
patients admitted and discharged on the same date of service. For these codes, claims can correctly be submitted as 
inpatient same day service and in 2006, Medicare claims data show more than 50% inpatient claims for 99234. Clearly, 
50%+ of these 71,000+ patients were not admitted at I 2:00am and discharged at midnight- which according to Medicart.. 
is the only way that a claim can be considered inpatient. 

All of the discussion above is meant to emphasize that reason needs to prevail in the discussion about accounting for 
physician work for patients who are not ambulatory and do not leave a hospital outpatient surgery center on the day of a 
procedure, but instead are admitted to the surgical ward. A claim's place of service designation does not relate to or 
accurately describe physician work. If 50% of claims for same day ElM work can have a place of service designation as 
inpatient, then some percentage of claims with a place of service designation of outpatient can be patients staying overnight 
(or longer). Discussion of clinical rationale and professional judgment is important to the review process- not just a 
claim's place of service designation. 

The site of service screen used for 49507 inaccurately portrays these patients as typically ambulatory and leaving a facility 
on the same date of service. OPPS data for this code includes claims where patients were admitted and discharged on 
different dates. The current RUC survey indicates that the typical patient is admitted or kept overnight and that an ElM 
visit is performed on the day of the procedure. An expert panel of general surgeons representing all geographic practice 
settings and all types of practices have reviewed the survey data for this code and believe that the clinical rationale 
discussed above justifies admitting a majority of these patients. We recommend maintaining the current work RVU of 
9.97. We also recommend the survey median time and visits which include E/M work on the day of the procedure 
and 1 x 99238 for the discharge work provided the next day. if the patient can safely be released from the hospital. 

With respect to the ElM work on the day of the procedure, we believe the typical service is equivalent to 99231 because the 
typical patient is admitted to the surgical ward by the surgeon's orders and until the patient is discharged, the work being 
performed is inpatient. However, if semantics require use of different codes, then we might suggest using the following 
two codes as proxies: 99218 Observation care for work on the day of the procedure and 99217 Observation care dischar6 

for work the following day. The use of these proxies will require a change to the SoR and the RUC database because these 
codes are not currently identified. However, we do not suggest adding these codes -which would only be proxies for work 
-to the RUC survey. · 
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CPT Code: 49507 

SERVICES REPORTED WITH MULTIPLE CPr CODES 

~. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
.ode is reviewed) 49507 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty general surgery How often? Commonly 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency unknown, but typical patient is not Medicare aged. 

Specialty general surgery Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
• ?., 14 7 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 

1ecialty. Please explain the rationale for this estimate. 2006 Medicare database 

Specialty general surgery Frequency 11078 Percentage 91.19 % 

Specialty Frequency Percentage % 
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CPT Code: 49507 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance lnfonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Use current code 49507 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 49521 

L:PT Code:49521 Tracking Number Specialty Society Recommended RVU: 12.36 

Global Period: 090 RUC Recommended RVU: 12.36 

CPT Descriptor: Repair recurrent inguinal hernia, any age; incarcerated or strangulated 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 70-year-old male with a history of right inguinal hernia repair with mesh five years ago, 
now presents with a progressive history of painful swelling in the right groin. Physical exam reveals an inguinal mass 
that is tender and nonreducible by manual manipulation. He undergoes operative reduction and repair. 

Percentage of Survey Respondents who found Vignette to be Typical: 82% 

Percent of survey respondents who stated they perform the procedure; In the hospital 99% , In the ASC 1%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 18% , Kept overnight (less than 24 hours) 37% , Admitted (more than 24 hours) 45% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 68% 

.s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Select and order the appropriate antibiotic(s) and confirm timing and administration. 
Assure appropriate selection, timing, and administration of DVT prophylaxis. Assess need for beta-blockers, order as 
required. Review preadmission work-up, with particular attention to imaging information and reports. Reexamine 
patient to make sure that physical findings have not changed, that the hernia remains unreducible, and update H&P. 
Review results of preadmission testing (lab, EKG, chest x-ray, availability of blood products). Meet with patient and 
family to review planned procedure and post-operative management.. Review and obtain informed consent, including the 
possiblity of bowel resection, with witness. Review length and type of anesthesia with anesthesiologist. Verify that all 
required instruments and supplies are available Assist in transfer of patient from gurney to operating table. 
Monitor/assist with positioning of patient. Install or supervise installation of Foley catheter Assist anesthesia team with 
line placement and induction of anesthesia and intubation. Indicate areas of skin to be prepped and mark surgical 
incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Incision is made through previous skin scar and subcutaneous tissue taking care not 
injure the underlying bowel that is incarcerated. Dissection carried out meticulously around the hernia sac to expose 

.e external fascial ring. Lateral landmarks for inguinal ligament ar~ identified to provide orientation in the reoperative 
field. Incision is then made in the previously inciSed external oblique fascia taking care to preserve the ilioinguinal 
nesve. Flaps of the external oblique fascia through the scar tissue are made to expose the underside of Poupart's 
ligament laterally and the internal oblique muscle medially. The previous mesh and inherent adhesive reaction are 
assessed in order to define the hernia defect and the spermatic cord. The defect is then defined in relation to epigastric 
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CPT Code: 49521 
vessels and the transversalis fascia. The scar tissue around the neck of the hernia sac is then released to allow pressure 
on the hernia sac contents to be lessened. The v~ deferens and spermatic vessels are carefully dissected from the hernia 
sac. The hernia sac is then opened to facilitate examination of the incarcerated hernia sac contents. The viability of the 
bowel is then assessed. If bowel resection is indicated, it is performed (reported separately). If no resection is requirr 
the bowel is reduced into the abdomen and the degree of ischemia is assessed to determine ability to place mesh and 
potential infection risk. The old mesh is not removed as it is normally intensely incorporated into the tissue. Once the 
bowel is reduced, the peritoneum of the hernia sac is circumferentially dissected, resected if there is excess and 
oversewn. The cord structures are carefully dissected and retracted to prevent injury to the Vas Deferens and vessels. 
The inguinal ligament, inguinal floor and conjoined tendon are defmed. Mesh is placed either to plug defect or as an 
onlay patch or a combination. The mesh is sutured in place to the defect. A new internal ring is created as mesh 
encircles the spermatic vessels and vas deferens taking care to not compromise the structures to prevent injury or 
necrosis. Finally the mesh is placed under the internal oblique muscle to prevent against recurrence. Hemostasis is 
obtained. The external oblique fascia is reapproximated with care to avoid ilioinguinal nerve injury, entrapment, and 
significant chronic pain. The wound is irrigated. The Scarpa's fascia is reapproximated and the skin is closed. Sponge, 
needle, and instrument counts are obtained and confirmed prior to closure. 

Description of Post-Service Work: Hospital: Apply sterile adhesive strips and dressings. Monitor patient during reversal 
of anesthesia, protecting the wound with a hand so that wound disruption does not occur with an unrestrained cough on 
emergence from anesthesia. Assist in transfer of patient from operating table to gurney. Monitor transport of patient 
from operating room to recovery room. Discuss postoperative recovery care with anesthesia and nursing staff including 
need for patient controlled analgesia. Discontinue prophylactic antibiotic therapy as appropriate. Instruct nursing staff 
in care of tubes and other devices. Review post-operative labs. Discuss procedure and outcome with family in waiting 
area. Write brief operative note or complete fmal operative note and place in chart. Write postoperative note in the 
recovery room. Dictate operative report and copy referring physician(s). Call referring physician(s). Write orders for 
transferring to general surgical floor and discuss ongoing care with floor nurses. Examine patient, including reviewing 
vital signs and confirming as necessary. Auscultate heart, lungs, and abdomen for bowel sounds. Manage dressings to 
wounds daily, monitoring status of incision, looking for signs of infection. Continue prophylaxis for DVT. Monitor 
daily for adequacy. Assess need for beta-blockers, order as required. Monitor and document patient progress. Asse 
pain scores and adequacy of analgesia. Monitor fluid and electrolyte status and renal function. Review nursing/othe. 
staff patient chart notes. Write orders for labs, films, medications, diet, and patient activity. Chart patient progress 
notes, daily. Answer patient and family questions. Answer nursing/other staff questions. Advance diet, as appropriate. 
Write orders for follow-up, post-discharge labs, x-rays, home care, and physical therapy. Write prescriptions for 

medications needed post-discharge. Home restrictions and activity (i.e., diet, bathing) are discussed with the patient, 
family members and discharging nurse. The patient is discharged when there is return of bowel function, taking 
adequate nutrition, and adequate pain control with oral analgesics. All appropriate medical records are completed, 
including day of discharge progress notes, discharge summary and discharge instructions, and insurance forms. 

At follow-up office visits: Examine and talk with patient. Remove staples or sutures, when appropriate. Review 
activity and restrictions. Monitor healing of incision with appropriate physical examination, including dealing with 
questions of patient and family. Check for presence of post-operative hematorna!seroma and assess need for aspiration. 
Arrange to return for review if necessary. Monitor diet caloric intake by weight. Answer patient/family questions. 

Write medication prescriptions. Post discharge labs/films are ordered and reviewed. Discuss progress with referring 
physician(s) (verbal and written). Dictate progress notes for medical chart. Review activity permission with patient and 
write appropriate permission. 
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CPT Code: 49521 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): Christopher Senkowski, MD, FACS; Charles Mabry, MD, FACS 

)pecialty(s): general surgery 

CPT Code: 49521 

Sample Size: 300 'Resp N: 84 I Response: 2800 % 

Sample Type: Random 

Low 25th Dctl Median* 75th Dctl Hi9_h 

Service Performance Rate OoOO 2000 4.00 5o00 50000 

SurveyRVW: 9000 11000 14.00 16005 27.00 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 45o00 60o00 90.00 96000 150000 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 
Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

orolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
0 0 0 0 

'*PhySICian standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 149521 Recommended Physician Work RVU: 12.36 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 90.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Qischarge Day Mgmt: 38.00 99238x 1.0 99239x 0.0 

1ffice time/visit(s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

!Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x OoOO 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
49520 

Global 
090 

CPT Descriptor Repair recurrent inguinal hernia, any age; reducible 

KEY MPC COMPARISON CODES: 

WorkRVU 
9.91 

CPT Code: 49521 

Time Source 
RUCTime · 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor 1 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSillP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 23 %of respondents: 27.3 % 

TIME ESTIMATES cMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

49521 49520 

I Median Pre-Service Time II 63.00 II 45.00 

I Median Intra-Service Time II 90.00 II 60.00 

Median Immediate Post-service Time I 30.00 23.00 

Median Critical Care Time I 0.0 0.00 

Median Other Hospital Visit Time I 20.0 0.00 

Median Discharge Day Management Time I 38.0 19.00 

Median Office Visit Time I 39.0 39.00 

Prolonged Services Time I 0.0 0.00 

Median Total Time ~I 
186.00 

Other time if appropriate 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of ._ __ 2_.9_1 _ _,1 ._I __ 2_.3_0 _ __, 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____2_.78 _ __.1 ...... 1 __ 2.4_8 _ __, 

._lu_r~~-n~cy~o_f_m_edi_._cal __ dec __ ~_w_n_~ __ ·~----------------~~~~ __ 3_.4_8 _ _.11~--2_.5_2 _ __, 

Technical Skill/Physical Effort <Mean) 

I._T_ec_hni_._cal_skil_· I_l'_eqwr~·-ed ___________ __,l ._1 __ 3_.5_7_....~1 ._I __ 3_.04 __ _. 

~~ P_hy::....s_ical_e_ffo_rt_l'_equired..:.._. --------------'1 ..... 1 __ 2._9_6_....~1 ..... 1 __ 2_.7_8 _ __, 

Psvchological Stress (Mean) 

I The ruk of significant complications, morbidity and/or mortality I .... I __ 3_.5_2 _ _,1 ._I __ 2_.6_5 _ __, 

._I Ou __ tco __ m_e _depe...!._nds ____ on_the __ s_kill_· _an __ d J~·u....:dgm::.._e--nt_o:.:..f~p.....:hy~s•:.:..·c~an:.:..· ::....-----~'1 ,_ __ 3_.5_2_....~11.__ __ 3_.04 __ ....~ 

j_Es_nma_· __ ted __ ri_sk_o_f_mal~p_ra_cn_·ce __ sw_·t_Wl_._th...:.poo __ r_o_utco __ m_e ______ __.l ._I __ 3_.30 _ __,11.__ __ 2_.9_1 _ __, 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPI' Code Reference 
Service 1 

I~....Pr_e_-Serv __ ice_int;....;e_ns_ity.::.../..;..co_mp...:...._le_xi....:.ty _________ --ll ._1 __ 3_.1_3_....~1 ~~ __ 2_. 7_0 _ _, 

._lmna __ -~_rv~_·ce_int_e_ns_ity::..../-co_m~p-~_xi~ty------------''._1 ___ 3_.7_4 __ _,1~.-1 __ 3_.00 _ __, 

._IP __ o __ ~---~--rvl~·c--e:.:..int:.:..e:.:..ns;....;ity.::.../_co_m~p~Ie_~~·ty~------------------~' ..... 1 __ 2_.6_1_....~11~ __ 2_.3_0 __ ~ 

Additional Rationale 

CPT Code: 49521 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate fonnula and format. 

~oding changes were made to the family of hernia codes for CPT 1994 to differentiate physician work. A request was 
made to separate incarcerated and strangulated hernias, but the CPT Editorial Panel chose to combine those procedures. 
The RUC process in 1993 utilized consistent ratios for valuing reducible, incarcerated/strangulated, initial, and recurrent 
for each type of hernia, with a goal of maintaining budget neutrality across all hernia codes. In 2000, during the 2nd 5 year 
review, the hernia codes were surveyed as mini surveys (except for 49505) and the work RVUs adjusted using the 

1820 



CPT Code: 49521 
percentage change made to 49505, which Wlderwent a full RUC survey. Many of the more difficult procedures had 
evidence to support higher values, but the details of the mini-surveys were not reviewed on a code-by-code basis. 

For code 49521, the 2006 Medicare claims data in the RUC database indicate 43% inpatient hospital and 52% outpatient 
hospital. The 2007 Medicare claims data show a change to greater inpatient 46% and less outpatient 49%, along with a 
slight decrease in total frequency. Our current survey indicates a greater frequency ofhospital admit than overnight (45% 
vs 37%). For the respondents that indicated an overnight stay, a majority indicated an ElM service would be performed on 
the same day (68%). 

The survey data show- and our expert consensus panel concurs- that a majority of these patients require close monitoring 
on the day of the procedure and are kept in the hospital for continued monitoring for problems such as ileus, ischemia, and 
urinary retention. Additionally, there will be severe pain post-operatively requiring management before discharge. After 
considering relevant data, options, and risks on the day following surgery, the surgeon will make the decision for the 
patient to stay in the hospital or to be discharged. The patient will not be discharged Wltil there is return of bowel function, 
the patient is taking adequate nutrition, and there is adequate pain control with oral analgesics. Clearly, if on the day of 
surgery, the surgeon's orders are to admit the patient, follow-up hospital ElM visit(s) that occur should be considered part 
of the typical global work. This is independent of whether the post-discharge "billing status" for a patient changes from 
admit to outpatient the next day because the patient is discharged "within" 24 hours. 

We believe that semantics about place of service and length of stay have created an Wldo concern with regard to screening, 
reviewing and accoWlting for physician work. Medicare representatives have stated that a claim designated as "outpatient" 
is a hospital stay of23hr-59min or less. On the other hand, CPT codes describe ElM codes in a less concrete fashion. For 
example, codes 99201-99205 and 99211-99215 describe ElM services provided in the physician's office or in an outpatient 
or other ambulatory facility. These place of service designations are not consistent with patients staying overnight or 
longer on a hospital surgical ward. We would argue that a hospital surgical ward is not "ambulatory." Further, CPT 
indicates that codes 99234-99236 are to be used to report observation or inpatient hospital care services provided to 
patients admitted and discharged on the same date of service. For these codes, claims can correctly be submitted as 
inpatient same day service and in 2006, Medicare claims data show more than 50% inpatient claims for 99234. Clearly, 
50%+ of these 71,000+ patients were not admitted at I 2:00am and discharged at midnight- which according to Medicare 
is the only way that a claim can be considered inpatient. 

All of the discussion above is meant to emphasize that reason needs to prevail in the discussion about accounting for 
physician work for patients who are not ambulatory and do not leave a hospital outpatient surgery center on the day of a 
procedure, but instead are admitted to the surgical ward. A claim's place of service designation does not relate to or 
accurately describe physician work. If 50% of claims for same day ElM work can have a place of service designation as 
inpatient, then some percentage of claims with a place of service designation of outpatient can be patients staying overnight 
(or longer). Discussion of clinical rationale and professional judgment is important to the review process- not just a 
claim's place of service designation. 

The site of service screen used for 49521 inaccurately portrays these patients as typically ambulatory and leaving a facility 
on the same date of service. OPPS data for this code includes claims where patients were admitted and discharged on 
different dates. The current RUC survey indicates that the typical patient is admitted or kept overnight and that an ElM 
visit is performed on the day of the procedure. An expert panel of general surgeons representing all geographic practice 
settings and all types of practices have reviewed the survey data for this code and believe that the clinical rationale 
discussed above justifies admitting a majority of these patients. We recommend maintaining the current work RVU of 
12.36. We also recommend the survey median time and visits which include ElM work on the day of the procedure 
and 1 x 99238 for the discharge work provided the next day, if the patient can safely be released from the hospital. 

With respect to the ElM work on the day of the procedure, we believe the typical service is equivalent to 99231 because the 
typical patient is admitted to the surgical ward by the surgeon's orders and Wltil the patient is discharged, the work being 
performed is inpatient. However, if semantics require use of different codes, then we might suggest using the followi· 
two codes as proxies: 99218 Observation care for work on the day of the procedure and 99217 Observation care dis chat._ 
for work the following day. The use of these proxies will require a change to the SoR and the RUC database because these 
codes are not currently identified. However, we do not suggest adding these codes -which would only be proxies for work 
-to the RUC survey. 
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CPT Code: 49521 

SERVICES REPORTED Wim MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
, code is reviewed) 49521 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty general surgery How often? Commonly 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency unknown, but typical patient is not Medicare aged. 

Specialty general surgery Frequency· Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
3, 062 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. 2006 Medicare database 

..,pecialty general surgery Frequency 2783 

Specialty Frequency 

Specialty Frequency 

Percentage 

Percentage 

1822 
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CPT Code: 49521 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Use current code 49521 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
S~YOFRECOMMENDATION 

CPT Code: 49587 

2PT Code:49587 Tracking Number Specialty Society Recommended RVU: 7.96 

Global Period: 090 RUC Recommended RVU: 7.96 

CPT Descriptor: Repair umbilical hernia, age 5 years or over; incarcerated or strangulated 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: A 60-year-old obese male presents with 3 hour history of painful swelling in the umbilical 
region. Physical exam reveals an umbilical hernia that is tender and nonreducible by manual manipulation. He 
undergoes operative reduction and repair. 

Percentage of Survey Respondents who found Vignette to be Typical: 89% 

Percent of survey respondents who stated they perform the procedure; In the hospital 100% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 30% , Kept overnight (less than 24 hours) 42% , Admitted (more than 24 hours) 29% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 77% 

s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Select and order the appropriate antibiotic(s) and confirm timing and administration. 
Assure appropriate selection, timing, and administration of DVT prophylaxis. Assess need for beta-blockers, order as 
required. Review preadmission work-up, with particular attention to imaging information and reports. Reexamine 
patient to make sure that physical findings have not changed, that the hernia remains unreducible, and update H&P. 
Review results of preadmission testing (lab, EKG, chest x-ray, availability of blood products). Meet with patient and 
family to review planned procedure and post-operative management.. Review and obtain informed consent, including the 
possiblity of bowel resection, with witness. Review length and type of anesthesia with anesthesiologist. Verify that all 
required instruments and supplies are available Assist in transfer of patient from gurney to operating table. 
Monitor/assist with positioning of patient. Install or supervise installation of Foley catheter Assist anesthesia team with 
line placement and induction of anesthesia and intubation. Indicate areas of skin to be prepped and mark surgical 
incisions. Scrub and gown. Perform surgical "time out" with operating surgical team. 

Description of Intra-Service Work: Incision is made through skin and subcutaneous tissue taking care not to injure the 
1derlying bowel that is incarcerated. Dissection carried out meticulously around the hernia sac to expose the fascial 
.1g. The neck of the hernia sac is then released to allow pressure on the hernia sac contents to be lessened. The hernia 

sac is opened to facilitate examination of the incarcerated contents. The viability of the bowel is assessed. If bowel 
resection is indicated, it is performed (reported separately). If no resection is required, the bowel is reduced into the 
abdomen and the degree of ischemia is assessed to determine ability to place mesh and the potential risk for infection. 
Once the bowel is reduced, the peritoneum of the hernia sac is circumferentially dissected, resected if there is excess and 
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CPT Code: 49587 
oversewn. The fascial defect is closed either primarily or with added implantation of mesh (reported separately) as 
determined by the size of the defect and the quality of the fascia. Hemostasis is obtained. The wound is irrigated. The 
subcutaneous tissue is reapproximated and the skin is closed. Sponge, needle, and instrument counts are obtained and 
confirmed prior to closure. 

Description of Post-Service Work: Hospital: Apply sterile adhesive strips and dressings. Monitor patient during reverS3.1 
of anesthesia, protecting the wound with a hand so that wound disruption does not occur with an unrestrained cough on 
emergence from anesthesia. Assist in transfer of patient from operating table to gurney. Monitor transport of patient 
from operating room to recovery room. Discuss postoperative recovery care with anesthesia and nursing staff including 
need for patient controlled analgesia. Discontinue prophylactic antibiotic therapy as appropriate. Instruct nursing staff 
in care of tubes and other devices. Review post-operative labs. Discuss procedure and outcome with family in waiting 
area. Write brief operative note or complete final operative note and place in chart. Write postoperative note in the 
recovery room. Dictate operative report and copy referring physician(s). Call referring physician(s). Write orders for 
transferring to general surgical floor and discuss ongoing care with floor nurses. Examine patient, including reviewing 
vital signs and confirming as necessary. Auscultate heart, lungs, and abdomen for bowel sounds. Manage dressings to 
wounds daily, monitoring status of incision, looking for signs of infection. Continue prophylaxis for DVT. Monitor 
daily for adequacy. Assess need for beta-blockers, order as required. Monitor and document patient progress. Assess 
pain scores and adequacy of analgesia. Monitor fluid and electrolyte status and renal function. Review nursing/other 
staff patient chart notes. Write orders for labs, films, medications, diet, and patient activity. Chart patient progress 
notes, daily. Answer patient and family questions. Answer nursing/other staff questions. Advance diet, as appropriate. 
Write orders for follow-up, post-discharge labs, x-rays, home care, and physical therapy. Write prescriptions for 

medications needed post-discharge. Home restrictions (i.e., diet, activity, bathing) are discussed with the patient, family 
members and discharging nurse. The patient is discharged when there is return of bowel function, taking adequate 
nutrition, and adequate pain control with oral analgesics. All appropriate medical records are completed, including day 
of discharge progress notes, discharge summary and discharge instructions, and insurance forms. 

At follow-up office visits: Examine and talk with patient. Remove staples or sutures, when appropriate. Review 
activity and restrictions. Monitor healing of incision with appropriate physical examination, including dealing w 
questions of patient and family. Check for presence of post-operative hematoma/seroma and assess need for aspiratio1. 
Arrange to return for review if necessary. Monitor diet caloric intake by weight. Answer patient/family questions. 

Write medication prescriptions. Post discharge labs/films are ordered and reviewed. Discuss progress with referring 
physician(s) (verbal and written). Dictate progress notes for medical chart. Review activity permission with patient and 
write appropriate permission. 
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CPT Code: 49587 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo112009 ~-

Presenter(s): Christopher Senkowski, MD, FACS; Charles Mabry, MD, FACS 

,pecialty(s): general surgery 

CPT Code: 49587 

Sample Size: 300 'Resp N: 84 I Response: 28.0 % 

Sample Type: Random 

Low 25th Dctl Median* 75th octl Hig_h 

Service Performance Rate 0.00 3.00 5.00 8.00 60.00 

Survey RVW: 7.00 10.00 11.50 13.55 19.00 

Pre-Service Evaluation Time: 60.00 

Pre-Service Positioning Time: 10.00 

Pre-Service Scrub, Dress, Wait Time: 15.00 

Intra-Service Time: 30.00 45.00 60.00 80.00 150.00 

Immediate Post Service-Time: 30.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 38.00 99238x 1.00 99239x 0.00 

Office time/visit{s): 39.00 99211 x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

~rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. .. 

*Phys1c1an standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specianty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 4- FAC Difficult Patient/Difficult Procedure 

CPT Code: 149587 Recommended Physician Work RVU: 7.96 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time:-' 

Pre-Service Time 

Pre-Service Evaluation Time: 40.00 40.00 0.00 

Pre-Service Positioning Time: 3.00 3.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 20.00 20.00 0.00 

Intra-Service Time: 60.00 

Immediate Post Service-Time: 30.00 

PostC Visits Total Min** I CPT Code and Number of Visits 

~' 1iica1 Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 20.00 99231x 1.00 99232x 0.00 99233x 0.00 €'H" Day Mgmt: 
38.00 QQnRY 1.0 99239x 0.0 

time/visit{s): 39.00 99211x 0.00 12x 1.00 13x 1.00 14x 0.00 15x 0.00 

nged Services: 0.00 00~1:\ll.v 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
49585 

Global 
090 

CPT Descriptor Repair umbilical hernia, age 5 years or older; reducible 

KEY MPC COMPARISON CODES: 

WorkRVU 
6.51 

CPT Code: 49587 

Time Source 
RUCTime 

Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 Global 

CPT Descriptor I 

MPC CPT Code 2 Global 

CPT Descriptor 2 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU Time Source 
0.00 

WorkRVU Time Source 
0.00 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

Most Recent 
Medicare Utilization 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 20 %of respondents: 23.8 % 

TIME ESTIMATES <Median) Key Reference 
CPT Code: CPT Code: 

49587 49585 

L..l M_edian_._Pr_e_-Se_rv_l_·ce_T_im_e __________ _.ll 63.00 11.___4_5._00_· ___. 

L:.IM.:..:edi.:..:·.:..:an:...:lntra=-...::..Se.:..:.rv...:.ic.:..:.e...:.T.:::im.:..:.e _________ ---lll 60.00 II 45.00 

Median Immediate Post-service Time 30.00 I 30.00 

Median Critical Care Time 0.0 I 0.00 

Median Other Hospital Visit Time 20.0 I 0.00 

Median Discharge Day Management Time 38.0 I 19.00 

Median Office Visit Time 39 0 I 39 00 I 
Prolonged Services Time 0.~ ~0-~ 

~M;.;;.ed;;.;;;;ia;;.n..;;T;.;;.otal;;,;;.;T;;.;;im;;.e;;._ ___________ -1 ~ 178.00 

9ther time if appropriate C==:::=J 
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CPT Code: 49587 

INfENSITY /COMPLEXITY MEASURES (Mean) 

\fental Effort and Judmnent <Mean} 
The number of possible diagnosis and/or the number of I 2.65 II 2.30 
management options that must be considered 

II The amount and/or complexity of medical records, diagnostic 2.60 2.35 
tests, and/or other information that must be reviewed and analyzed 

I Urgency of medical decision making II 3.50 II 2.65 

Technical Skill/PhilJical Effort <Mean} 

I Technical skill required II 3.15 II 2.90 

I Physical effort required II 2.85 II 2.60 

IE:cbolggical Stress <Mean} 
-"-

I The risk of significant complications, morbidity and/or mortality II 3.25 II 2.70 

I Outcome depends on the skill and judgment of physician II 3.35 II 3.00 

I Estimated risk of malpractice suit with poor outcome II 3.35 II 3.00 

INfENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments <Mean} 

I Pre-Service intensity/complexity II 3.25 II 2.70 

!Intra-Service intensity/complexity 'I 3.25 II 2.70 

I Post-Service intensity/complexity II 2.60 II 2.40 

Additional Rationale 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 

~oding changes were made to the family of hernia codes for CPT 1994 to differentiate physician work. A request was 
made to separate incarcerated and strangulated hernias, but the CPT Editorial Panel chose to combine those procedures. 
The RUC process in 1993 utilized consistent ratios for valuing reducible, incarcerated/strangulated, initial, and recurrent 
for each type of hernia, with a goal of maintaining budget neutrality across all hernia codes. In 2000, during the 200 5 year 
review, the hernia codes were surveyed as minisurveys (except for 49505) and the work RVUs adjusted using the 
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CPT Code: 49587 
percentage change made to 49505, which underwent a full RUC survey. Many of the more difficult procedures had 
evidence to support higher values, but the details Qfthe mini-surveys were not reviewed on a code-by-code basis. 

For code 49587, the 2006 Medicare claims data in the RUC database indicate 37% inpatient hospital and 56% outpatient 
hospital. The 2007 Medicare claims data show a slight change to 36% inpatient and 56% outpatient, along with a 5% 
decrease in total frequency. Our current survey indicates a majority of the patients are kept overnight. For the respondents 
that indicated an overnight stay, a majority indicated an ElM service would be performed on the same day (77%). 

The survey data show- and our expert consensus panel concurs- that a majority of these patients require close monitoring 
on the day of the procedure and are kept in the hospital for continued monitoring for problems such as ileus, ischemia, and 
urinary retention. Additionally, there will be severe pain post-operatively requiring management before discharge. After 
considering relevant data, options, and risks on the day following surgery, the surgeon will make the decision for the 
patient to stay in the hospital or to be discharged. The patient will not be discharged until there is return of bowel function, 
the patient is taking adequate nutrition, and there is adequate pain control with oral analgesics. Clearly, if on the day of 
surgery, the surgeon's orders are to admit the patient, follow-up hospital ElM visit(s) that occur should be considered part 
of the typical global work. This is independent of whether the post-discharge "billing status" for a patient changes from 
admit to outpatient the next day because the patient is discharged "within" 24 hours. 

We believe that semantics about place of service and length of stay have created an undo concern with regard to screening, 
reviewing and accounting for physician work. Medicare representatives have stated that a claim designated as "outpatient" 
is a hospital stay of23hr-59min or less. On the other hand, CPT codes describe ElM codes in a less concrete fashion. For 
example, codes 99201-99205 and 99211-99215 describe ElM services provided in the physician's office or in an outpatient 
or other ambulatory facility. These place of service designations are not consistent with patients staying overnight or 
longer on a hospital surgical ward. We would argue that a hospital surgical ward is not "ambulatory." Further, CPT 
indicates that codes 99234-99236 are to be used to report observation or inpatient hospital care services provided to 
patients admitted and discharged on the same date of service. For these codes, claims can correctly be submitted as 
inpatient same day service and in 2006, Medicare claims data show more than 50% inpatient claims for 99234. Clearly, 
50%+ of these 71 ,000+ patients were not admitted at 12:00am and discharged at midnight- which according to Medicarf 
is the only way that a claim can be considered inpatient. 

All of the discussion above is meant to emphasiz~ that reason needs to prevail in the discussion about accounting for 
physician work for patients who are not ambulatory and do not leave a hospital outpatient surgery center on the day of a 
procedure, but instead are admitted to the surgical ward. A claim's place of service designation does not relate to or 
accurately describe physician work. If 50% of claims for same day ElM work can have a place of service designation as 
inpatient, then some percentage of claims with a place of service designation of outpatient can be patients staying overnight 
(or longer). Discussion of clinical rationale and professional judgment is important to the review process- not just a 
claim's place of service designation. 

The site of service screen used for 49587 inaccurately portrays these patients as typically ambulatory and leaving a facility 
on the same date of service. OPPS data for this code includes claims where patients were admitted and discharged on 
different dates. The current RUC survey indicates that the typical patient is admitted or kept overnight and that an ElM 
visit is performed on the day of the procedure. An expert panel of general surgeons representing all geographic practice 
settings and all types of practices have reviewed the survey data for this code and believe that the clinical rationale 
discussed above justifies admitting a majority of these patients. We recommend maintaining the current work RVU of 
7.96. We also recommend the survey median time and visits which include ElM work on the day ofthe procedure 
and 1 x 99238 for the discharge work provided the next day, if the patient can safely be released from the hospital. 

With respect to the ElM work on the day of the procedure, we believe the typical service is equivalent to 99231 because the 
typical patient is admitted to the surgical ward by the surgeon's orders and until the patient is discharged, the work being 
performed is inpatient. However, if semantics require use of different codes, then we might suggest using the following 
two codes as proxies: 99218 Observation care for work on the day of the procedure and 99217 Observation care dischar 
for work the following day. The use of these proxies will require a change to the SoR and the RUC database because the. 
codes are not currently identified. However, we do not suggest adding the&e codes -which would only be proxies for work 
-to the RUC survey. 
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CPT Code: 49587 

SERVICES REPORTED WITH MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D - -The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 

_your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 49587 

dow often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty general surgery How often? Commonly 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. National frequency unknown, but typical patient is not Medicare aged. 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
9,664 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
l'lease explain the rationale for this estimate. 2006 Medicare database 

.Jpecialty general surgery Frequency 8814 

Specialty Frequency 

Specialty Frequency 

Percentage 

Percentage 

1830 

Percentage 91.20 % 

% 
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CPT Code: 49587 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. Use current code 49587 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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Summary of Direct Practice Expense Changes 
RUC Recommendations for CMS Requests where Physician Work and Time were Reviewed 

February and April 2009 RUC Meetings 
----

=~--=---[-==-=1---J-TT-1=1= ----1-=c=_L I I I=::J ___ j 

Practice Expense Physician Time Practice Expense Physician Time Components prior to the · 
Components Recommended February and April 2009 RUC Meetings _______ Change in Post Op Visit Info -- - --- .~----

~ruary and April 2009 RUC Meetings I 
- ----- - ----

: 

Change in ! Change in 
Clinical Clinical Labor 

Clinical Current Change Labor from Change in Time from co .... N C') .... co .... N C') .... co .... N C') .... 
CPT Intra- Labor C') .... .... .... .... Intra in Intra Staff C') .... .... .... .... change in C') .... .... .... .... PostOp Change in N N N N N N N N N N N N N N N 
Code Service Assist CJ) CJ) CJ) CJ) CJ) Time time Type CJ) CJ) CJ) CJ) 8: Intra time CJ) CJ) CJ) CJ) CJ) Visits Post Op Visits CJ) CJ) CJ) CJ) CJ) CJ) G'l G'l G'l G'l G'l G'l G'l G'l 

26480 60 0 0.5 3 --1-- 60 0 L037D 4 0 0 -1 1 Yes 9 
28120 50 50 1 0 3 2 0 67 -17 L037D 1 0 3.5 0 0 -17 0 0 -0.5 2 0 Yes 58.5 
28122 45 45 1 0 2 2 0 51 -6 L037D 1 0 5 0 0 -6 0 0 -3 2 0 Yes -9 
28725 90 0 1 0 2r--a 0 60 30 L037D 1 0 4 0 0 0 0 0 -2 3 0 Yes 54 
28730 100 0 1 0 2 3 0 120 -20 L037D 1 0 0 5 0 0 0 0 2 -2 0 Yes -18 -
36825 120 0 1 0 1 2 0 81 39 L037D 1 0 2.5 0 0 0 0 0 -1.5 2 0 Yes 31.5 
42415 150 0 10 1 2 0 156 -6 L037D 1 0 0 3.5 0 0 0 0 1 -1.5 0 Yes -27 -
42420 180 0 1 0 1 2 0 182 -2 L037D 1 0 0 3.5 0 0 0 0 1 -1.5 0 Yes -27 
49507 70 0 1 0 1 1 0 67.5 2.5 L037D 1 0 1 1 0 0 0 0 0 0 0 No. 0 
49521 90 0 1f-_g 1 ~ 0 90 0 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 
49587-- 60 0 1 0 1 1 0 60 0 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 

- 69100- 12 8 10 2 L037D 1 No 0 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

February 2009 

Cryoablation of Prostate 

In June 2008, CMS requested the RUC to review non-facility setting direct practice expense recommendations for CPT Code 55873 
Cryosurgical ablation of the prostate (includes ultrasonic guidance for interstitial cryosurgical probe placement). The American 
Urological Association's Quality Improvement and Patient Safety Committee maintained that 55873 may be performed in the office 
setting assuming that a Class C surgical facility designation for anesthesia has been achieved. The RUC reviewed the direct practice 
expense recommendation in the non-facility setting as presented by the specialty and realized the service was initially reviewed as a 
new code by the RUC in February 2001. RUC members believed that the intra-service physician time since the RUC' initial review 
had declined (from 200 minutes) as the service is now more 'often performed. The RUC agreed with the specialty that the service 
should be surveyed for physician work for presentation with revised direct practice expense input information at the RUC's January 
29- February 1, 2009 meeting . 

~ At the RUC's January 29- February 1, 2009 meeting the specialty society provided a clear description of the service being provided. 
The survey respondents had chosen CPT code 55875 Transperineal placement of needles or catheters into prostate for interstitial 
radioelement application, with or without cystoscopy (Work RVU = 13.31) as its key reference service. RUC members had expressed 
their concern regarding the high intra-service work per unit of time (IWPUT) and the change in intra-service time from the previous 
survey performed eight years prior. The specialty explained that the performance of the procedure has changed and the intensity had 
increased. The monitoring of multiple body data points for temperature change simultaneously, the placement of multiple probes, and 
the reduction of time of obtaining and maintaining a -40F ice ball formation, has increased the intensity and reduced the intra-service 
time. In addition, it was explained that the risk of patient inJt:try during the entire procedure is quite high. 

The RUC agreed that the work value for code 55873 is similar to the specialty's key reference service 55875. However, the RUC did 
not agree with the specialty's recommended value of 15.50. The RUC reviewed its previous recommendation from February 2001 
which was established through a building block methodology with an intra-service work per unit of time (IWPUT) of 0.071. RUC 
members understood that from the recent survey the intra-service time is lower (100 rather than 200 minutes) and a higher intensity 
and complexity has been recognized than when the code was first surveyed. Due to a more complex and intense monitoring of the 
organs and ablated area, RUC members concurred that the intensity of 55873 is between the specialty survey's key reference service 
code 55873 (IWPUT = 0.0948) and its originally determined intensity of0.071 established from CPT code 55845 Prostatectomy, 
retropubic radical, with or without nerve sparing; with bilateral pelvic lymphadenectomy, including external iliac, hypogastric, and 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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obturator nodes (Work RVU = 30.52). The RUC agreed the IWPUT to be approximately 0.083 which is precisely between the 
IWPUT of55845 and 55873. Using the specialty's surveyed physician time components and an IWPUT of0.083 the RUC 
constructed a building block methodology that resulted in a work relative value of 13.45 for CPT code 55873. 

The RUC agreed that an anchor code and a building block approach would also be useful at establishing the correct value. The RUC 
considered several similar services with a range of complexities including code 50593 Ablation, renal tumor(s), unilateral, 
percutaneous, cryotherapy (Work RVU = 9.08, IWPUT = 0.064). Code 50593 has 90 minutes of intra-service time, however the 
ultrasound guidance needed to place the needles is coded separately, and the insertion of a superpubic catheter is required for 
cryoablation of the prostate. Adding up these components was agreed be appropriate in establishing the physician work value for code 
55873. The RUC agreed that although the physician work for code 55873 is similar to code 50593, it is more intense and concurred 
the intensity of 0.083 needed to be maintained. 

The RUC then took 90 minutes ofintra-service work time out of code 50593 at an IWPUT of0.064 (0.064 X 90 = 5.76) and replaced 
with 90 minutes of work at an IWPUT of0.083 (0.083 X 90 = 7.47) to arrive at a beginning value of 10.79. (7.47- 5.76 = 1.71 RVUs 
+ 9.08 = 1 0.79). The insertion of a superpubic catheter and the ultrasound guidance are then added to arrive at a value similar to 13.45 
as shown below. · 

This building block utilizes the work the following three codes: 
50593 Ablation, renal tumor(s), unilateral, percutaneous, cryotherapy (Work RVU = 9.08 +1.71 (intensity RVU difference)= 10.79. 
51102 Aspiration of bladder; with insertion of suprapubic catheter (Work RVU = 2.70 X 50% (multiple procedure reduction)= 1.35) 
76965 Ultrasonic guit/ancefor interstitial radioelement application (Work RVU = 1.34) 

10.79 
+1.35 
+1.34 
13.48 

The RUC's building block and IWPUT methodologies led them approximately to the same physician work value of 13.45 RVUs. The 
RUC also reviewed and compared the work of codes 49565 Repair recurrent incisional or ventral hernia; reducible (Work RVU = 
12.29, 100 minutes intra-service time), 58550 Laparoscopy, surgical, with vaginal hysterectomy, for uterus 250 g or less; (Work RVU 
= 14.97, 100 minutes intra-service time), and 29806 Arthroscopy, shoulder, surgical; capsulorrhaphy (Work RVU = 14.95, 100 
minutes intra-service time). After developing a building block methodology, reviewing similar procedures with 100 minutes of intra­
service time and intensity ranges, the RUC recommends a relative work value of 13.45 for CPT code 55873. This value preserves 
the rank order between 55873 and its key reference code 55875. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 
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Practice Expense: The RUC reviewed the direct practice expense inputs as recommended by the specialty and made some minor 
edits to the clinical labor and medical supplies to reflect the typical patient service. 

CPT Code CPT Descriptor Global WorkRVU 
(•New) Period Recommendation 

55873 Cryosurgical ablation of the prostate (includes ultrasonic guidance and monitoring 090 13.45 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 3 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY_OF RECOMMENDATION 

CPT Code: 55873 

CPT Code:55873 Tracking Number Specialty Society Recommended RVU: 15.50 

Global Period: 090 RUC Recommended RVU: 13.45 

CPT Descriptor: Cryosurgical ablation of the prostate (includes ultrasonic guidance and monitoring) 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: A 62 year-old man with clinically localized prostate cancer, having considered all available 
treatment options, has elected to have cryosurgical ablation of the prostate. NOTE: Placement of a suprapubic tube 
(trocar technique) is included in the work of this procedure. All postoperative care for 90 days is included. 

Percentage of Survey Respondents who found Vignette to be Typical: 62% 

Percent of survey respondents who stated they perform the procedure; In the hospital 92% , In the ASC 8%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 56% , Kept overnight (less than 24 hours) 38% , Admitted (more than 24 hours) 6% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 46% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 22% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 5% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Appropiate preoperative studies are obtained and reviewed. The patient is seen by the 
operating surgeon before being given an anesthetic. Procedure specific equipment is checked. The patient is taken to 
the operating room and given either general or spinal anesthesia, appropiately positioned for the procedure, prepped and 
draped. 

Description of Intra-Service Work: The patient is in the dorsal lithotomy position. A cystoscopy is performed. The skin 
of the perineum and suprapubic area is prepped and draped and the bladder palpated. The bladder is filled in a 
retrograde fashion using a syring or catheter. A trocar puncture is made Into the bladder. A guide wire is introduced 
into the bladder through the sheath once the trocar itself is removed. A skin incision is made to facilitate catheter 
advancement over the guidewire. A suprapubic tube is placed. This accomplished, the guidewire is removed, the 
balloon inflated, return checked through the catheter port, and the catheter sutured to the skin. A guidewire is then 
placed into the bladder through the urethra and a urethral warming device is advanced into the bladder over the 
guidewire. The guidewire is then removed. The transrectal ultrasound pro~ is positioned in the rectum. Multiple 
needle passes are made into the prostate through the perineum. The stylet of each needle is removed and an angle tipp 
wire advanced through the needle into the prostate. The needle sheath is then removed. The process is repeak 
multiple times until all needles have been replaced with angle tipped wires. A small incision is made on the perineum 
where each guidewire enters the skin to facilitate passage of a series of sequential dilators. Using these dilators, a tract 
is made through the perineum and pelvic floor into the prostate. Finally, multiple cryosurgical probes are placed over 
the guidewires and into the prostate under ultrasonic guidance. The cryoprobes are cooled to the appropriate setting. 
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CPT Code: 55873 
The initial freeze takes approximately 15 minutes followed by 15 minutes of thaw time. The second freeze time is 
approximately 15 minutes followed by 15 minutes of thaw time. The iceball's growth and regression is monitored with 
ultrasound. A second freeze is routinely done. A third freeze may be done in the area of the urethral diaphragm and 
<Jrostatic apex by withdrawing the posterior probes. After all areas are treated, the cryoprobes are thawed and removed. 

The cryoprobe sheath sites in the perineum may be closed with sutures. A compression dressing applied. 

Description of Post -Service Work: The surgeon waits in the operating room and assists the anesthesiologist in 
transferring the patient to a recovery room stretcher. The patient is transferred to the recovery room. Post-operative 
orders are written. -A detailed operative report is dictated. The surgeon talks with the patients family about the 
procedure, diagnosis and post operative care. The patient is either admitted to the hospital or dismissed home later that 
day after being assessed by the surgeon. Hospital by-laws require that a detailed dishcarge summary must be dictated. 
All postoperative care for 90 days is included. 
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CPT Code: 55873 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 101/2009 

Presenter(s): James Giblin, MD; Richard Gilbert, MD; Mark Chelsky, MD 

Specialty(s): Urology 

CPT Code: 55873 

Sample Size: 84 'Resp N: 37 l Response: 44.0 % 

Sample Type: Random 

Low 25th Dctl Median* 75th DCtl Hjg_h 

Service Performance Rate 0.00 10.00 20.00 30.00 200.00 

Survey RVW: 12.54 15.50 21.18 25.00 52.50 

Pre-Service Evaluation Time: 15.00 

Pre-Service Positioning Time: 15.00 

Pre-Service Scrub, Dress, Wait Time: 10.00 

Intra-Service Time: 60.00 90.00 100.00 120.00 180.00 

Immediate Post Service-Time: 30.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.50 99239x 0.00 

Office time/visit(s): 69.00 99211 x 0.00 12x 0.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

**Phys1c1an standard total mmutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38" 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 3 -FAC Straightforward Patient/Difficult Procedure 

CPT Code: J55873 Recommended Physician Work RVU: 15.50 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 33.00 33.00 0.00 

Pre-Service Positioning Time: 8.00 3.00 5.00 
·-

Pre-Service Scrub, Dress, Wait Time: 15.00 15.00 0.00 

Intra-Service Time: 100.00 

Immediate Post Service-Time: 30.00 

Post Op_erative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 19.00 99238x 0.5 99239x 0.0 

Office time/visit(s): 69.00 99211 x 0.00 12x 0.00 13x 3.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
55875 

Global 
090 

WorkRVU 
13.31 

CPT Code: 55873 

Time Source 
RUCTime 

CPT Descriptor Transperineal placement of needles or catheters into prostate for interstitial radioelement application, 
with or without cystoscopy 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
63047 090 15.22 RUC Time 74,815 
CPT Descriptor 1 Laminectomy, facetectomy and forarninotomy (unilateral or bilateral with decompression of spinal 
cord, cauda equina and/or nerve root[s], [eg, spinal or lateral recess stenosis]), single vertebral segment; lumbar 

MPC CPT Code 2 
19303 

Global 
090 

WorkRVU 
15.67 

Time Source 
RUCTime 

CPT Descriptor 2 Mastectomy, simple, complete 

)ther Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

Most Recent 
Medicare Utilization 

18,817 

RELATIONSinP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services iisted above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 12 % of respondents: 32.4 % 

TIME ESTIMATES (Median) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

55873 55875 

I Median Pre-Service Time II 56.00 II 50.00 

I Median Intra-Service Time II 100.00 II 90.00 

I Median Immediate Post-service Time 30.00 40.00 

I Median Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

edian Discharge Day Management Time 19.0 0.00 

Median Office Visit Time 69.0 69.00 

Prolonged Services Time 0.0 0.00 

~ 249.00 Median Total Time 

Other time if appropriate 
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INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 
The number of possible diagnosis and/or the number of I 4.75 II 
management options that must be considered ,__ ___ _.. '----------' 

4.58 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

L--_4_.0_8 ----111.___3.9_2 _ __, 

I ..... u_r~ge_oc~y~o_f_m_edi_._cai __ dec __ ~_w_n_~ __ ·~---------------_..ll.___3_.3_3 _ _..1 ..... 1 ____ 3_.2_5 __ ~ 

Technical Skill/Physical Effort (Mean) 

L.:l T:.:.ec:.:;:hni::.;; • ..;.;cal;;;..s;;.;;;kill;;;:. :.:.re~qwr~·:;;...ed _____________ __.l L-1 _4....:..5....:.0 _ _.11 L-__ 3_.8_3_----J 

'--IP_h~ys_icai_e_ffi_ort_re~qwr_·_ed ___________ ~l ..... l __ 3_.5_8 _ _.1'--1 ____ 3_.2_5 __ __. 

Psychological Stress (Mean) 

I The ruk of significant complications, morbidity and/or mortality I '--1 ___ 3_.9_2 __ _.1 ..... 1 ___ 3_.5_0 __ ____. 

I Outcome depends on the skill and judgment of physician II 4.42 I '--1 ____ 3_.7_5 __ ~ 

._I Es __ tima __ ted __ n_· s_k_of_mal---'p'-ra_c_ti_ce_sw __ ·t_Wl_·th~poo __ r _ou_tc_o_m_e ______ ____.l ..... 1 ___ 3_.8_3_ ..... 1 ..... 1 ___ 3_.4_2 __ ____. 

INTENSITY/COMPLEXITY MEASURES 

Time Segments (Mean) 

CPT Code Reference 
Service 1 

1'--&_e_-s_e_~_k_e_m_t_ens_l~·cy~/c_o_m~p_le_xi~ty __________________ _.....l ..... l ___ 4_.2_5 __ _..1 ..... 1 ___ 4_._os __ __, 

~~fu~tta~-S_e_~_k_e_~_e_ns_i~ty_k_o_m~¢_e~_·ty~------------------'l ..... l ___ 4_.2_5 _ _.11 ..... ___ 3_.6_7 __ __. 

._IP_o_&_-S_e~ __ k_e_~_e_ns_ity~/c_om~p'-le_~_·ty~--------------------'1 ..... 1 ___ 3_.3_3 __ _.11....._ __ 3_.00 ____ _.. 

Additional Rationale 

CPT Code: 55873 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
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CPT Code: 55873 
SERVICES REPORTED Wim MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 55873 

low often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
.tf the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Urology How often? Commonly 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 6000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Information was provided by industry. 

Specialty Frequency 0 Percentage 0.00% 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
4,863 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. RUC database 

~ecialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00 % 

Specialty Frequency 0 Percentage 0.00% 
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CPT Code: 55873 
Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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CPT Code:55873 
AMA/Specialty Society RVS Update Committee Recommendation 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

010 or 090 Day Global Periods 
Non Facility/Facility Direct Inputs 

CPT Long Descriptor: Cryosurgical ablation of the prostate (includes ultrasonic guidance and 
monitoring) 

Please provide a brief description of the process used to develop your recommendation and the 
composition of your Specialty Society Practice Expense Committee: 

The recommendations were developed by a Panel consisting of five physicians who represent 
urological practices from across the United States in single specialty groups in suburban and urban 
settings. They represent the states ofWashington, lllinois, Virginia, Wisconsin, and New York. 
The panel reviews current information, makes recommendations and these recommendations are 
submitted to the AMA. 

Please describe the clinical activities of your staff: 
Pre-Service Clinical Labor Activities: 
Pre-service screening 
Test and examination results 
Informed consent 
Assure proper authorizationlreferral!precertification 
Organize all necessary personnel for procedure 
Organize all necessary personnel and services for the intra-service period 
Answer questions from patient and family (face to face and telephone) 
Day of Procedure 
Review charts 
Greet patient and provide gowning 
Obtain vital signs 
Provide pre-service education and obtain consent 
Prepare room, equipment, supplies 
Prepare and position patient/monitor patient/set up IV 

Intra-Service Clinical Labor Activities: 

Staff 1 -Assist MD in performing procedure (100%) 
Test cryoprobe 
Prepares patient 
Assist physician with cystoscopy procedure and suprapubic tube placement 
Assist physician with foley catheter placement 
Hands cryo probe to physician for placement 
Monitors patient during freeze and thaw process 

Staff 2- Assist MD in performing procedure (75%) 
Bring machine into room and put in position for procedure 
Test cryoprobe 
Set up ultrasound machine and assist physician with ultrasound 
Assist in treatment planning 
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CPT Code:55873 
_:\MA/Specialty Society RVS Update Committee Recommendation 

Assist physician with probe placement according to treatment plan 
Monitor ultrasound for probe placement 
Determine number of probes to be placed with physician 
Operate thermal machine and set levels for freezing 
Monitor freezing and thawing of iceball in prostate 

Post-Service Clinical Labor Activities: 
Monitor patient following service/check tubes, monitors, drains 
Clean room/equipment by physician staff 
Examination of perineum and suprapubic area 
Cleaning wound and apply new dressing 
Help patient dress 
Patient education 
Calling in prescription 
Preparing and cleaning room 
Sterilizing instruments 
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AMA Specialty Society Recommendation 

1---'--f------- ------------------ -------- --------~ 
Meeting Date: February 2009 
Specialty: American Urological Association 

AMA Specialty Society 
Recommendation 1847 

CMS 
Code 

Cryosurgical ablation 
of the prostate 

(includes ultrasonic · 
guidance and 
monitoring) 

Cryosurgical 
ablation of the 

prostate (includ 
ultrasonic guidam ... 

and monitoring) 
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AMA Specialty Society Recommendation 

1---1--------------------- -----------------1----=...:~=-----t---....::...:;.;;,.:...=..__~ 

Meeting Date: February 2009 
Specialty: American Urological Association 

AMA Specialty Society 
Recommendation 

CMS 

1848 

Cryosurgical ablation Cryosurgical 
of the prostate ablation of the 

(includes ultrasonic prostate (includes 
guidance and ultrasonic guidance 
monitoring) and monitoring) 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

February· 2009 

Hysteroscopy 

At the request from the Centers for Medicare and Medicaid Services, the RUC reviewed a list of direct practice expense input changes 
specific to the following CPT codes: 
58555 Hysteroscopy, diagnostic (separate procedure) 
58558 Hysteroscopy, surgical; with sampling (biopsy) of endometrium and/or polypectomy, with or without D & C 
58562 Hysteroscopy, surgical; with removal of impacted foreign body 
58563 Hysteroscopy, surgical; with endometrial ablation (eg, endometrial resection, electrosurgical ablation, thermoablation) 

The specialty society noticed that some practice expense items for the typical service, needed to be included. The RUC reviewed 
these practice expense additions carefully and agreed with the specialty's recommendations. They agreed that a pack for cleaning 
surgical instruments, already included in the practice expense items for these services, is necessary in addition to the pack for cleaning 
and disinfecting the endoscope because the hysteroscopy services need a speculum, a tenaculum, and other sterile equipment to access 
the uterus, in addition to the endoscopy instruments. The cystoscopy pack is required for installation of the distention fluid and is in 
addition to the exam pack that is now recommended. The RUC recommends the following additions and deletions to the direct 
practice expense inputs: 

1. 58555- Hysteroscopy, diagnostic (separate procedure) 
a. SA058- Pack, Urology cystology visit 
b. SA042-Pack, Cleaning and disinfecting, endoscope 
c. SBOOl-Cap, Surgical 
d. SB027-Gown, Staff, impervious 
e. SB034-Mask Surgical, with face shield 
f. SB039-Shoe Cover, Surgical 
g. SJ036- Monsel's Soln 
h. SC053- Syringe, 20 ml 
i. Remove Items: (SB024-Gloves- sterile, SJ041-Povidone Soln Betadine, SC062 Toomey syringe) 

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



2. 58558- Hysteroscopy, surgical; with sampling (biopsy) of endometrium and/or polypectomy, with or without D & C 
a. SA058- Pack, Urology cystology visit 
b. SA042-Pack, Cleaning and disinfecting, endoscope 
c. SBOOI-Cap, Surgical 
d. SB027-Gown, Staff, impervious 
e. SB034-Mask Surgical, with face shield 
f. SB039-Shoe Cover, Surgical 
g. SJ036- Monsel's Soln 
h. SC053- Syringe, 20 ml 
1. Remove Items: (SB024 Gloves-sterile, SJ041-Providone Soln Betadine, SC062 Toomey syringe) 

3. 58562- Hysteroscopy, surgical; with removaf.ofimpactedforeign body 
a. SA058- Pack, Urology cystology visit 
b. SA042-Pack, Cleaning and disinfecting, endoscope 
c. SBOOl-Cap, Surgical 
d. SB027-Gown, Staff, impervious 
e. SB034-Mask Surgical, with face shield 
f. SB039-Shoe Cover, Surgical 
g. SJ036- Monsel's Soln 
h. SC053- Syringe, 20 ml 
i. Remove Items: (SB024 Gloves-sterile, SJ041-Providone Soln Betadine, SC062 Toomey syringe) 

4. 58563- Hysteroscopy, surgical; with endometrial ablation (eg, endometrial resection, electrosurgical ablation, 
thermoablation) 

a. SA058- Pack, Urology cystology visit 
b. SA042-Pack, Cleaning and disinfecting, endoscope 
c. Remove Items: (SM018 Glutaraldehyde 3.4% Cidex, Maxicide, Wavicide, SH048-Lidocaine 2%jelly, topical 

(Xylocaine), SH069- Sodium chloride 0.9% irrigation (500-lOOOml), SD129 Tubing, irrigation(Cysto), SD118 
( -1) vaginal specula) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 
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CPT Code CPT Descriptor 
(•New) 

58555 Hysteroscopy, diagnostic (separate procedure) 

58558 Hysteroscopy, surgical; with sampling (biopsy) of endometrium and/or polypectomy, 
with or without D & C 

58562 Hysteroscopy, surgical; with removal of impacted foreign body 

58563 Hysteroscopy, surgical; with endometrial ablation (eg, endometrial resection, 
electrosurgical ablation, thermoablation) 

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

Global RUC 
Period Recommend.ation 

i 

000 Practice Expense 
Only 

000 Practice Expense 
Only 

000 Pr~ctice Expense 
Only 

000 Practice Expense 
Only 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated from the Five Year Review 

February 2009 

Obstetric Procedures 

The Five Year Review Identification Workgroup identified the following codes as potentially misvalued through the High IWPUT 
Screen and the RUC recommended that they be surveyed: 59400, 59409, 59410, 59412, 59414, 59425, 59426, 59430, 59510, 59515, 
59610, 59612, 59614, 59618, 59620, and 59622. The RUC referred development of an MMM survey instrument to the Research 
Subcommittee with input from the specialty society at its October 2008 meeting. The Research Subcommittee has worked with the 
specialty since that time to develop a survey method to review these codes. The survey and process was finalized at the April 2009 
RUC meeting. Data will be collected and presented at the October 2009 RUC meeting. 

CPT Code CPT Descriptor Global WorkRVU 
(•New) Period Recommendation 

59400 Routine obstetric care including antepartum care, vaginal delivery (with or without MMM Defer to October 2009 
episiotomy, and/or forceps) and postpartum care 

59409 Vaginal delivery only (with or without episiotomy and/or forceps); MMM Defer to October 2009 

59410 including postpartum care MMM Defer to October 2009 

59412 External cephalic version, with or without tocolysis MMM Defer to October 2009 

59414 Delivery of placenta (separate procedure) MMM Defer to October 2009 

59425 Antepartum care only; 4-6 visits MMM Defer to October 2009 

59426 7 or more visits MMM Defer to October 2009 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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CPT Code CPT Descriptor Global 
(•New) Period 

59430 Postpartum care only (separate procedure) MMM 

59510 Routine obstetric care including antepartum care, cesarean delivery, and MMM 
postpartum care 

59515 Cesarean delivery only; including postpartum care MMM 

59610 Routine obstetric care including antepartum care, vaginal delivery (with or without MMM 
episiotomy, and/or forceps) and postpartum care, after previous cesarean delivery 

59612 Vaginal delivery only, after previous cesarean delivery (with or without MMM 
episiotomy and/or forceps); 

59614 includir.g postpartum care MMM 

59618 Routine obstetric care including antepartum care, cesarean delivery, and MMM 
postpartum care, following attempted vaginal delivery after previous cesarean 
delivery 

59620 Cesarean delivery only, following attempted vaginal delivery after previous MMM 
cesarean delivery; 

59622 . including postpartum care MMM 

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

WorkRVU 
Recommendation 

Defer to October 2009 

Defer to October 2009 

Defer to October 2009 

Defer to October 2009 

Defer to October 2009 

Defer to October 2009 

Defer to October 2009 

Defer to October 2009 

Defer to October 2009 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated from the Five-Year Review 

February 2009 

Cranial Neurostimulators 

CPT codes 61885 Insertion or replacement of cranial neurostimulator pulse generator or receiver, direct or inductive coupling; with 
connection to a single electrode array, and 64573 Incision for implantation of neurostimulator electrodes; cranial nerve were 
identified by the Five-Year Review Identification Workgroup as potentially misvalued through its Site of Service Anomaly screen in 
September 2007. The Workgroup reviewed all services that include inpatient hospital visits within their global periods, but are 
performed less than 50% of the time in the inpatient setting, according to recent Medicare utilization data. The RUC originally 
recommended a two-step action. First, the RUC removed the hospital visits from the service with no impact on the associated work 
RVU, which CMS agreed with. Second, the RUC recommended that services be surveyed. At the April2008 RUC Meeting, the 
specialty societies presented data that indicate that although these procedures are reported as outpatient procedures more than 50% of 
the time, patients typically spend at least one night in the hospital. The RUC deferred action on these issues until an adequate survey 
instrument was developed. The RUC approved a revised survey instrument in October 2008. 

The specialty societies presented information to the RUC that as a result of recent developments in the use ofvagal nerve stimulators, 
there are some concerns about the use of 61885 and 64573 with respect to these procedures. The specialty societies are bringing forth 
a CPT coding proposal to revise 61885 and 64573 to better describe revision of a vagal nerve stimulator lead and the placement of the 
pulse generator and replacement or revision of the vagus nerve electrode. The specialties requested that the RUC review of CPT 
codes 61885 and 64573 be postponed until a revision of the descriptors for these codes has been reviewed by the CPT Editorial Panel. 

The RUC agreed with the specialty societies and recommended referral of 61885 and 64573 to the CPT Editorial Panel. 

CPT Code CPT Descriptor Global WorkRVU 
(•New) Period Recommendation 

61885 Insertion or replacement of cranial neurostimulator pulse generator or receiver, 090 Referral to the CPT 
direct or inductive couQ_ling; with connection to a single electrode array 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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CPT Code CPT Descriptor Global 
(•New) Period 

64573 Incision for implantation ofneurostimulator electrodes; cranial nerve 090 

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

WorkRVU 
Recommendation 

Editorial Panel 

Referral to the CPT 
Editorial Panel 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

CMSRequest 

April2009 

Fluoroscopy - Practice Expense Recommendation 

The Physician Consortium for Performance Improvement (PCPI) is developing a measure related to the use of fluoroscopy. The PCPI 
reviewed all services where fluoroscopy was included in the practice expense direct inputs to determine the denominator codes. The 
American College of Radiology suggested that seven services may not typically be performed with fluoroscopy. CMS requested that 
the RUC consider deleting these expenses from the inputs for these seven services. Other specialties were provided with the 
opportunity to review the issue and determine what room is typically used in providing the service. The RUC reviewed each service 
and concurred with the specialty societies that codes 64520, 64622, and 64626 provide fluoroscopy and require a radiographic­
fluoroscopic room. 

The RUC determined that code 64510 is performed in a examination room and services 76100-76102 are performed in an X-ray 
room. The RUC recommends that the equipment item EL014 Room, radiographic-fluoroscopic is appropriate for 64520, 
64622, and 64626 and will notify PCPI staff. The RUC also recommends the replacement of equipment item EL014 Room, 
radiographic-fluoroscopic to an exam table (EF023) for 64510 and a Basic Radiology Room (EL012)for CPT codes 76100, 
76101, and 76102. 

CPT Code CPT Descriptor Global Practice Expense Only 
Period Recommendation 

64510 Injection, anesthetic agent; stellate ganglion (cervical sympathetic) 000 PE Recommendation only to 
change fluoroscopic room 

(EL014) to exam table (EF023) 

64520 Injection, anesthetic agent; lumbar or thoracic (paravertebral sympathetic) 000 (No Change - will inform 
PCP! staff that fluoroscopy is 

typically used) 

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



CPT Code CPT Descriptor Global Practice Expense Only 
Period Recommendation 

64622 Destruction by neurolytic agent, paravertebral facet joint nerve; lumbar or 010 (No Change - will inform 
sacral, single level PCP! staff that fluoroscopy is 

(For bilateral procedure, rt?P._ort 64622 with modifier 501 
typically used) 

64626 Destruction by neurolytic agent, paravertebral facet joint nerve; cervical or 010 (No Change - will inform 
thoracic, single level PCPI staff that fluoroscopy is 

_(For bilateral procedure, report 64626 with modifier 50) 
typically used) 

76100 Radiologic examination, single plane body section (eg, tomography), other XXX (No Change- PE 
than with urography Recommendation only to 

change fluoroscopic room 
(EL014) to a Basic Radiology 

Room (EL012)) 

76101 Radiologic examination, complex motion (ie, hypercycloidal) body section XXX (No Change- PE 
(eg, mastoid polytomography), other than with urography; unilateral Recommendation only to 

change fluoroscopic room 
(EL014) to a Basic Radiology 

Room (EL012)) 

76102 bilateral XXX (No Change- PE 
(For nephrotomography, use 74415) Recommendation only to 

change fluoroscopic room 
(EL014) to a Basic Radiology 

Room (EL012)) 

2 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

Originated/rom Five-Year Review 

April2009 

Biopsy of Ear 

The RUC identified 69100, Biopsy external ear, as potentially misvalued based on the recommendation of the Five Year Review 
Identification Workgroup. The code was referred to the Workgroup for review via the CMS Fastest Growing Screen. The RUC 
recommended that 691 00 be surveyed for April 2009. 

The specialty society indicated that it would pursue deletion of 69100 from CPT, as the work commonly reported under this code can 
be reported more efficiently by using 11100, Biopsy of skin, subcutaneous tissue and/or mucous membrane (including simple closure), 
unless otherwise listed; single lesion (work RVU = 0.81). The specialty societies were unable to complete their coding change 
application in time for CPT 2010, and 69100 will appear in the CPT book until CPT 2011. Subsequently, the specialty surveyed the: 
procedure to develop an appropriate work RVU until the service is deleted from CPT. In its comments regarding deletion of 69100 
and migration to use of 11100, the specialty noted that the practice expense RVU associated with 11100 is slightly lower that that of 
69100. Further, the specialty noted that 69100 may be reported multiple times within the same visit on the same patient, whereas 
Ill 00 should be reported only once. 

The specialty presented the results from a survey of38 dermatologists. The surveyees indicated a median work RVU of0.92, which is 
slightly higher than the current work RVU of 0.8I, which was developed during the Harvard survey process and validated by the RUC 
during the first Five-Year Review without a survey. The specialty society expert panel reviewed the survey physician time and made 
minor changes to the intra-service time, reducing it by one minute to twelve minutes. The survey respondents indicated a median pre­
service time of7 minutes, which the specialty society expert panel agreed with. Survey respondents identified key reference service 
Ill 00, which is similar and often identical to the surveyed code. Because of the specialized location of the biopsy, the specialty 
society expert panel agreed with the survey respondents that an additional two minutes of pre-service time is required. However, the 
expert panel did not agree that there should be any difference in the work RVU. The RUC agreed with the specialty society presenters 
that the work of 69I 00 is identical to Ill 00 and should be valued the same. Therefore, the RUC approved the amended physician 
time of 7 minutes pre-service evaluation, 12 minutes intra-service, and 5 minutes immediate post-service time and a physician 
work RVU of0.81 for CPT code 69100, until it is deleted from CPT. 



CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

69100 Biopsy external ear 000 0.81 

(No Change) 
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TAB29 

Barbara Levy, Chair 
Five-Year Review Identification Workgroup 

The American Academy of Dermatology (AAD) respectfully submits the following comments and data 
in response to the Five Year Review Identification Work Group's Assignment of CPT 69100 for the 
April 09 AMA RUC Meeting. As required, AAD has surveyed this code and submits the attached 
Summary of Recommendation (SoR) form summarizing that data. 

This code was identified because it is a procedure with increased utilization that has never been 
surveyed by the RUC. The RUC 5YR ID Workgroup accepted the AAD work plan to survey the code in 
preparation for the April 09 RUC meeting. AAD requested and received CMS data on the frequency of 
biopsy and site specific biopsies performed at the same time as an E&M service. The Workgroup 
asked that we provide data regarding evaluation and management on the same date. This data is 
included in the SoR. 

The American Academy of Dermatology conducted a random survey among its members and the results 
reviewed and analyzed by our RB/RVS Work Group. Although some of the survey respondents indicated 
a measurable difference in time and difficulty for CPT 691 00, the majority of respondents consistently 
ranked it as essentially equal to the reference code, CPT 11100 skin biopsy. The proposed 
recommended values are the 25th percentile for intra time of 12 min and PW/RVU value of 0.87 RVUs. 

Survey findings suggest that CPT 69100 should be considered redundant to 11100, a position 
maintained by our work group and an action plan which should have been pursued. Dermatology 
currently has +90% utilization of this code. Deletion of this code would result in annual savings to 
Medicare in the difference in Medicare Fee Schedule payment for 69100 vs 11100. This current 
difference is probably accounted for in minor PE differences between the 2 codes. If accepted, deletion 
of 69100 would result in current annual Medicare utilization for this code shifting to CPT 11100. 

We have requested comment from otolaryngology regarding revising or deleting this code, but to date, 
have not received their definitive feedback, but in emails have been told it was most likely acceptable to 
them to delete this code. 

If you have questions regarding this submission, please contact NormaL. Border at 847 240 1814 
or nborder@aad.org. 

Sincerely, 

~~m[J 
Brett Coldiron, M.D., FAAD, FACP 
AAD Advisor to the AMA/Specialty Society RVS Update Committee 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 69100 

CPT Code:69100 Tracking Number Specialty Society Recommended RVU: 0.81 

Global Period: 000 RUC Recommended RVU: 0.81 

CPT Descriptor: Biopsy external ear 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 48 year old woman with extensive actinic damage presents with a 6mm scaly erythematous 
nodule on the inner helix of the R ear. The differential involves an invasive squamous cell carcinoma, a basal cell 
carcinoma and chondrodermatitis nodularis helicis. 

Percentage of Survey Respondents who found Vignette to be Typical: 98% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 100% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 0% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Prior to biopsy of lesion, obtain pertinent history from patient to include: previous 
skin cancer, prior treatment history, sun protection history, etc. Discussion with patient will include: indication for 
biopsy procedure, risks, and benefits; description of biopsy procedure method, and expected result and/or scarring. In 
addition, patient agreement/informed consent is obtained and staff is advised for preparation of patient and necessary 
anesthetic, supplies, and instrument tray preparation. 

Description of Intra-Service Work: inspection and palpation of the lesion to assess depth and to select most 
representative site to obtain specimen. Cleanse biopsy site with suitable antiseptic; inject appropriate local anesthetic; 
apply sterile drapes; obtain skin specimen with scalpel, skin punch, or suitable instrument depending on depth and 
amount of tissue needed. Collect specimen in labeled formalin container. Undermine wound edges as needed to facilitate 
repair. Suture to approximate wound edges, or achieve hemostasis with pressure, chemical, or electrocautery, or 
application of topical hemostatic agents. Apply antibiotic ointment and sterile dressing. 

Description of Post-Service Work: instruction of patient and/or family on postoperative wound care, dressing chang 
and follow-up. Patient advised how to recognize significant complications, eg, bleeding, or allergic reaction to antibiot. 
ointment or adhesive dressings. Patient advised when results will be available and how they will be communicated; 
completion of medical record; and communication of results to referring physician as appropriate. 
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CPT Code: 69100 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 104/2009 

Presenter(s): Scott Collins, MD, 

ipecialty(s): Dermatology 

CPT Code: 69100 

Sample Size: 125 'Resp N: 38 I Response:30.4% 

Sample Type: Random 

Low 25th pctl Median* 75th pctl Hig_h 

Service Performance Rate 10.00 15.00 23.50 42.25 125.00 

SurveyRVW: 0.81 0.87 0.92 0.95 1.10 

Pre-Service Evaluation Time: 7.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 8.00 12.00 13.00 17.00 21.00 

Immediate Post Service-Time: 5.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00. 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

.,rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . .. 

""*Phys1c1an standard total m1nutes per E/M v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 169100 Recommended Physician Work RVU: 0.81 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 7.00 7.00 -0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 12.00 

Immediate Post Service-Time: 5.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

'"'ischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

_~ffice time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? Yes 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
11100 

Global 
000 

WorkRVU 
0.81 

CPT Code: 69100 

Time Source 
RUCTime 

CPT Descriptor Biopsy of skin, subcutaneous tissue and/or mucous membrane (including simple closure), unless 
otherwise listed; single lesion 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
11420 010 1.00 RUC Time 32,037 
CPT Descriptor 1 Excision, benign lesion including margins, except skin tag (unless listed elsewhere), scalp, neck, 
hands, feet, genitalia; excised diameter 0.5 em or less 

MPC CPT Code 2 
11440 

Global 
010 

Work RVU Time Source 
1.02 RUC Time 

Most Recent 
Medicare Utilization 

59,314 

CPT Descriptor 2 Excision, other benign lesion including margins, except skin tag (unless listed elsewhere), face, ears, 
eyelids, nose, lips, mucous membrane; excised diameter 0.5 em or less 

Other Reference CPT Code WorkRVU Time Source 

CPT Descriptor 

RELATIONSlllP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 33 % of respondents: 86.8 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
CPfCode: CPfCode: RUC Time 

69100 11100 

I Median Pre-Service Time II 7.00 II 5.00 

I Median Intra-Service Time II 12.00 II 12.00 

Median Immediate Post-service Time 5.00 5.00 

Median Critical Care Time 0.0 0.00 

Median Other Hospital Visit Time 0.0 0.00 

Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 

0.0 0.00 

24.00 22.00 
I Prolonged Services Time 

Median Total Time 

1871 



._lo~ili-~ __ tim __ eu_·~ap~p_ro~p_ria_t_e ____________________ ~l._l ------~1.._1 --------~ 

lNTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The number of possible diagnosis and/or the number of I 3.75 II.._-----------' 
management options that must be considered '----------' 

3.00 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____2_.9_7_...JII.__ __ 2_.9_7 ----~ 

.._lu_r~ge_oc~y_o_f_m_edi_.cal __ d_ec_~_w_n_~ __ ·~--------------~~ ... 1 ___ 2_.~ __ __.11.__ ___ 2_.~ ____ ~ 

Technical Skill/Physical Effort (Mean) 

._I T...;..ec_hni_"cal __ s_kil_I_re~qwr-· _ed ____________________ ___.l L-1 _3_.86_--'1 ._I ____ 3._11 __ ----J 

._I P-'hy:....s_ical __ effi_o_rt_re__.quired_· ____________ __.l ._I _2_.9_7_~11 ._ __ 2_._97 _ __. 

Psvchological Stress <Mean) 

I The ruk of significant complications, morbidity and/or mortality I ._I ___ 2_.~ __ --'1 ._I ____ 2_.~----~ 

I.._ Out_co_m_e_depe_...__nds __ o_n_ilie_skill_._and--::..ju_d~gm_e_nt_o_f_._ph~y_si_cian ___ __.l ._I __ 3_.69_--'11.._ __ 3_.00 __ ~ 

_.!s_tima_t_ed_ns_· _k_of_mal___,p'-ra_c_tice_sw_._t W1_._th .... poo_r_o_utc_o_m_e ___ __.l ._I __ 2_.~ _ __.11....__ __ 2_.~--~ 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

._I P_re_-Se_rv_ic_e_int_e_ns_ity..:.../_co_mp-=-Ie_XI_,·ty'-------------'11 .... __ 2_.1_2 _ _,1 ._I __ 2_.1_2_~ 

._IIntra ___ -Se_rv_i_ce_in_t_ens_i...::.ty_lco_m__.p'-le_XI__.·ty:....._ _____________ __,l ._I __ 3.86 _ __,1 ._I __ 2_.9_7 -~ 

._I P_o_st-_Se_rv_i_ce_int_ens_i....:ty_lc_o_m.._pl_eXI_.ty"-------------'1 ._I __ 3_.02 _ __,1 ._I __ 3_.02 _ __. 

Additional Rationale 

CPT Code: 69100 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
'VIPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 

xommendations for the appropriate formula and format. 

This code was identified because it is a procedure with increased utilization that has never been surveyed by the RUC. 
The RUC SYR ID Workgroup accepted the AAD work plan to survey the code in preparation for the April 09 RUC 
meeting. AAD requested and received CMS data on the frequency of biopsy and site specific biopsies performed at the 
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CPT Code: 69100 
same time as an E&M service. The Workgroup asked that we provide data regarding evaluation and management on the 
same date. This data is included in the SoR. 

The American Academy of Dermatology conducted a random survey among its members and the results reviewed and 
analyzed by our RB/RVS Work Group. Although some of the survey respondents indicated a measurable difference in tir 
and difficulty for CPT 69100, the majority of respondents consistently ranked it as essentially equal to the reference code, 
CPT 11100 skin biopsy. The proposed recommended values are the 25th percentile for intra time of 12 min and PW /RVU 
value of 0.87 RVUs. 

Survey findings suggest that CPT 69100 should be considered redundant to 11100, a position maintained by our work group 
and an action plan which should have been pursued. Dermatology currently has +90% utilization of this code. Deletion of 
this code would result in annual savings to Medicare in the difference in Medicare Fee Schedule payment for 69100 vs 
11100. This current difference is probably accounted for in minor PE differences between the 2 codes. If accepted, deletion 
of 69100 would result in current annual Medicare utilization for this code shifting to CPT 11100. 

We have requested comment from otolaryngology regarding revising or deleting this code, but to date, have not received 
their definitive feedback, but in emails have been told it was most likely acceptable to them to delete this code. 

SERVICES REPORTED WITII MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
[gl Other reason (please explain) Reported with E&M visit 43% 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 69100 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Dermatolgy How often? Commonly 

Specialty Otolaryngology How often? Rarely 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 125000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. Utilization suggests Medicare population has 66% incidence. 
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CPT Code: 69100 

Specialty Dermatology Frequency 113200 Percentage 90.56 % 

~pecialty Otolaryngology Frequency 3750 Percentage 3.00% 

Specialty Frequency 0 Percentage 0.00% 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
82,587 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. Based on Medicare utilization data. 

Specialty Dermatology Frequency 74791 Percentage 90.56 % 

Specialty Otolaryngology Frequency 2478 Percentage 3.00% 

Specialty Frequency 0 Percentage 0.00% 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale . 

.tdicate what ·risk factor the new/revised code should be assigned to determine PLI relative value. Surgical 
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Summary of Direct ce Expense Changes 
RUC Recommendations for CMS Requests where Physician Work and Time were Reviewed 

February and April 2009 RUC Meetings -
=~=I-~-=:=L ______ I __ L ~~- l _ ----T I I I I I I I ! 

---

Practice Expense Physician Time Practice Expense Physician Time Components prior to the · 
Components Recommended February and April 2009 RUC Meetings Change in Post Op VIsit Info 

February and April 2009 RUC Meetings ---.--•------,---

I 

Change in Change in 
Clinical Clinical Labor 

Clinical Current Change Labor from Change in Time from 
00 .... N M "' 00 .... N M "' 00 .... N M "' CPT Intra· Labor M .... .... .... .... Intra In Intra Staff M .... .... .... .... change In M .... .... .... .... PostOp Change in N N N N N N N N N N N N N N N 

Code Service Assist en en en en en Time time Type en en en en en Intra time en en en en en VIsits Post Op Visits en en en en en en en en en en en cn cn en en 
26480 60 0 0.5 3 1 60 0 L037D 4 0 0 -1 1 Yes 9 
28120 50 50 1 0 3 2 0 67 -17 L037D 1 0 3.5 0 0 -17 0 0 -0.5 2 0 Yes 58.5 
28122 45 45 1 0 2 2 0 51 -6 L037D 1 0 5 0 0 -6 0 0 -3 2 0 Yes -9 -

30 28725 90 0 1 0 2 3 0 60 ~- 1 0 4 0 0 0 0 0 -2 3 0 Yes 54 ----10() 0 0 120 -20 1 0 0 0 28730 0 1 2 3 L037D 0 5 0 0 2 -2 0 Yes -18 
36825 120 0 1 0 1 2 0 81 39 L037D 1 0 2.5 0 0 0 0 0 -1.5 2 0 Yes 31.5 
42415 150 0 1 0 1 2 0 __ 156 -6 L037D 1 0 0 3.5 0 0 0 0 1 -1.5 0 Yes -27 
42420 180 0 1 0 1 2 0 182 -2 L037D 1 0 0 3.5 0 0 0 0 1 -1.5 0 Yes -27 
49507 70 0 1 0 1 1 0 67.5 2.5 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 ---
49521 90 0 1 0 1 1 0 90 0 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 
49587 60 

___ 0 _____ 
1 0 1 1 0 60 0 L037D 1 0 1 1 0 0 0 0 0 0 0 No 0 

69100 12 8 10 2 L037D 1 No 0 
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AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

Originated from Five-Year Review 

April2009 

Soft Tissue Ultrasound 

The RUC identified 76536, Ultrasound, soft tissues of head and neck (eg, thyroid, parathyroid, parotid), real time with image 
documentation, as potentially misvalued based on the recommendation ofthe Five Year Review Identification Workgroup. The code 
was referred to the Workgroup for review via the CMS Fastest Growing Screen. The RUC recommended that 76536 be surveyed. 

The specialty society presented evidence that the work for 76536 has changed since it was first valued. The specialty noted that the 
typical patient has changed due to the increasing incidence and prevalence of thyroid cancer. The specialty commented that the 
increased incidence of thyroid cancer results in a more complex patient. However, the RUC did not agree that a rise in the recognition 
of certain types of cancer necessarily increases the intensity or complexity of the existing mechanisms for diagnosis of the condition. 
The specialty next presented evidence that the improvement in technology, including color flow and power Doppler evaluation as well 
as increased transducer resolution increases the complexity ofthe examination and the expectations of the patient. The RUC 
commented that the improvement in technology may increase the information available to review, but that it concurrently improves 
the test's accuracy and readability, affording the practitioner a more reliable and revealing test result. Lastly, the specialty noted that 
the code had never been reviewed by the RUC and that the original data used to value to the service may not have included the current 
practitioners of the service. The RUC noted that lack ofRUC review is not compelling evidence to consider an increase in the RVU 
under the RUC rules defining the review of services identified in the Five-Year Review Process and that there is no evidence that the 
CMS valuation of 76536 was either inclusive or not inclusive of radiologists and endocrinologists that provide this service. Therefore, 
the RUC did not agree that the compelling evidence standards, required to recommend a work RVU higher than the current value, for 
76536 had been met. 

The specialty society presenters provided evidence that the value of76536 should not be reduced beyond its current work RVU of 
0.56. The presenters provided the survey results of63 radiologists and endocrinologists. The median work RVU identified by the 
surveyees was 1.00 and the 25th percentile work RVU was 0.74. The presenters noted that the existing total physician time within the 
RUC database is 18 minutes, which is not allocated between pre-service, intra-service, or post-service time. The survey respondents 
indicated that the existing physician time is somewhat under-representative and indicated times of 5 minutes pre-service, 15 minutes 



intra-service and 5 minutes post-service time. However, the RUC queried and received the independent survey data of radiology vs. 
endocrinology. Radiologists indicated a lower intra-service time of 1 0 minutes, compared to 20 minutes for endocrinology. 

Radiologist surveyees indicated a key reference service of 76776, Ultrasound, transplanted kidney, real time and duplex Doppler with 
image documentation (work RVU = 0.76, pre-service= 5 minutes, intra-service= 15 minutes, post-service= 5 minutes). The 
specialty society expert panel indicated that the appropriate physician time for 76536 should be less than 76776 as the reference 
service is valued slightly higher. Therefore, the specialty recommended physician times of 4 minutes pre-service, 10 minutes intra­
service, and 4 minutes post-service. The RUC agreed that the work of76776 is slightly greater than that of76536, which justifies the 
difference in physician time. Further, the RUC agreed that given the survey results, the work RVU of76536 should not be lower than 
its current value of0.56 and that the current value appropriately ranks the service within its family. In further support of this 
recommendation, the RUC reviewed 99212, Office or other outpatient visit for the evaluation and management of an established 
patient, which requires at least 2 of these 3 key components: A problem focused history; A problem focused examination; 
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 patient's and/or family's needs. Usually, the presenting problem(s) are self limited 
or minor. Physicians typically spend 10 minutes face-to-face with the patient and/or fami/y,(work RVU = 0.45, pre-service= 2, intra­
service= 10, post-service= 4). The RUC agreed that the two services are very similar and that the current work RVU for 76536 of 
0.56 appropriately accounts for the additional pre-service time and slightly greater intensity. Therefore, the RUC recommends that 
the current work RVU for 76536 be maintained at 0.56 and that the physician time be changes to 4 minutes pre-service 
evaluation, 10 minutes intra-service, and 4 minutes immediate post-service. 

CPT Code Tracking CPT Descriptor Global WorkRVU 
(•New) Number Period Recommendation 

76536 Ultrasound, soft tissues of head and neck (eg, thyroid, parathyroid, 
parotid), real time with image documentation 

XXX 0.56 

(No Change) 



AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY__DF RECOMMENDATION 

CPT Code: 76536 

CPT Code:76536 Tracking Number Specialty Society Recommended RVU: 0.74 

Global Period: XXX RUC Recommended RVU: 0.56 

CPT Descriptor: Ultrasound, soft tissues of head and neck (eg, thyroid, parathyroid, parotid), real time with image 
documentation 

CLINICAL DESCRIPI'ION OF SERVICE: 

Vignette Used in Survey: 50 year old asymptomatic female originally found to have multiple thyroid nodules on routine 
physical examination by gynecologist one year ago. Initial assessment, including thyroid ultrasound, revealed no 
evidence of malignancy at that time. Patient now returns for annual follow-up of this condition and thyroid ultrasound is 
performed to re-evaluate the nodules. 

Percentage of Survey Respondents who found Vignette to be Typical: 73% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

..,ercent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
J&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 1 % 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 1 % 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: 
• Review pertinent clinical information, including history of thyroid or parathyroid disease and any previous thyroid 
biopsies 
• Review any prior applicable imaging studies 

Description of Intra-Service Work: 

• Supervise technologist to ensure that the thyroid gland itself and any thyroid nodules have been measured in the same 
manner as the previous exam to facilitate accurate comparison review measurements of thyroid lobes and isthmus and 
assess for interval change in size between exams 
• Evaluate overall echo texture of the thyroid 

Assess vascularity of the thyroid gland and thyroid nodules with color doppler imaging 
Review measurements of specific nodules and compare measurements to the previous exam 

• Assess internal architecture of measured thyroid nodules for signs suggestive of tumor such as micro calcifications 
• Evaluate and characterize surrounding anatomic structures to assess for possible adjacent lymphadenopathy or 
parathyroid tissue 
• Generate report for the medical record 

1880 



CPT Code: 76536 

Description of Post-Service Work: 
• Discuss significant fmdings such as change in nodule size or characteristics with the referring service 
• Review and sign fmal report 
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CPT Code: 76536 . 

SURVEY DATA 
RUC Meeting Date (mm/yyyy) Jo4t2009 

Presenter(s): 
Geraldine McGinty, MD, Ezequiel Silva, MD, Bill Donovan, MD, Allan Glass, MD, and 
John Seibel, MD 

Jpecialty(s): ACR,ASNR,AACE,TES 

CPT Code: 76536 

Sample Size: 789 'Resp N: 63 I Response: 7.9% 

Sample Type: Panel 

Low 25th Dctl Median* 75th octl Hi.g_h 

· Service Performance Rate 4.00 60.00 150.00 393.00 5000.00 

SurveyRVW: 0.50 0.74 1.00 1.40 4.46 

Pre-Service Evaluation Time: 5.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 2.00 10.00 15.00 20.00 60.00 

Immediate Post Service-Time: 5.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

'rolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total minutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(38); 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60}; 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code: 176536 Recommended Physician ·Work RVU: 0.74 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 4.00 7.00 -3.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 10.00 

Immediate Post Service-Time: 4.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

ischarge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

1
Jffice time/visit(s): 0.00 99211x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
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CPT Code: 76536 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 

New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
99214 

Global 
XXX 

WorkRVU 
1.42 

Time Source 
RUCTime 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least 2 of these 3 key components: A detailed history; A detailed examination; 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 presenting problem(s) are of 
moderate to high severity. Physicians typically spend 25 minutes face-to-face with the patient and/or family. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

Most Recent 
MPC CPT Code 1 Global Work RVU Time Source Medicare Utilization 
11100 000 0.81 RUC Time 2,329,511 
CPT Descriptor 1 Biopsy of skin, subcutaneous tissue and/or mucous membrane (including simple closure), unless 
otherwise listed; single lesion 

MPC CPT Code 2 
20551 

Global 
000 

Work RVU Time Source 
0. 75 RUC Time 

CPT Descriptor 2 Injection(s); single tendon origin/insertion 

Other Reference CPT Code 
76776 

Global 
XXX 

WorkRVU 
0.76 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

197,342 

CPT Descriptor Ultrasound, transplanted kidney, real time and duplex Doppler with image documentation 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 15 % of respondents: 23.8 % 

TIME ESTIMATES lMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

76536 99214 

I Median Pre-Service Time II 4.00 II 5.00 

I Median Intra-Service Time II 10.00 II 25.00 

I Median Immediate Post-service Time II 4.00 II 10.00 

I Median Critical Care Time II 0.0 
II 0.00 

I Median Other Hospital Visit Time II 0.0 I 0.00 

I Median Discharge Day Management Time II 0.0 II 0.00 
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1=1 M=e=di=an=O=ffi=ce=V=is==it=T=im=e============lll 0.0 11=1 ==O.=OO===l 

II= P=ro=lo=ng=ed=Se=rv=i=ce=s T=im=e============lll 0.0 Ill= ==0.=00===9 
'-1 M_ed __ ia_n _T_otai_T_im_e ____________ -1, ~ r--40_._00_---1 
)tber time if appropriate . C==:J _ 

INfENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 
The nwnber of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and! or other information that must be reviewed and analyzed 

~-4_.0_7 __ ~1~1 ___ 3_.9_3 __ ~ 

.____4_.00 _ __.1 ~I __ 4_.00 _ ____. 

._I U_rg:::..e_nc...:..y_o_f m_edi_·cai_dec_isi_.on_making __ · .:::......---------'' ._I ___ 3.5_3 __ _.1 '-1 __ 3._21 _ ___. 

TechniCal Skill/Physical Effort (Mean) 

l~'f:_ec_hni_·ca~_s_kil_I_reqwr~· ed __________ -----~1 '-1 __ 4_.s;..;:.3 __ ....~11....__ __ 3._14 _ ____. 

._I Ph-'y'"-s_ical_effi_o_rt_reqwr_.__·_ed ___________ ~ll~ __ 3_.4_7 __ ~1 '-1 __ 2._77_--.J 

Psychological Stress <Mean) 

I The risk of significant complications, morbidity and! or mortality I ._I __ 3_.2_0 _ _.1 ._I __ 3_.00 __ ~ 

,_IOu __ ~_om_e_depe~_nds __ o_n_th_e_skill_._an __ d~joo_gm~e_nt_o_f~ph~y_si_cian ______ ~I._I ___ 4_.7_3 __ .....JI._I __ 4_.00 __ ~ 

._I Estima __ · __ ted_ris_k_o_f_mal___:...pra_cn_·ce_sm_·t_WI_·th_poo::.___r o_u_tc_om_e ____ __JI ._I __ 4_.2_0 __ .....Jl ._l __ 3_.7_1_~ 

INfENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

.... 1 P_re_-S_e_rv_ic_e_in_te_ns_ity..:.../_co_mp-=-le_XI...::·ty _________ __.ll.___2_.5_3 _ _.11.___2_.3_6 _ __. 

._I Intr_a_-S_erv_ic_e _int_e_ns_ity~/_co_m-'-p_leXI_·ty~--------~~~'---4_.00_-.~1 ._I __ 3_. 7_1_---l 

._I P_o_st-_S_erv_i_ce_int_ens__,ity'-/c_o_m.:....pl_eXI_·ty=--------------'11.___2_. 7_3 _ _.I ._I __ 2_.5_7 _ ___. 

dditional Rationale 

CPT COde: 76536 

Describe the process by which your specialty society reached your final recommendation. If your society has used an 
JWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
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CPT Code: 76536 
ACR, ASNR, AACE, and TES convened a panel that included a number of physicians familiar with this service to 
review the RUC survey data. The reference code selected most commonly was code 99214 (ElM service) with work 
value of 1.42. From the survey data the median recommended work value for code 76536 is 1.00, with times as 
follows: 5 min pre, 15 min intra, and 5 min post. The survey respondents indicated that code 76536 entails greater 
intensity and complexity than the 99214 reference code. 

The societies are recommending the 25th percentile work value of0.74 as well as the 25th percentile for physician time 
of 4 min pre, 10 min intra, and 4 min post. The panel believes that the 25th percentile values are more in line with 
another reference service code 76776 (Ultrasound, transplanted kidney, real time and duplex Doppler with image 
documentation), which was the second most commonly selected reference code. Code 76776 was recently RUC valued 
and has a work value of0.76 with 5 min pre, 10 min intra, and 5 min post, which is similar in RVU and time to our 
respondents' 25th percentile times. As such our panel elected to recommend the 25th percentile times for 76536. If the 
median times were maintained, the closest reference in the ultrasound family would be the recently RUC valued 
obstetrical ultrasound code 76801 with 0.99 RVU with 5 min pre, 15 min intra and 7 min post. The panel is not 
recommending 76536 be valued at that level because it would create a substantial number of rank order anomalies with 
other RUC valued ultrasound codes. 

Since this code is part of the Five Year Review process, we recognize that compelling evidence standards must be met 
to change the value from the existing value. This meets a number of the requisites including the following: 

Compelling Evidence for Change in Value: 
1) Since the original valuation, the patient population has changed due to the increasing incidence and prevalence of 
thyroid cancer. This increases the complexity of the typical patient. Careful full neck lymph node assessment is 
essential for all thyroid cancer patients. 

2) The technology available including color flow and power Doppler evaluation and increased transducer resolution 
increases the complexity of the examination and the expectation of the information it can provide. 

3) This code has never been RUC surveyed. Applying the current survey data to the existing value would create rank 
order anomalies as compared to other RUC surveyed ultrasound codes. 

4) The current survey includes input from a number of specialties performing the procedure, some of which did not 
have input into the original valuation. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: No 

Why is the procedure reported usir.g multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

1885 



CPT Code: 76536 

FREQUENCY INFORMATION 

.. -low was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 76536 · 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Radiology How often? Commonly 

Specialty Endocrinology How often? Commonly 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 1347000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. The overall number of services for 76536 in a one year period is estimated 
to be 915,960. 

Specialty Radiology Frequency 915960 Percentage 68.00% 

Specialty Endocrinology Frequency 175110 Percentage 13.00% 

Specialty Frequency Percentage % 

~stimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
449,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. The 2007 Medicare data estimates that CPT code 76536 was 
billed approximately 306,000 times. 

Specialty Radiology Frequency 306000 Percentage 68.15 % 

Specialty Endocrinology Frequency 56000 Percentage 12.47 % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? Yes 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 76776. Physician work involved for code 76536 is 
more in line with code 76776. 

1icate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 

1886 



Specialty 

En do 

Rad 

..... 
00 
~ ..... 

#of 
surveys 
received 

I 
31 

1-
32 I 

# 
Ref selected 

selected ref code 

99214 15 
-- ---------- --. --- - -- --

76776 I 7 

Tab 29 - Soft Tissue Ultrasound 
WorkRVU Pre-time 

25 median 75 25 median 75 25 

1.25 1.42 1.50 5 10 15 15 ---- --- -- -- ~-- ----- -- ----- - --------- ----------· --- --------- ----------

0.651 0.75 0.83 3 5 5 8 

Intra-time Post-time Service Perform Rate 

median 75 25 median 75 25 median 75 
I 

20 28 5 10 15 60 1

1 155 345 
------------ ------- ------ --- ··---- -- -------1 - . -- -- - ----

' 
10 15 2 i 4 5 80 I 150 500 I 

p ')f 1 



..... 
00 
1.0 
N 

AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

CMSRequest 

April2009 

Radiation Treatment Delivery, Stereotactic Radiosurgery- Practice Expense Recommendation Only 

In the 2009 Final Rule, CMS received comments including one from a single free-standing non-facility provider stating that the there 
was a drastic difference in payment between the proposed OPPS payment $7,608 and the PFS payment $1,260. Further, the 
commenters stated that existing practice expense inputs are incorrect because they excluded extra clinical labor time due to Nuclear 
Regulatory Commission (NRC) requirements for both the physicist and the registered nurse. Because of these comments, CMS 
requested that practice expense inputs associated with this service be reviewed. 

The RUC reviewed the direct practice expense inputs as presented by the specialty society in response to the CMS 2009 Final Rule. 
The specialty had requested an additional 99 minutes of clinical labor time to account for moderate sedation in the intra-service time . 
The specific recommended changes to the intra-service time were: 

I. The specialty also recommended the elimination of the Registered Technician time and reassigning the remaining activities to 
Medical Physicist. (RUC agreed) 

2. Changing several clinical labor activities from RN/LPN/MA toRN (RUC did not agree) 
3. The addition of 10 minutes to the post monitoring time. (RUC agreed) 
4. The addition of 45 minutes of RN assist physician time during the procedure for conscious sedation (RUC agreed) 
5. Additional44 minutes of time for miscellaneous activities (RUC did not agree) 

In addition, the specialty requested minor changes to supplies and equipment. The RUC agreed with the specialty that additional time, 
supplies, and equipment were necessary to provide the service, however the RUC agreed to only 54 minutes of additional clinical 
labor time to assist in intra service and post service monitoring for moderate sedation. The RUC recommends an additional 54 
minutes of clinical labor time and other recommended medical supplies and equipment direct practice expense inputs as 
recommended by the specialty society for CPT code 77371. The RUC also recommends this service be placed on CPT's 
appendix G to indicate that Moderate Sedation is inherent to the procedure. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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CPT Code CPT Descriptor Global 
(•New) Period 

®77371 Radiation treatment delivery, stereotactic radiosurgery (SRS), complete course of XXX 
treatment of craniallesion(s) consisting of 1 session; multi-source Cobalt 60 based 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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March 31, 2009 

William Rich, MD 
Chair, RVS Update Committee 
American Medical Association 

AS RO 

Department of Physician Payment Policy and Systems 
515 N. State Street 
Chicago, IL 60654 

Re: CPT Code 77371 PE Recommendations 

Attached are the revised PE recommendations for CPT Code 773 71. In response to public 
comments received (not from ASTRO) CMS asked ASTRO to develop revised PE recoinmendations 
for this CPT code. In the MFS Final Rule for 2009 CMS discussed comments received. 
Commenters stated that: 

The PE RVUs listed in Addendum Bfor CPT 77371 were exceptionally inadequate. The 
commenters also stated that they believe the direct PE inputs are incorrect since the cost data 
they had gathered from other facility providers of this stereotactic radiosurgery (SRS) service 
included extra clinical labor time due to Nuclear Regulatory Commission (NRC) requirements 
for both the physicist and the registered nurse. In addition, they disagreed with our decision to 
treat the Cobalt 60 radiation source (recommended by the AMA RUC as a ]-month renewable 
equipment item) as an indirect PE cost in the CY 2007 PFS.final rule with comment period. 
(Federal Register I Vol. 73, No. 224 I Wednesday, November 19, 2008 I Rules and Regulations p.69737) 

CMS asked the AMA RUC to review the direct PE inputs for this code in light of these comments. 
In the interim, they believed the commenters raised sufficient questions regarding the propriety of 
the direct PE inputs and PE RVUs established for this new code in 2007 to warrant contractor 
pricing for CPT 77371 for CY 2009. The Medicare Part B Claims data for 2007 reports 50 claims, 
while the OPPS data has for 2007 reported approximately 4,000 claims. 

Historical Information 
Original PEAC Submission (Sept 2005) = 373 minutes 

Approved PEAC (Sept 2005) = 234 minutes (attachment) 

Current IRSA Request= 730 minutes (+496 minutes) (attachment) 

Current Recommendations= 333 minutes (+99 minutes) (attachment) 

Clinical Time 
• Facility Time: No Changes 

• Non Facility Time: Pre & Post No Changes 

AME'RlCAN SOCIETY FOR RADIATiON ONCOLOGY 

8280 WILLOW OAKS CORPORATE ORlVE • SUITE 500 • FAIRFAX. VA 22031 • 800 962.7876 • 703.5021 550 • FAX: 703 502 7852 

W\I'JW.astro.org • W\IIW.rtanswers.org 
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• Non Facility: Intra Service Changes 
1. Total Intra Time increased from 222 minutes to 321 minutes 
2. Eliminated the RT and reassigned remaining activities to Medical Physics 
3. Changed post monitor time back to 30 minutes from 20 minutes 
4. Changed several nurse designated activities from RNILPN/MA to RN 

Supplies 
Changes have been made to the supply list. We deleted several items related to (1) x-ray 
films and (2) starting the IV. We added miscellaneous supplies, such as the syringes (for 
administering meds through the IV during treatment), topical antibiotic, gauze, etc. 

Equipment 
Minor changes have been made to the equipment list. We added a stretcher, blood pressure 

monitor and the conscious sedation equipment items. We will contact IRSA representatives 
and requested that they provide copies of invoices to CMS for the updated prices on the 
Gamma Knife system and the Cobalt 60 sources. 

The major issue that remains with the equipment list is the cost of the radioactive source(s). 

CMS policy currently treats the radioactive source for CPT Code 77371 as an indirect cost 
(Federal Register I Vol. 71, No. 231 I Friday, December 1, 2006 I Rules and Regulations p.69747.) 

These recommendations are also supported by AANS. Please let us know if you have any questions. 

Regards, 

C· ' , r 
·~ -..J.:; i!l\:.1'~ .... t.V'J 

Najeeb Mohideen, MD 

ASTRO RUC Advisor 

Attachments 

cc: Sherry Smith 
Roseanne Fischoff 

John A Wilson, MD 

Cathy Hill 
Trisha Crishock 
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AMA/Specialty Society Update Process 
PEAC Summary of Recommendation 

·XXX Global Period 
Non Facility Direct Inputs 

CPT Code: 77371 

CPT Long Descriptor: Radiation treatment delivery, stereotactic radiosurgery (SRS) (complete course of treatment 
of cerebrallesion(s) consisting of one session); multisource Cobalt 60 based. (For Radiation treatment 
management, use 77432) 

Please provide a brief description of the process used to develop your recommendation and the composition of your 
Specialty Society Practice Expense Committee: 

ASTRO developed these PE recommendations by Consensus Panel. The Panel had several radiation 
oncologists and medical physicists, including SRS experts. The Panel reviewed the historical information 
for CPT Code 773 71 including the comments received by CMS. The recommendations were also 
discussed with AANS. 

Please describe the clinical activities of your staff: 

The head-frame has been previously attached by the neurosurgeon, as described in CPT Code(s) 61796 or 61798. 

Pre-Service Clinical Labor Activities: 
The pre-service period includes time allocated for: completing pre-service diagnostic and referral forms; coordinating pre 
procedure services; for the facility setting, scheduling the service; and finally providing education and obtaining the 
-~tient consent. 

~1tra-Service Clinical Labor Activities: 
When the patient arrives at the office for their treatment, service requires the involvement of the Oncology Nurse, and the 
Medical Physicist (in addition to the Doctor). The physicist has acquired the data needed for the particular patient, and 
enters this data into the treatment machine. Once the data is entered, the nurse leads the patient into the treatment room. 

The patient is taken into the treatment room, and the physician and the physicist together review the original and new 
films, the prescription, and the data that was entered into the treatment machine. To ensure the accuracy of the treatment 
setup, the physicist then verifies the stereotactic isocenter using the Winston-Lutz phantom test. While this is occurring, 
the nurse is assisting the patient in getting comfortable and then takes the patients vital signs, such as their temperature, 
blood pressure, pulse, and respiration. Once these vitals have been documented, the patient is then placed on the 
treatment couch. The nurse and physicist position the patient with the appropriate immobilization system, and the head 
ring is calibrated to the stereotactic isocenter and the test that were performed to validate the patient setup. Once the 
patient is then positioned, the nurse then inserts the IV for the patient, and the SRS treatment delivery begins. 

During the treatment delivery, the nurse and physicist are in the room at all times to monitor the delivery procedure. The. 
nurse will monitor the oxygen (02) saturation ofthe patient, as well as to track the shots of radiation that are given. 

Post-Service Clinical Labor Activities: 
After the last segment of radiation is given, the patient is taken out of the immobilization apparatus, and the neurosurgeon 
removes the head frame, as described in CPT Code(s) 61796, 61797, 61798 or 61799. The patient is then taken into a 
separate room for recovery for up to two hours. While the patient is resting, the nurse cleans the room and any of the 
materials that may have been used during the procedure, monitors vital signs, and provides post treatment education and 

''edules the follow up appointments . 

.. 11one calls are made by the nurse to follow up on side effects and phone in prescriptions. 

1898 



( 

AMNSpecialty Society RVS Update Committee 
Summary of Recommendations 

CMSRequest 

April2009 

End Stage Renal Disease Practice Expense and Physician Time Recommendation 

CMS requested in the 2009 Final Rule, that the RUC review the practice expense inputs associated with the end stage renal disease 
(ESRD) codes to ensure that they accurately reflect the typical direct resources required to perform these services and to review the 
physician time for 90960 and 90961. 

Practice Expense Clinical Labor Time 
The specialty society convened an expert panel to review the direct practice expense clinical labor time for the adult and pediatric 
ESRD codes. The specialty panel agreed that 42 minutes of clinical staff time, for all of the varied and unpredictable services to a 
typical patient with 6 co-morbid conditions and on more than 7 drugs over the course of a month, was not sufficient to reflect the 
clinical staff activities performed in support of monthly dialysis care. The specialty panel determined that an additional 24 minutes of 
clinical staff pre-service time for the pediatric codes and 18 additional minutes for the adult codes, would accurately reflect the 
services provided over an entire month. The clinical activities that the expert panel believed had been under-represented were: 

(1) unscheduled follow up phone calls and prescription drug review-6 minutes (12 minutes for pediatrics patients) 
(2) lab and x-ray review-3 minutes 
(3) evaluation of dialysis access problems-3 minutes 
(4) transplant evaluation- I minute 
(5) multidisciplinary care team meetings-5 minutes 

By adding these clinical labor time increments both the pediatric and adult ESRD monthly codes would have a total of 60 minutes of 
clinical labor time. The RUC agreed with the addition of this clinical labor time. In addition, this monthly time of 60 minutes was 
recommended to be applied to all of the codes in the code family, including the home dialysis codes (CPT codes 90963-90966), and 
proportionately to the daily dialysis codes (CPT codes 90967-90970), the values for which have been historically based on 1/30111 of 
the monthly code value. 

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



The RUC therefore recommends that the monthly outpatient dialysis codes (CPT codes 90951-90966), representing both in­
center and home dialysis care, be assigned an additional 24 minutes of clinical staff time per code for the pediatric codes and 
18 minutes of clinical staff time per code for the adult codes, and that this revision also be applied proportionately to the daily 
dialysis service codes (CPT codes 90967-90970) to reflect the clinical staff activities currently necessary to provide services to 
the typical adult and pediatric ESRD patients. Therefore, the total clinical staff time for all monthly codes should now be 60 
minutes. 

Physician Time for CPT code 90960 and 90961 
Upon reviewing the physician time for CPT codes 90960 and 90961, the RUC concurred with CMS that for practice expense 
purposes, the physician time needed additional review. The specialty noted that the unit level code, 90962, was provided with 38 
minutes of physician time for Care Plan Oversight (from procedure code 00182), while the services with increased physician visits 
and activity, 90960 and 90961, were not. The RUC agreed that even though the physician time recommendations for codes 90960 and 
90961 are based on a higher number of building blocks, the degree of care plan oversight activities for these services is no less than 
that for the unit level code and, for practice expense purposes, were not captured by the office visit building blocks currently 
comprising the recommendations for these services. The RUC recommends that CPT codes 90960 and 90961 be assigned an 
additional 38 minutes of physician time for practice expense purposes to reflect the care plan oversight activities currently 
necessary to provide services to the typical adult ESRD patient. The new total time for CPT code 90960 is 128 minutes and 
113 minutes for 90961. 

CPT Code CPT Descriptor Global Period RUC Recommendation 

90951 End-stage renal disease (ESRD) related services monthly, for patients under XXX Clinical Labor 
two years of age to include monitoring for the adequacy of nutrition, Recommendation 
assessment of growth and development, and counseling of parents; with 4 or 
more face-to-face physician visits per month 

90952 with 2-3 face-to-face physician visits per month XXX Clinical Labor 
Recommendation 

90953 with 1 face-to-face physician visit per month XXX Clinical Labor 
Recommendation 

2 
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CPT Code CPT Descriptor Global Period RUC Recommendation 

90954 End-stage renal disease (ESRD) related services monthly, for patients two to XXX Clinical Labor 
eleven years of age to include monitoring for the adequacy of nutrition, Recommendation 
assessment of growth and development, and counseling of parents; with 4 or 
more face-to-face physician visits per month 

90955 with 2-3 face-to-face physician visits per month XXX Clinical Labor 
Recommendation 

90956 with 1 face-to-face physician visit per month XXX Clinical Labor 
Recommendation 

90957 End-stage renal disease (ESRD) related services monthly, for patients twelve XXX Clinical Labor 
to nineteen years of age to include monitoring for the adequacy of nutrition, Recommendation 
assessment of growth and development, and counseling of parents; with 4 or 
more face-to-face physician visits per month 

I I 

90958 with 2-3 face-to-face physician visits per month XXX Clinical Labor 
Recommendation 

90959 with I face-to-face physician visit per month XXX Clinical Labor 
Recommendation 

90960 End-stage renal disease (ESRD) related services monthly, for patients twenty XXX Physician Time and 
years of age and over; with 4 or more face-to-face physician visits per month Clinical Labor 

Recommendation 

90961 with 2-3 face-to-face physician visits per month XXX Physician Time and 
Clinical Labor 

Recommendation 

90962 with 1 face-to-face physician visit per month XXX Clinical Labor 
Recommendation 

3 
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CPT Code CPT Descriptor Global Period RUC Recommendation 

90963 End-stage renal disease (ESRD) related services for home dialysis per full XXX Clinical Labor 
month, for patients under two years of age to include monitoring for the Recommendation 
adequacy of nutrition, assessment of growth and development, and 
counseling of parents 

90964 End-stage renal disease (ESRD) related services for home dialysis per full XXX Clinical Labor 
month, for patients two to eleven years of age to include monitoring for the Recommendation 
adequacy of nutrition, assessment of growth and development, and 
counseling of parents 

90965 End-stage renal disease (ESRD) related services for home dialysis per full XXX Clinical Labor 
month, for patients twelve to nineteen years of age to include monitoring for Recommendation 

..... the adequacy of nutrition, assessment of growth and development, and 
1.0 ...... counseling of parents 
~ 

90966 End-stage renal disease (ESRD) related services for home dialysis per full XXX Clinical Labor 
month, for patients twenty years of age and over Recommendation 

4 
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TAB 6-ESRD-RELATED SERVICES 

March 31, 2009 

To: 

From: 

RUCMembers 

Robert J. Kossmann, M.D., RUC Advisor, 
Renal Physicians Association 

Eileen D. Brewer, M.D., RUC Presenter, 
American Society of Pediatric Nephrology 

Richard J. Hamburger. M.D., RUC Presenter, 
Renal Physicians Association 

Re: Discussion of Recommendations for Practice Expense Value Clinical Staff 
Times for Monthly Adult and Pediatric Dialysis Services, and for Practice 
Expense Physician Times for CPT Codes 90960 and 90961 

Introduction 

This document is a proposal for the revaluation of the practice expense clinical staff times 
for the monthly dialysis services for both adult and pediatric patients, and for the 
physician times associated with two of the adult monthly dialysis codes, CPT code 90960 
(adult monthly dialysis, four or more visits) and CPT code 90961 (adult monthly dialysis, 
2-3 visits). This revaluation was prompted by a request from CMS as outlined in the final 
rule for the 2009 Medicare Physician Fee Schedule. 

By way of review, these codes were originally valued at the February 2008 RUC meeting 
based on the use of a survey instrument vetted by the RUC Research Subcommittee and 
approved by the full RUC at the September 2007 RUC Meeting which attempted to use 
the 90 day global surgery form for obtaining a month's worth of work by the nephrologist 
caring for an ESRD patient. This instrument required the reporting of the physician 
separately from the physician extender services at the 85 percentile even though the 
physician extender did not bill independently and their work was part of that physicians 
bundle of services. The performance of the survey and the development of proposed 
values proved to be extremely difficult, due in most part to the unique nature of the 
monthly dialysis services themselves. This is a capitated payment where every patient 
receives a unique variety of services. Rather than seeking to determine the Work 
associated with a single episode of care, for these monthly codes survey respondents had 
to account for the multiplicity of services and diversity of physician activity, as well as 
the attendant practice costs, necessary to provide the variable and unpredictable mix of 
services associated with appropriate care for an ESRD patient, over a month's time. The 
typical adult patient is over 65 years of age and has diabetes, hypertension and vascular 
disease as well as ESRD. The survey instrument approved by the RUC did seek to 
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provide an appropriate mechanism for capturing these activities and expenses, but 
challenges remained nonetheless. 

These challenges were exacerbated on the pediatric side by the finite census of pediatric 
nephrologists in the U.S., and the small number of actual billed codes in the <2 year old 
and 2-11 year old age group, resulting in a limited survey response. It should be noted 
that children account for less than 2% of all ESRD patients, and thus the Medicare claims 
utilization for services provided to pediatric dialysis patients is of a similarly limited 
nature. 

This document will discuss typical ESRD patients in aggregate, provide historical 
background on how the entire family of dialysis codes arrived at their current structure 
and were valued at the February 2008 RUC meeting, and offer recommendations for the 
reconsidering the clinical staff times for the entire code family, and the physician times 
for CPT codes 90960 and 90961. 

ESRD Patients in Aggregate 

Typically, adult ESRD patients suffer from a series of chronic illnesses in addition to 
their kidney disease, including Type II diabetes mellitus, vascular disease, and 
hypertension. There is an approximate 19% annual mortality rate among adult ESRD 
patients. The typical adult ESRD patient has 2.0 hospital admissions per year, or on 
average 14 hospitalization days per year. 

Pediatric ESRD patients present unique challenges that impact the physician work and 
practice expense involved in providing their treatment. Children who require chronic 
dialysis have a wide spectrum of underlying diseases, including congenital renal 
anomalies present since birth, like renal dysplasia and obstructive uropathy, or rare 
hereditary diseases that present early in life, such as primary hyperoxaluria, cystinosis 
and autosomal recessive polycystic kidney disease, or rare acquired glomerular diseases, 
such as nephrotic syndrome from focal glomerulosclerosis, membranoproliferative GN, 
rapidly progressive GN, IgA nephropathy or hemolytic uremic syndrome. Less than 3% 
have underlying diabetes or hypertension as the cause of their ESRD. Before reaching 
ESRD, most of the children have long standing chronic kidney disease that has disrupted 
growth and development, compromised bone health and resulted in behavioral and 
learning problems and family dysfunction. Those with congenital anomalies have 
required multiple urologic surgeries. Many of the children with disease since infancy 
also have other organ failure, such as hypoplastic lung disease, congenital hepatic 
fibrosis, cardiomyopathy and spina bifida. Concomitant deafuess and seizure disorders 
are common. The pediatric ESRD dialysis population is not just a healthy group of 
children who suddenly developed renal failure and were otherwise normal. 

Infants requiring chronic dialysis present the biggest challenge and typically are the sickest 
with a disease burden that includes catheter access problems, renal osteodystrophy, 
anemia, acidosis, growth failure, developmental delay, anorexia and feeding problems, 
family dysfunction related to a technologically dependent infant, modified.childhood 

2 

1919 



immunizations, and polypharmacy (>7 medications) and require more intensive physician 
services. Older children and adolescents will have similar disease burdens along with 
varying, age-dependent stages of behavioral issues. Infants are hospitalized an average of 
3 times per year, and older children and adolescents between 2-2.5 times a year. Average 
yearly hospitalization days are 12 days for hemodialysis and 14 days for peritoneal 
dialysis patients. The most common causes ofhospitalization are infection (including 
peritonitis and dialysis catheter line sepsis), malnutrition, fluid overload and dialysis 
access problems. Annual mortality for pediatric dialysis patients is about 100 times 
higher than for the general pediatric population, and the probability of 5-year survival for 
children on dialysis is only 0.81. 

Historical Background ofMCP Valuation-Bulleted Summary 

• In the December 8, 1994 issue of the Federal Register setting forth the Medicare 
Fee Schedule for 1995, then-HCFA established a process for development of 
work values for the Monthly Capitated Payment (MCP) for ESRD services that 
utilized different office visit codes as "building blocks" for the MCP. 

• HCFA noted that the mix of the "visit code building blocks most appropriately 
represents the typical mix of encounters with the ESRD patient who is dialyzed in 
an ESRD facility and accounts for the service intensity and complexity of 
decision-making and the pre-service and post-service work for a month's care of a 
typical dialysis patient." 

• A panel of carrier medical directors (CMDs) that included a representative of the 
RUC determined that the appropriate building block mix for adults was four 
counts of the work RVUs for CPT code 99212 and two counts of the work RVUs 
for CPT code 99214 (representing a reduction from the original RUC 
recommendations). This resulted in a work RVU of3.09 for CPT code 90921, 
rather than the higher RUC proposed bundle 5.24 work RVUs. The same 
building blocks were used for the pediatric codes, except with proportionally 
higher work values for infants, older children and adolescents (e.g. for <2 year 
old, 16 counts of CPT 99212 and 4 counts of CPT 99214 work RVUs; for 2-11 
year old, 0.73x <2 year old CPT work RVUs; for 12-19 year old, 0.6x<2 year old 
CPT work RVUs). 

• These values remained in place until the rulemaking cycle for the 2004 Medicare 
Fee Schedule, in which now-CMS established a stratified MCP payment system 
based on the number of face-to-face interactions between the MCP physician and 
the ESRD patient. · · 

• This system established a mid-level adult MCP code (G-0318) based on the 
previous adult MCP code (CPT code 90921) and representing 2-3 physician­
ESRD patient interactions, and provided additional RVUs for 4 physician-ESRD 
patient interactions (G-0317) and fewer RVUs for 1 physician-ESRD patient 
interaction (G-0319). This methodology was derived to be budget neutral rather 
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than fact based and also was applied to the pediatric series of monthly dialysis 
services, codes G-0308-G031 0 for patients less than two years of age, codes G-
0311-G0313 for patients between the ages of two and eleven, and codes G-0314-
G0316 for patients ages twelve to nineteen. A new set of codes (G-0320-0323) 
were created for home dialysis and not based on actual number of face-to-face 
visits, but determined to be a level ofRVUs equal to the 2-3 visit G-eodes by age 
group. 

• When the Five-Year Review ofE&M Codes increased the work RVUs for 
selected E&M codes in 2006, the E&M value increases were applied to all global 
surgical packages with E&M elements. These increases were however not 
applied to the MCP family of ESRD MCP codes. As a result, RP A petitioned 
CMS to apply these increases in the MCP building block codes to the current 
MCP as part of its comments on the 2007 Medicare Fee Schedule Proposed Rule. 

• RPA's recommendation called for CMS to revise the ESRD MCP codes based on 
the previously determined building blocks and using the mid-level code (G-0318) 
as an anchor since that code most closely approximated the previous adult MCP 
code (CPT code 90921 ), with the same methodology being applied to the 
pediatric series of monthly dialysis services. This recommendation would have 
increased the work RVUs for the adult codes by approximately 9% (from a 
WR VU of 4.24 for G-0318 to a WR VU of 4.64 ), and for the pediatric codes by 
approximately21% (from a WRVU of10.61 forG-0309 to a WRVU of12.88). 
However, the recommendation was not accepted and CMS referred RP A to the 
RUC for valuation of the services associated with the ESRD MCP G-eodes. 

• In September 2007 the family of monthly dialysis codes was presented to the CPT 
Editorial Panel, and that proposal was accepted and referred to the RUC for 
valuation. 

• In February 2008 the RUC valued the services for physician work and practice 
expense for the entire outpatient dialysis code family. The values generated by 
the RUC are available elsewhere in this tab. 

• When CMS released the final rule for the 2009 Medicare Fee Schedule, it 
requested the RUC to review elements of the practice expense values that were 
developed by the RUC and included in the RUC recommendations sent to CMS in 
May 2008. Specifically, the Agency requested review of the clinical staff times 
for CPT codes 90951-90970, as well as the physician times (for practice expense 
purposes) of CPT codes 90960 and 90961. 

• During the February 2009 RUC meeting, RPNASPN representatives proposed 
that 18 minutes of additional clinical staff time be added to the 42 minutes of 
clinical staff time assigned to the codes during the original review. These original 
42 minutes were based on a direct crosswalk from the 36 minutes of 
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RN/LPN/MTA time assigned to CPT code 99375 (Care Plan ·oversight) and six 
minutes ofRN/LPN/MTA time for two phone calls. 

• RP N ASPN representatives also noted the structural similarity between the ESRD 
monthly services and activities associated with the recently valued medical home 
demonstration codes. The Tier 3 medical home patient was assigned 80 minutes 
of clinical staff time, and the Tier 2 medical home patient was assigned 66 
minutes of clinical staff time, for treatment of patient populations generally with 
fewer co-morbid conditions and on fewer prescriptions. 

• The RUC PE Subcommittee generally agreed that approximately 16 to 18 minutes 
of additional time seemed appropriate but referred RP A and ASPN to an informal 
facilitation group for development of a more structured proposal. 

• The informal facilitation group determined that since using three different 
methodologies for determining the clinical staff time for the monthly codes 
brought the total to a range of 58-60 minutes, the correct value is likely within 
that range. The three methodologies were: (1) the PEAC methodology from 2002 
that included CPT code 99211 as a building block for the codes at that time and 
would bring the total of clinical staff time for these services from 42 minutes to 
58 minutes; (2) use of the clinical staff times from 99375, two phone calls, and 
99211 (36 + 6 + 16 =58 minutes); and (3) the use of the pre-service clinical staff 
time from 99375, two phone calls, and the staff time from 99213 (18 + 6 + 36 = 
60 minutes). All three of these methodologies were transcribed into an Excel 
spreadsheet for distribution among the PE Subcommittee. 

• At the subsequent meeting of the PE Subcommittee, once again it became 
apparent that while the subcommittee believed the 58-60 minute range was 
reasonable and appropriate, evaluating the proposal was difficult as the minutes 
were not indicated on the standard RUC PE form. Further, PE subcommittee 
members questioned the urgency of pursuing this code proposal at this meeting, 
noting that it might be better for RP N ASPN to revise its proposal and pursue it at 
the April 2009 RUC meeting. 

• CMS staff also underscored to RP N ASPN representatives the fundamental role 
that physician times play in the development of practice expense values, and 
urged the subspecialties to review the physician times assigned to CPT codes 
90960 and 90961 to ensure that the practice expense associated with these 
services is appropriately captured in the revised values. 

Discussion of Practice Expense Relative Value Unit Recommendations 

Clinical Staff Times for Outpatient Dialysis Services 

As noted above, subsequent to CMS' request for review of the PE direct inputs for the 
monthly and daily dialysis codes, an RPNASPN expert panel evaluated the clinical staff 
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times assigned during the February 2008, and concurred with CMS that the inputs 
merited review. 

Specifically, the expert panel believed that the 42 minutes of clinical staff time, again for 
a month's worth of varied and unpredictable services to a typical patient with 6 co­
morbid conditions and on more than 7 drugs, was not sufficient to reflect the clinical staff 
activities performed in support of monthly dialysis care. The panel determined that with 
an additional 18 minutes of clinical staff pre-service time, the inputs would accurately 
reflect the month's services. Among the clinical activities that the expert panel believed 
had been under-represented: (1) unscheduled follow up phone calls and prescription drug 
review-6 minutes; (2) lab and x-ray review-3 minutes; (3) evaluation of dialysis access 
problems-3 minutes; (4) transplant evaluation- I minute; and (5) multidisciplinary care 
team meetings-5 minutes. These values are indicated on the RUC PE form appended to 
this document. 

The RP AI ASPN expert panel believes that these 18 minutes of additional clinical staff 
time should be applied to all of the monthly codes (both adult and pediatric) in the 
outpatient dialysis service family. It is our strong belief that it is appropriate that the PE 
be constant across the groupings of codes by age category, since all patients, regardless of 
the number of physician work/face-to-face encounters, require a similar baseline level of 
clinical staff support. 

Since it is our belief that the recommendation above should apply to all of the codes in 
the code family, they thus should apply to the home dialysis codes (CPT codes 90963-
90966), and proportionately to the daily dialysis codes (CPT codes 90967-90970), the 
values for which have been historically based on l/30th of the monthly code value. 

RP AI ASPN therefore recommend that the monthly outpatient dialysis codes (CPT 
codes 90951-90966), representing both in-center and home dialysis care, be assigned 
an additional18 minutes of clinical staff time per code, and that this revision also be 
applied proportionately to the daily dialysis service codes (CPT codes 90967-90970) 
to reflect the clinical staff activities currently necessary to provide services to the 
typical adult and pediatric ESRD patients. 

Practice Expense Physician Times for CPT code 90960 and 90961 

Upon reviewing the physician times for CPT codes 90960 and 90961, the RP AI ASPN 
expert panel again concurs with CMS that for practice expense purposes, the physician 
times merit additional review. Please recall that for the adult monthly dialysis codes, the 
RUC determined that a building block methodology should be utilized to evaluate these 
codes and accordingly made the following recommendations: 

90960 End-stage renal disease (ESRD) related services monthly, for patients twenty years 
of age and over; with 4 or more face-to-face physician visits per month 

It- 99213 Office/Outpt Visit, Est I o.92 
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3-99214 Office/Outpt Visit, Est I (1.42 X 3) 4.26 75 minutes 
90960 I5.18RVUs 90 minutes 

90961 End-stage renal disease (ESRD) related services monthly, for patients twenty years 
of age and over; with 2-3 face-to-face physician visits per month 

3 - 99214 Office/Ou t Visit, Est (1.42 X 3) 4.26 75 minutes 
90961 4.26RVUs 75 minutes 

90962 End-stage renal disease (ESRD) related services monthly, for patients twenty years 
of age and over; with 1 face-to-face physician visit per month 

1 - GO 182 Care Plan Oversight 1.73 38 minutes 
1 - 99214 Office/Outpt Visit, Est 1.42 25 minutes 

90962 3.15 RVUs 63 minutes 

In reviewing the recommendations, the RP AI ASPN expert panel in retrospect noted the 
fact that the unit level code, 90962, was provided with 38 minutes of physician time for 
Care Plan Oversight (from procedure code 00182), while the services with increased 
physician visits and activity, 90960 and 90961, were not. It is RP AI ASPN' s belief that 
even though the recommendations for codes 90960 and 90961 are based on a higher 
number of building blocks, the degree of care plan oversight activities .for these services 
is no less than that for the unit level code and, for practice expense purposes, are not 
captured by the office visit building blocks currently comprising the recommendations 
for these services. 

RP A therefore recommends that CPT codes 90960 and 90961 be assigned an 
additional 38 minutes of physician time for practice expense purposes to reflect the 
care plan oversight activities currently necessary to provide services to the typical 
adult ESRD patient. 
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AMNSpecialty Society RVS Update Committee Recommendation 

ESRD Services 
---------- f------i~---:--_.;:.::;,=..:~---+----__.:::..::..::..;::..:_ ___ +-__ __.:::..::..::..=----J~---==------l 

End stage renal disease End stage renal disease End stage renal dls;easel End stage renal disease 
(ESRD) related services for 

home dialysis per full 
month, for patients twenty 

years of age and over 

20 Years of Age or more 

AL CLINICAL LABOR TIME 

PRE-SERV CLINICAL LABOR TIME 
SERVICE PERIOD CLINICAL LABOR TIME 
POST-SERV CLINICAL LABOR TIME 

CMS 
Code 

Follo\!lng vi~Jtwl}eJ1 dec_l.!51on_fQr su_rgery_ or pro«;t~d_!!re_ _ 

L037D 

(ESRD) related services (ESRD) related services (ESRD) related services 
during the course of during the course of during the course of 

treatment, for patients treatment, for patients treatment, for patients 
20 years of age and years of age and over; 20 years of age and 

over; with 4 or more with 2·3 face-to-face over; with 1 face-to-face 
to-face physician visits physician visits per physician visit per 

per month month month 

60.0 60.0 60.0 60.0 
• - --- ___ + ___ - ------- ----

60.0 60.0 60.0 60.0 ------ -------- ---
0.0 0.0 0.0 0.0 ---------- ------------- -
0.0 0.0 0.0 0.0 

- -- --------

36 36 36 36 36 

6 6 6 6 6 ---------. -~()~_?Q_ __ :_·~~.::..:..:..:_:__·---~-----

AMA Specl< 
Recomment.. 

.ty 

L037D 

6 

6 

6 

6 6 

6 6 

6 6 

6 6 ---------

6 6 

! 
6 I 6 i 

60.0 60.0 
------ - -- ----

60.0 60.0 
0.0 

. \ 

0.0 --
0.0 0.0 

36 36 

6 6 

6 6 
--

6 6 

6 6 
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ESRD Services 
Under 2 Years of age 

LOCATION CMS Code Staff Type 
GLOBAL PERIOD 

TOTAL. CL.INICAL. LABOR TIME L037D 

TOTAL. PRE-SERV CL.INICAL. LABOR TIME L037D 
TOTAL SERVICE PERIOD CLINICAL LABOR TIME 

TOTAL POST-SERV CL.INICAL. LABOR TIM~ L037D 

RN/LPN/MTA 

RN/LPN/MTA 

RN/LPN/MTA 

Start: Following visit when deci~;lon for surgery_ or procedure m_ade __ 
Coordination of care (crosswalked from 

- .1193_75 - - - -
~~ 
~c tollow-up phone calls & p_rescrlptlons 

1 riage of acute symptoms/intercurrent 
Illness 
Other Clinical Activity: coordlliatlon of home 
services (feeding pump and supplies PT/OT, 
etc.) 

L037D RN~LPN/~TA 

L037D RN/LPN/MTA 

L037D RN/LPN/MTA 

AMA/Speclalty Society RVS U mm1Uee RecommendaUon 

90951 90952 ! 90953 : 
End stage renal disease (ESRD) End stage renal disease (ESRD) End stage renal disease (ESRD) 

related services during the related services during the related services during the 
course of treatment, for patients course of treatment; for patients course of treatment, for patients 
under 2 years of age to Include under 2 years of age t~ Include under 2 years of age, to Include 
monitoring for the adequacy of monitoring for the adequacy of monitoring for the adequacy of 
nutrition, assessment of growth nutrition, assessment of growth nutrition, assessment of growth 

and development, and and development, and and development, and 
counseling of parents; with 4 or counseling of parents: with 2-3 counseling of parents; with 1 

more face-to-face physician face-to-face physician visits per face-to-face physician visit per 
visits per month month month 

Non Facility 

60.0 

60.0 
0.0 

6.0 

i 
-\ 

I 

Facility 

60.0 

60.0 
0.0 

6.0 

Non Facility 

60.0 

60.0 
0.0 

6.0 

I 
1-

I 

I 

Facility 

60.0 

60.0 
0.0 

6.0 

Non Facility 

60.0 

60.0 
0.0 

0.0 

. -i 

Facility 

60.0 

60.0 
0.0 

0.0 

fl 

I 
- -- - - ---- ,_ -

36 •! 
- I 

36 36 

6 6 

9 9 

6 

l 
36 -- -+ 

I 

36 

carri~r priced j carrier priced i c~rrh~r pri_ced 
1 

_ CCJ_rr!er pric~d ; c_a~ri~r priced _ __ c_a!!i~r priced 

36 

carrier priced 

carriE~r priced 
! 

OtherCIInlcaiActivity:coorcllnatloriof -- -- ------ -------- -- ----------------

referral to pediatric urologist, pediatric 
surgeon, developmental s~li-~ia~ist. ____ L_Q:HQ __ ~~!_'=-!:)f\!1~~ __ ----~------- _______ ~----- ___ --~rri~_!' P!ice_cl_ _ ---~!~e_l'_fl~~E!_d__ --~rrier P!~~~d_ ___ ?l~ri~_p~~~d __ 
End:Whenpatient enters office/facility for surgery/procedure 

-90963 
End stage renal disease 

(ESRD) related services for 
home dialysis per full month, 
for patients under 2 years of . 

age, to include monitoring for 
the adequacy of nutrition, 
assessment of growth and 

development, and counseling 
of parents 

I 

I 

Non Facility ! 

60.0 

60.0 
0.0 

0.0 

36 

6 

9 

Facility 

60.0 

60.0 
0.0 

0.0 

36 

6 

9 

Start: When patient enters ~ffic_:ejf~cility for surgery/p___r:ocedur~: _ Serylce_s priQr ~-o ~!'!>C:~~!cll!l __ 
Intra-service --- --~: -- -- -­

'l 
i 
i - --

I ---
' --- --

Post-Service 
End: Patient leaves office j 

I 

l ,_ 

Start: Patient le_a_~es offJc~/(CIC:IIIty __ __ __ __________ _ 
Con~u~t ~hone cans/can in pr~scripti_!>n~ _ _ __ _ __ _ 
Phone calls 
Total Office Visit -Time 
Other Activity (please specify) 
End: with last office visit before end of alobal oerlod 

--11--------t--------ill---------------- ----------- ---

11--------f-------11-- -------------- ----
--- ---- ---r --------------------
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ESRD Services 
2-11 Years of Age 

LOCATION 
GLOBAL PERIOD 

TOTAL CLINICAL LABOR TIME 

CMS 
Code Staff Type 

L037D RN/LPN/MTA 

AMA/Spoclally Society RVS Update Committee Recommendation 

90954 90955 90956 90964 
End stage renal disease (ESRD) related End stage renal disease (ESRD) related End stage renal disease (ESRD) related End stage renal disease (ESRD) related 
services during the course of treatment, services during the course of treatment, services during the course of treatment, services for home dialysis per full 
for patients 2·11 years of age to Include for patients 2-11 years of age to Include for patients 2·11 years of age, to Include month, 2-11 years of age, to Include 
monitoring for the adequacy of nutrition, monitoring for the adequacy of nutrition, monitoring for the adequacy of nutrition, monitoring for the adequacy of nutrition, 
assessment of growth and development, assessment of growth and development, assessment of growth and development, assessment of growth and development, 

and counseling of parents; with 4 or and counseling of parents; with 2·3 face and counseling of parents; with 1 face-to and counseling of parents 
more face-to-face physician visits per to-face physician visits per month face physician visit per month 

month 

Non Facility Facility Non Facility Facility Non Facility Facility Non Facility Facility 

------------ ---------------- -------------------------- ------ --------------

60.0 60.0 60.0 60.0 
~~---- ------- -- -------- -- . 

_!ii!-CI__ _ ___ _ _____ @.0 __ __ _ _ _ 60.0 --·- ---- --

TOTAL PRE-SERV CLINICAL LABOR_TI L0370 RNILPN/MT~ _______ 6.~._Q 60.0 ----- ----·-· 60.0 ----- ·----- 60.0 
0.0 
0.0 

-- ---~:~Q~~~--- --- ---
60.0 [ 60.0 

0.0 
0.0 

_6.0.~- --

60.0 60.0 
0.0 
0.0 

TOTAL SERVICE_PE~IOD <:;J,.!NIC:AL _!-A_~Q_I_tT!I\1~ _ 
TOTAL POST-SERV CLINICAL LABOR TIME I 

0.0 
0.0 

0.0 
0.0 

St~rt: Follolf#lng I,'ISI' \Y_!le_!l_~!«!ll!l~ll_fQ!: SIMg~_ry_OLpr_o_ce~_u_re ma!!e_ _ _______ ____ _ _____________ _ 
Coordination of care (crosswalked from 

0.0 --------- -----
0.0 0.0 

99375 ______________ !:_O~~Q_ __ f3~~~N/M_~- ___ _]_~---- -------=3:..=6 __ 11 ___ ___]§__ _____ --~6 ___________ 3_6 __________ 3_~ _____ _ 
Foliow-up 'irisuance, prescriptions, and 
Medicare D L037D RN/LPN/MT A 6 6 6 6 6 6 
Triage of acute symptoms/Intercurrent 
Illness L037D RNILPN/tv1TA ---- ~-- --- -- - - -- __ 6-- --- -- -- ----------~-------- -- -- -----~----- ------- -~---- ------ -- ----- ~-- -----
Other Clinical Activity: coordination of 
home and school services (feeding 
pump and supplies, entry early child 
development program, adjust school 
schedule for dialysis, school medication 
forms, special diet for school, 
behavioral problems, _etc.) 

Other Clinical Actlvlty:coordlnatlon of 
referral to pediatric urologist, pediatric 
surgeon, developmental spec_l~llst, _etc._ 

Other Activity: education and 

L037D RN/LPNIMT A 

L037D RNILPN/MT A 

counseling, Including _llrowth horm~ne _ ~037Q R~/LP~M_!A 

End:When patient enters office/facility for surgery/procedure 

6 6 

-- ---~-- 3 --- -·--- --- ·------

3 3 

Start: When patlent_enters o_fflce/faclll_tyfor_l!u_rg~ry/pro_ceclu_re:_ S_~I"\IIC:~_s_ Prlo_r ~o_ Prc;J__c:l!_cture __ 
Intra-service 

6 6 6 6 

3 3 3 3 

3 3 3 3 

0.0 
0.0 

36 ------·- ---

6 

6 

6 

3 

3 

! 

i 

I 

36 

6 

6 

6 

3 

3 

-------------------------------------------------------------------------------
Post-Service -- -
End: Patient leaves office 

Start: Pat_lent_leavt~s- offl~e/fa~~ll~y _ - ------------ -- --------- ------ --------- ------ ----1---- -- --------- ------------- -- - - ------ - ------ --- -
Conduct_phone calls/can in pre~~rpli()I1S __ _ ------------------ ----------------------- ----------- --------
Office visits: None 
Phone calls 
Total Office Visit Time 

--I 

t-

Other Activity specify) 
End: with lat visit before end of global period 

I 
,'1 

l 
I 



AMA/Speclally Society RVS U' "'lmiltee Recommendation 

-
90957 90958 90959 90965 

ESRD Services 
12- 19 Years of Age 

End stage renal disease (ESRD) End stage renal disease (ESRD) End stage renal disease (ESRD) End stage renal disease (ESRD) 
related services during 1 course related services during 1 course related services during the course related services for home dialysis 

of treatment, for patients of treatment, for patients of treatment, for patients 12·19 per full month, 12-19 years of age, 
years of age to Include ,m.,un.,nl,.lu<tr.,.,ll.,n.,,tiDI years of age to Include monltcnln1llll1ea•rs of age, to Include muunu• "'ti to Include monitoring for the 

for the adequacy of nutrition, for the adequacy of nutrition, for the adequacy of nutrition, adequacy of nutrition, as!•es•smcmtJ 
assessment of growth and assessment of growth and assessment of growth and of growth and development, and 

development, and counseling of development, and counseling of development, and counseling of counseling of parents 
parents: with 4 or more face-to- parents: with 2·3 face-to-face parents: with 1 face-to-face 
face physician visits per month physician visits per month physician visit per month 

CMS 
LOCATION Code Staff Type Non Facility Facility Non Facility Facility Non Facility Facility Non Facility Facility 
GLOBAL PERIOD 

TOT1 CLINICAL LABOR TIME 

[TOT, L PRE-SERV CLINICAL ~J\BOR TIME __ _ 

!TOT, L SERVICE PERIOJ) CLINICAL LAB!>~ _TIME_ 

!TOTAL POST-SERV CLINICAL LABOR TIME 

~9~J_D '3N/~P_~~T ~ 
L0370 RN/LPN/MT A . ---- .... , ____ -. ---- . 

Start: Followl_ng v~slt_ ~!lei! ~~~l_s_l(!~ for ~"'rgery or nrn, Dtlurq _n ~~_e_ .... 

_ ---~Q~O____ _ __ -~Q~~------n------6~_0=,==-0'-- ___ Ji9.Q ___ _ 

60.0 60.0 - ___ @~Q _______ -- -... ~0.!_(1_ ..... 
0.0 _ 

1 
_____ O.Q_ ----~~Q__ ---~~~----

0.0 0.0 0.0 0.0 

60.0 ---- --------

60.0 

0.0 

0.0 

------··I 

6~.0 .. --

60.0 - ---- ------

0.0 

0.0 

60.0 

60.0 

0.0 

0.0 

60.0 

60.0 

0.0 

0.0 

Coordlnatl~n of care !cro_ss~_;Jike~ _fr~'!l-~9~75 _ _ L0~7[) '3_~/L('>_~~~ _ ---~~-- __ _ 36 - -------------36.---- 36 ____ ·--+------~§ ____ - --~~---- -1------3--'6=-----11 ----~!) _____ _ 
Follo..v-up lnsuran_ce, pres~r:Ptloii_S_;Jil~ ~-~d!ca!lll:> . -- LO~~I?. I '3~!!-£'N/"" r~ 6 ___ ~-=--------- 11 ____ ..::6_ ------1--------6 6 

1 

______ ..::c.6 __ 0 _____ 6=-. _______ 1 ____ _ -- 6 

1 T!_IaQI!~f acu_t~ sy~ptolll!!!'.l~Ecur':!lll! l!lll!s!__ __ _ _1,037Q_ I!3N!~Pf\I/MTA 
I other Activity: coordination of home and 

___ !!_ __ ----- 6 6 6 6 6 6 6 
---~---ll----~-----1-----~---l-----'=------l---------~-----ll----~--------l-----------

school (feeding pump and supplies, entry 
early development program, adjust school 
,.,,h .. ttul .. for dialysis, school medication forms, special 

~~~~er C~~rc:l~~:~c~;:~~~r~~~~!~~~~n:ikral to- -- - ~!>~?[) ~~f!-_F'NI~!~ -- ·-- --~ ------ -- -- -~- ------- 1-- - · 
6 _6 ----- 1------6- 6 6 6 

•vu•u .. ·~ urologist, pediatric surgeon, psychologist, 
""""-"'~"'~ SUrQI!On,_e_t~. ___ _ _ _ _ ___ ___ _ 3 3 
Other Activity: education and counseling, Including 
growth hormo_nll an_d_~ran_~tl_o_nJII_g_!o_~ll~~J!_care. ___ h9;JJ[)_ £!~1,~"!f~T~ _____ L __ --+----- 3 
~- ' patient enters "' -'1 • for"" 

Staf!: ~h-~n patient enters ~fflce/f_al!lllty f~r_ _ 
ntra-servlce 

... .. ·-· --· ...... 
!End: Patient leaves office 

Start: Patient leaves offlc_e/faclllty 
Conduct phone calls/call In prescriptions 
Office visits: None 

Phone calls 
Total Office Visit Time 

,_._, 

1- -- -- --

-- ---- -- ---

3 3 3 3 3 . i 3 

3 _____ ] _____ , __ 3 ---- i 3 

-0-------- -------- 1--- - - ---- ------ ------- ---

----.-------. 1------ ---
- ··- .... -- ~----

. : 1 . 

[other Aciivity (ple!ise ·si>eciiy) - -- --- · ---------- ------ - · · 

:•·•' Wioh i.u.t oin.;. 0100 bi!O"' 00• Of
0

i0b.i P,rlOd ~~~-. ___ •• ~.--.---1- 1·-.--1--1-1-1-1-1-.-_._·~·. ___ : ____ .~ •••••••• --.--.-~.-----1---.-•• -.-.·~.-.-~:.--.-.-.--.-1--1--1--1- -1-1-.--;
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-
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

CMS Request 

February 2009 

Speech-Language Pathology 

On July 15 2008, H.R. 6331 Medicare Improvements for Patients and Providers Act of2008 was signed into law. Section 143 ofHR 
6331 specifies that speech-language pathologists may independently report services they provide to Medicare patients. Starting in July 
2009, speech-language pathologists will be able to bill Medicare independently as private practitioners. 

On October 9, 2008, the American Speech-Language-Hearing Association (ASHA) sent a request to CMS that in light of the recent 
legislation, speech-language pathology services be based on professional work values and not through the practice expense 
component. CMS requested that the RUC review the speech-language pathology codes for professional work as requested by ASHA. 
ASHA indicated that it will survey the 13 speech-language pathology codes over the course of the CPT 2010 and CPT 2011 cycles. 

At the February 2009 meeting, the RUC reviewed codes 92597 Evaluation for use and/or fitting of voice prosthetic device to 
supplement oral speech and 92610 Evaluation of oral and pharyngeal swallowing function. 

92597 
The RUC reviewed the survey data from 31 speech-language pathologists and 5 otolaryngologists for code 92597. The survey data 
between both specialties was comparable. The specialty societies confinned that this service is not included in the 090-day global 
period of perfonning a laryngectomy 31360 Laryngectomy; total, without radical neck dissection or 31365 Laryngectomy; total, with 
radical neck dissection which does not involve placing a fistula or dilating a stoma. However, the specialty societies recommended 
and the RUC agreed that the survey respondents slightly overestimated the time required to perform this service. Therefore, the RUC 
recommends pre-service package 5-Non-facility procedure without sedation/anesthesia care (7 minutes evaluation), a reduction of the 
intra-service time by 15 minutes to 40 minutes, and the immediate post-service time by 2 minutes to 13 minutes. The RUC also 
compared 92597 to code 97001 Physical therapy evaluation (work RVU = 1.20, 4 minutes pre-, 30 minutes intra- and 8 minutes 
immediate post-service time) and determined that 92597 required slightly more work and time to perform than 97001. The RUC 
determined that the decrease in physician time and survey median work RVU of 1.48 appropriately reflects the work required to 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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perform this service. The RUC recommends a work RVU of 1.48 for code 92597. 

92610 
The RUC reviewed the survey data from 125 speech-language pathologists and 5 otolaryngologists for code 92610. The specialty 
society recommended and the RUC agreed that the survey respondents slightly overestimated the time required to perform this 
service. Therefore, the RUC recommends pre-service package 5-Procedure without sedation/anesthesia care (7 minutes evaluation), a­
reduction in the intra-service time by 10 minutes to 35 minutes, and a reduction of the immediate post-service time by 5 minutes to 10 
minutes. The RUC also compared 92610 to codes 97001 Physical therapy evaluation (work RVU = 1.20, 4 minutes pre-, 30 minutes 
intra- and 8 minutes immediate post-service time) and 92557 Comprehensive audiometry threshold evaluation and speech recognition 
(work RVU = 0.60 and 3minute pre-time, 20 minutes intra-time and 5 minutes immediate post service time). The RUC determined 
that 92610 required slightly more work and time to perform than 97001 and required approximately double that ofthe time and work 
required for 92557. The RUC determined that the decrease in physician time and surveyed 251

h percentile work RVU of 1.30 
appropriately reflects the work required to perform this service. The RUC recommends a work RVU of 1.30 for code 92610. 

Practice Expense _ 
The RUC recommends removing the associated speech-language pathologists' time from the direct practice expense inputs, as all 
physician and speech-language pathologist work is captured in the work RVU. The RUC recommends the direct practice expense inputs 
as modified by the Practice Expense Subcommittee. 

PLI 
The RUC recommends that code 92597 and 92610 be crosswalked to 92557. 

CPT Code CPT Descriptor Global Period WorkRVU 
(•New) Recommendation 

92597 Evaluation for use and/or fitting of voice prosthetic device to supplement XXX 1.48 
oral speech 

92610 Evaluation of oral and pharyngeal swallowing function XXX 1.30 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 92597 . · 

CPT Code:92597 Tracking Number Specialty Society Recommended RVU: 1.48 

Global Period: XXX RUC Recommended RVU: 1.48 

CPT Descriptor: Evaluation for use and/or fitting of voice prosthetic device to supplement oral speech 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 68-year-old male diagnosed with laryngeal carcinoma required a total laryngectomy and 
bilateral neck dissection. As part of the primary laryngectomy surgery, the surgeon created a tracheoesophageal fistula 
to permit alaryngeal communications via a voice prosthesis. Patient is evaluated for use of and fitted with a 
tracheoesophageal voice prosthesis. 

Percentage of Survey Respondents who found Vignette to be Typical: 86% 

Percent ofsurvey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that. they perform an 
'S&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 6% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review medical records, assemble materials for removal of sutures and for 
measurement, fitting, and placement of tracheoesophageal prosth~sis 

Description of Intra-Service Work: Instruct patient in procedure, examine and clean puncture -site, remove suture 
holding the stent in place and remove catheter, dilate puncture site, prepare prosthesis for insertion, size the puncture, fit 
prosthesis, verify placement, instruct patient in use of prosthesis and verify patient can phonate and speak in sentences 

Description of Post-Service Work: Discuss care, precautions, and cleaning of prosthesis with patient/family, write 
report, communicate with referring physician, write orders for patient supplies 
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CPT Code: 92597. 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) 102/2009 

Presenter(s): Jane Dillon, MD, Robert Fifer, PhD, Dee Adams Nikjeh, PhD 

Specialty(s): Speech-Language Pathology and Otolaryngology 

CPT Code: 92597 

Sample Size: 148 'Resp N: 36 I Response: 24.3 % 

Sample Type: Convenience 

Low 25th Pctl Median* 75th pctl Hig_h 

Service Performance Rate 0.00 3.75 11.00 30.00 80.00 

Survey RVW: 0.62 1.26 1.48 1.76 3.00 

Pre-Service Evaluation Time: 15.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 15.00 30.00 55.00 60.00 120.00 

Immediate Post Service-Time: 15.00 

Post OPerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total minutes per ElM visit: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(3t-,, 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60}; 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code: 192597 Recommended Physician Work RVU: 1.48 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 7.00 7.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 40.00 

Immediate Post Service-Time: 13.00 

Post OPerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/service: 
Is this new/revised procedure considered to be a new technology or service? No 

REFERENCE SERVICE: 

Key CPT Code 
99214 

Global 
XXX 

WorkRVU 
1.42 

CPT Code: 92597 

Time Source 
RUCTime 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: A detailed history; A detailed examination; 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 presenting problem(s) 
are of moderate to high severity. Physicians typically spend 25 minutes face-to-face with the patient and/or family. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
97001 

Global Work RVU 
XXX 1.20 

Time Source 
RUCTime 

CPT Descriptor 1 Physical therapy evaluation 

MPC CPT Code 2 
90806 

Global 
XXX 

Work RVU Time Source 
1.86 RUC Time 

Most Recent 
Medicare Utilization 

1,500,000 

Most Recent 
Medicare Utilization 

5,500,000 

CPT Descriptor 2 Individual psychotherapy, insight oriented, behavior modifying and/or supportive, in an office or 
Jutpatient facility, approximately 45 to 50 minutes face-to-face with the patient 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSHIP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post -service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 14 % of respondents: 38.8 % 

TIME ESTIMATES <Median) Key Reference Source of Time 
. CPT Code: CPT Code: RUCTime 

92597 99214 

I Median Pre-Service Time II 7.00 II 5.00 

I Median Intra-Service Time II 40.00 II 25.00 

~edian Inunediate Post-service Time 13.00 10.00 

.A:edian Critical Care Time 0.0 0.00 

j Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 
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I Prolonged Services Time II 0.0 II 0.00 

F~~=~=e=~=tim=T=:=~=:=PDn=pro=e=pna=·=re======================911F===~=.oo===911F===®==.oo====9 

INTENSITY /COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

...___4_.oo _ ___.l ._I __ 4_.oo _ ___, 

....__4_.oo _ __.l ._I __ 4_.oo _ ___, 

~~U~~~e_oc~y_o_fm_edi __ ·cal __ dec __ is_io_n_~ __ ·~--------------~~._1 _4_.oo _ ___.ll.__ ___ 4_.oo ____ ~ 

Technical Skiii!Physical Effort <Mean) 

._I T_ec_hni_·cal_skill_· _r ....... eqwr,_"_ed __________ _.l .__I _5_.00 _ __.1 ._I __ 5_.00 _ ___, 

~~P~~~s•_·cal __ effi_ort __ reqwr~·-ed ____________________ __.l~l_4_.oo _ __.l~l ____ 3._00 __ _...... 

Psychological Stress (Mean) 

I The risk of significant complications, morbidity and/or mortality I .... I ___ 4_.00 __ ___.1 ~~ __ 3_.oo __ ...J 

~IOu __ ~_om_e_clepe~_nds __ o_n_th_e_skill_._and~joo~gm_em __ of~p~~~s_k_ian ____ ~I .... I ___ 4_.5_0 __ _.I~I __ 4_.00 __ ~ 

~..::1 Es:..:..nma:.::· :.:;;.;.;ted:..:....:..ri:.:;sk..;_o:..:..f..;_mal=p-ra_cn_·c_e_sw_·t_Wl_·th~poo.;_;_r..;_ou_tc:..:..o_m_e ____ __JI ~~ __ 3_.00 __ ___.1 ~~ __ 3_.oo __ ...J 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

TUne Segments (Mean) 

L..:l Pr_e-_S..;_e..;_rv_ic:..:..e_in_te_ns_i~ty_lc_omp.....i...le_xt~·ty=----------------------'' ~~ ___ 3_.00 _ __,1 ._I ___ 3_.00 ____ ~ 

~..::lmna~~-S:.:;erv:..:..i:..:..~:..:..inte~ns:.::i~ty-/c--om~p~le..;_xt~·ty=-------------...ll._l ___ 5_.oo _ _...JI~I __ 4_.00 _ _...... 

ILP_os_t-_S_erv_i_~_in_t_ens~ity~/c_o_mp~l_ext_·ty~----------------~~ .... 1 ___ 3_.00 __ ___.1~1 ___ 3_.00 __ __, 

Additional Rationale 

CPT Code: 92597 

Describe the process by which your specialty society reached your final recommendation. If your society has usea 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
The American Speech-Language-Hearing Association (ASHA) conducted a survey of speech language pathologists 
(SLPs) and the American Academy of Otolaryngology-Head and Neck Surgery (AAO-HNS) also surveyed this code. A 
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CPT Code: 92597 
total of 36 complete responses were received (31 from ASHA and 5 from AAO-HNS). This is the first set of work 
surveys which SLPs have completed so there is an absence of well-established reference codes for SLP services. 
(Currently, SLP time is valued only through the practice expense component.) The most frequently selected reference 
code was Code 99214, established office visit, which has a!J. RVW of 1.42 and pre, intra and post time of 5, 25, and 10 
.ninutes. 
We are recommending an RVW of 1.48 based on the combined median survey data. We are also recommending 
professional time of 10 minutes pre, 40 minutes intra and 13 minutes post time. The pre, intra, and post times 
recommended are lower than the medians. This results in an IWPUT of about 0.024 which is much less than one-half of 
the IWPUT for the reference code. 

SERVICES REPORTED WITH MULTIPLE CPr CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
D Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Speech:..Language Pathology How often? Sometimes 

Specialty Otolaryngology How often? Sometimes 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 10000 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty . 
..,lease explain the rationale for this estimate. We do not have reliable frequency data for this code since it is primarily 

.!rformed in hospital settings which are billed to intermediaries. Therefore, the frequency data for this code in the RUC 
data base only reflects a fraction of the total billings. There were 1, 727 total billings in the R UC data base mostly 
performed in the office setting. We estimate that at least twice that were performed on Medicare patients in the hospital 
setting resulting in a total volume of about 5,100 with most done on Medicare patients. We estimate that perhaps 10,000 
are the total volume of procedures. 
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CPT Code: 92597 · 

Specialty Speech-Language Pathology Frequency 8000 Percentage 80.00 % 

Specialty Otolaryngology Frequency 2000 Percentage 20.00 % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
5100 If this is a recommendation from multiple specialties please estimate frequency and percentage for each specialty. 
Please explain the rationale for this estimate. We do not have reliable frequency data for this code since it is primarily 
performed in hospital settings which are billed to intermediaries. Therefore, the frequency data for this code in the RUC 
data base only reflects a fraction of the total billings. There were 1, 727 total billings in the RUC data base mostly 
performed in the office setting. We estimate that at least twice that were performed on Medicare patients in the hospital 
setting resulting in a total volume of about 5,100 with most done on Medicare patients. We estimate that perhaps 10,000 
are the total volume of procedures. 

Specialty Speech-Language Pathology Frequency 4080 Percentage 80.00 % 

Specialty Otolaryngology Frequency 1020 Percentage 20.00 % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? Yes 

If no, please select another crosswalk and provide a brief rationale. 99214 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 92610 

CPT Code:92610 Tracking Number Specialty Society Recommended ~VU: 1.30 

Global Period: XXX RUC Recommended RVU: 1.30 

CPT Descriptor: Evaluation of oral and pharyngeal swallowing function 

CLINICAL DESCRIPI10N OF SERVICE: 

Vignette Used in Survey: 75 year old out-patient with Parkinson's Disease complains of recent weight loss with limited 
food intake and increased time in eating. He also has difficulty swallowing some solids, gets food caught in his cheek 
and exhibits some choking with liquids. An assessment of the structures and functions of swallowing is completed using 
a variety of liquid consistencies and food· textures. 

Percentage of Survey Respondents who found Vignette to be Typical: 90% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
B&M service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 5% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is madera~ sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review medical records, assemble materials for oral-motor examination, prepare 
materials for swallowing trials 

Description of Intra-Service Work: Interview patient, evaluate oral-motor function, assess laryngeal function, evaluate 
swallowing function with continuum of liquid and solid boluses, introduce compensatory strategies, analyze and interpret 
results 

Description of Post-Service Work: Discuss fmdings with patient/family, instruct caregiver on compensatory strategies, 
communicate with referring physician, refer for instrumental assessment if warranted 
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CPT Code: 9261 0 
SURVEY DATA 
RUC Meeting Date (mm/yyyy} jo212009 

Presenter(s): Jane Dillon, MD, Robert Fifer, PhD, Dee Adams Nikjeh, PhD 

Specialty(s}: Speech-Language Pathology, Otolaryngology 

CPT Code: 92610 

Sample Size: 613 lResp N: 130. 
l 

Response: 21.2 % 
-

Sample Type: Convenience 

Low 2Sth octl Median* 75th octl Hjg_h 

Service Performance Rate 0.00 50.00 100.00 250.00 2000.00 

Survey RVW: 0.44 1.30 1.42 1.70 6.50 

Pre-Service Evaluation Time: 15.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 10.00 30.00 45.00 60.00 180.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s}: 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

**Physician standard total minutes per ElM visit: 99291 (70}; 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(3t.,. 
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 192610 Recommended Physician Work RVU: 1.30 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 7.00 7.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 35.00 

Immediate Post Service-Time: 10.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s}: 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s}: 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s}: 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

lillY REFERENCE SERVICE: 

Key CPT Code 
99203 

Global 
XXX 

WorkRVU 
1.34 

CPT Code: 92610 

Time Source 
RUCTime 

CPT Descriptor Office or other outpatient visit for the evaluation and management of a new patient, which requires these 
three key components: A detailed history; A detailed examination; Medical decision making 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 presenting problem(s) are of moderate severity. 
Physicians typically spend 30 minutes face-to-face with the patient and/or family. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
97001 

Global Work RVU 
XXX 1.20 

CPT Descriptor 1 Physical therapy evaluation 

MPC CPT Code 2 
90806 

Global 
XXX 

WorkRVU 
1.86 

Time Source 
RUCTime 

Time Source 
RUCTime 

Most Recent 
Medicare Utilization 

1,500,000 

Most Recent 
Medicare Utilization 

5,500,000 

~PT Descriptor 2 Individual psychotherapy, insight oriented, behavior modifying and/or supportive, in an office or 
JUtpatient facility, approximately 45 to 50 minutes face-to-face with the patient 

Other Refet:ence CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSIUP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by-the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 47 % of respondents: 36.1 % 

TIME ESTIMATES Median} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

92610 99203 

I Median Pre-Service Time II 7.00 II 4.00 

I Median Intra-Service Time II 35.00 II 20.00 

'edian Immediate Post-service Time 10.00 5.00 

tedian Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 
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I I= Pr=o=lo=n~ged=S=erv=i=ce=s=T=im=e============ill 0.0 II 0.00 

I 
Median Total Time Ill= =5=2.=00=

9
11 F =~29,;,;;.00~===1 

1-0-th_e_r_tim_. _e_if_a_p-pro-pna-·-te--------------l 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 

The number of possible diagnosis and/or the number of L...-_4_.00_----JI .... 1 __ 4_.00 __ -J 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 
tests, and/or other information that must be reviewed and analyzed 

.____4_.00_----ll ~....1 __ 4_.00 _ __. 

j .... U_r:::..ge_nc...::.y_o_f m_edi_·cal_dec_is_io_n_making_· ..::::...... _______ __.! .... I __ 4...:..5_0_-JI .... I __ 4...:..oo..:___..J 

Technical Skill/Physical Effort (Mean) 

~-.1 T_ec_hni_·c_al_s_kil_l I'_eqwr_.__· ed __________ ___.~ll '-_.:..._5.00_----ll ~.-I __ 4..;..:..00...:...____. 

.... lP~h%~1-·~_l_effi_o_rt_r~~·-----------~~~~--.:..._3.00~--~~~-~-~3.~00~__. 
Psychological Stress (Mean) 

I The risk of signifi~ compli~tions, morbidity and/or mortality I .... I __ 5_.00_---ll ~-.1 __ 4_.oo __ ..J 

.... I Ou_tc_om_e_depe.....:..._n_ds_o_n_the_skill_._and~judgm......:::._e_nt_o_f.:..p.....:hy~st_.ci_:;:_an __ -..~11 5.oo I ~....I __ 4.:...:..oo..:.____. 

I .... Es_tuna_· _ted_ris_k_o_f_mal__._p_ra_cn_·c_e _S1ll_.t_Wl_.th_.._poo_r o_utco_m_e ___ __.II 4.00 11~....-_3_.00 _ ____, 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Srgments (Mean) 

~IPr_e_-~~~rv...:.ic_e_~_e_ns_i...::.ty_k~om...:.p~le...:.~~·ty~------------~'1 3.oo ·II~-. _.:...:.3.00.:...:.___. 

I ~futt_a_-S_e_rvt_·c_e_inte_ns_ity~/_co_m~p_le_x.i~ty-----------~~~ 4.oo II L.. __ 4.oo _ ____, 

.... IP_o_s~_~_rvt __ ·re_~_· _ens~ity~lc_o_mp~le~_·ty~--------~~~ 4.oo 1 ~....1 __ 4.oo _ ____, 

Additional Rationale 

CPT Code: 92610 

Describe the process by which your specialty society reached your final reconunendation. If your society hos used 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
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CPTCode: 92610 
The American Speech-Language-Hearing Association (ASHA) conducted a survey of speech language pathologists 
(SLPs) and the American Academy of Otolaryn_gology-Head and Neck Surgery (AAO-HNS) also surveyed ENTs who 
provide this service. A total of 130 complete responses were received (125 from ASHA and 5 from AAO-HNS). This is 
the first set of work surveys which SLPs have completed so there is an absence of well-established reference codes for 
)LP services. (Currently, SLP time is valued only through the practice expense component.) The most frequently 
selected reference code was Code 99203,new patient office visit, which has an RVW of 1.34 and pre, intra and post 
time of 4, 20 and 5 minutes respectively . 
We are recommending an RVW of 1.42 based on the combined median survey data. We are also recommending 
professional time of 10 minutes pre, 35 minutes intra, and 10 minutes post time. The pre, intra, and post times 
recommended are lower than the medians. This results in an IWPUT of about 0.028, which is about half of the IWPUT 
for the reference code. 

SERVICES REPORTED WITH MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: No 

., 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

0 The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 Historical precedents. 
0 Other reason (please explain) 

Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Speech-Language Pathology How often? Sometimes 

Specialty Otolaryngology How often? Rarely 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 334000 
"~'f the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

lease explain the rationale for this estimate. 

Specialty Speech-Language Pathology Frequency 317300 Percentage 95.00 % 

Specialty Otolaryngology Frequency 16700 Percentage 5. 00 % 
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CPT Code: 92610 

Specialty Frequency 0 Percentage 0.00 % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
234,000 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. 

Specialty Speech-Language Pathology Frequency 222300 Percentage 95.00 % 

Specialty Otolaryngology Frequency 11700 Percentage 5.00 % 

Specialty Frequency 0 Percentage 0. 00 % 

Do many physicians perform this service across the United States? No 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 92604 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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93307, 93320, and 93325 

AMA/Spedalty Society RVS Update Committee 
Summary of Recommendations 

February 2009 

Cardiology Services 

In September 2007, the RUC made its recommendations for physician work and practice expense for then new code 93306 
Echocardiography, transthoracic, real-time with image documentation (2D), includes M-mode recording, when performed, complete, 
with spectral Doppler echocardiography, and with color flow Doppler echocardiography. Code 93306 is a bundled code comprised 
of codes 93307 Echocardiography, transthoracic, real-time with image documentation (2D) with or without M-mode recording; 
complete, 93320 Doppler echocardiography, pulsed wave and/or continuous wave with spectral display (List separately in addition to 
codes for echocardiographic imaging); complete and 93325 Doppler echocardiography color flow velocity mapping (List separately in 
addition to codes for echocardiography). At that time, the RUC made its practice expense recommendations based on the sum of the 
codes' parts. The RUC made minor edits to the recommended clinical labor and medical supplies, and the equipment was 
recommended to remain the same. These recommendations were then forwarded to CMS in 2008 for implementation in 2009. 

In the 2009 Final Rule, CMS stated that prior to accepting the RUC's recommendation for code 93306, they would like the RUC to 
review the practice expense inputs of93307, 93320, and 93325 to ensure that they are consistent with the recommended direct inputs 
for 93306. In the interim, they would continue to use the established practice expense RVUs for these services. 

In February 2009, the RUC reviewed the practice expense inputs for codes 93307, 93320, and 93325 in comparison with 93306. The 
RUC understood that the sum of the practice expense inputs of codes 93307, 93320, and 93325 should be greater than the inputs for 
code 93306 because of economies of scale. The RUC agreed with the specialty's recommendations for clinical labor, medical 
supplies, and equipment. The RUC recommends the attached practice expense direct inputs for codes 93307,93320, and 93325. 

93510-93556 
As follow-up to a letter sent by the American College of Cardiology (ACC) in the summer of2008, the ACC addressed the severe 
discrepancies in Medicare reimbursement for select services performed inside and outside the hospital setting, and had asked that 
CMS maintain the non-facility practice expense RVUs at the 2008 level until the agency can implement new indirect cost data that is 
representative of the providers of these services. In September 2008, the CMS then asked the RUC review the practice expense inputs 
of cardiac catheterization procedures (9351 0- 93556) at its February 2009 meeting. At the meeting, ACC maintained that it continues 

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



to agree with the direct practice expense input recommendations submitted by the RUC and accepted by CMS in 2007, and 
recommended no changes in the direct practice expense at this meeting. The RUC agreed with the specialty and recommends no 
changes in the practice expense inputs for CPT codes 93510, 93543,93545,93555 and 93556. The ACC noted that the society is 
developing a code proposal to re-write cardiac catheterization codes as bundled procedures for initial discussion at the June 2009 CPT 
Meeting. 

93017 
As follow-up to a letter sent by the American College of Cardiology (ACC) in the summer of 2008, the ACC addressed the severe 
discrepancies in Medicare reimbursement for select services performed inside and outside the hospital setting, and had asked that 
CMS maintain the non-facility practice expense RVUs at the 2008 level until the agency can implement new indirect cost data that is 
representative of the providers of these services. In September 2008, the CMS then asked the RUC review the practice expense inputs 
of cardiac catheterization procedures (9351 0- 93556) at its February 2009 meeting. At the meeting, ACC maintained that it continues 
to agree with the direct practice expense input recommendations submitted by the RUC and accepted by CMS in 2007, and 
recommended no changes in the direct practice expense at this meeting. The RUC agreed with the specialty and recommends no 
changes in the practice expense inputs for CPT code 93017. 

CPT Code CPT Descriptor Global 
Period Recommendation 

93017 Cardiovascular stress test using maximal or submaximal treadmill or bicycle exercise, XXX No 
continuous electrocardiographic monitoring, and/or pharmacological stress; tracing Recommendation to 
only, without interpretation and report Change PE Inputs 

93307 Echocardiography, transthoracic, real-time with image documentation (20) with or XXX PE 
without M-mode recording; complete Recommendation 

Only 

93320 Doppler echocardiography, pulsed wave and/or continuous wave with spectral display XXX PE 
(List separately in addition to codes for echocardiographic imaging); complete Recommendation 

Only 
(Use 93320 in conjunction with 93303,93304,93307, 93308, 93312, 93314, 93315, 
93317, 93350) 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 2 
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CPT Code CPT Descriptor 

93325 Doppler echocardio~raphy color flow velocity mapping (List separately in addition 
to codes for echocardiography) 

(Use 93325 in conjunction with 76825, 76826, 76827, 76828, 93303, 93304, ~ 
93308,93312,93314,93315,93317,9~~~g,9~~~~.93350) 

93510 Left heart catheterization, retrograde, from the brachial artery, axillary artery or 
femoral artery; percutaneous 

93543 Injection procedure during cardiac catheterization; for selective left ventricular or left 
atrial angiography 

93545 Injection procedure during cardiac catheterization; for selective coronary angiography 
(injection of radiopaque material may be by hand) 

93555 Imaging supervision, interpretation and report for injection procedure(s) during 
cardiac catheterization; ventricular and/or atrial angiography 

93556 Imaging supervision, interpretation and report for injection procedure(s) during 
cardiac catheterization; pulmonary angiography, aortography, and/or selective 
coronary angiography including venous bypass grafts and arterial conduits (whether 
native or used in bypass) 

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

Global 
Period Recommendation 

XXX PE 
Recommendation 

Only 

000 Under CPT Review 
(NoPE 

recommended 
change at this time) 

000 Under CPT Review 
(NoPE 

recommended 
change at this time) 

000 Under CPT Review 
(NoPE 

recommended 
change at this time) 

XXX Under CPT Review 
(NoPE 

recommended 
change at this time) 

XXX Under CPT Review 
(NoPE 

recommended 
change at this time) 
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December 20, 2008 

William L. Rich, MD, FACS 
Chair, Relative Value Update Committee 
American Medical Association 
515 N State St 
Chicago IL 60610 

Dear Dr. Rich: 

The American College of Cardiology (ACC) notes that there was a CMS request to 
review practice expense inputs for cardiac catheterization procedures (codes 93510-
93556) at the January 2009 RUC meeting. This issue was placed on the RUC agenda as 
the result of a CMS response to a letter sent by ACC in the summer of 2008. 

In that letter, the ACC addressed the recent changes in practice expense methodology that 
had caused a substantial reduction in payment for cardiac catheterization services 
performed in the physician office setting. In that letter, the ACC stated that it did not 
challenge the practice expense inputs that had been recommended by the RUC and 
accepted by CMS in 2007, but did have some concerns about the applications of two 
policies, one of which is relevant to RUC activities. 

CMS has not assigned a technical and professional split for the injection procedures 
(93539-93545) that accompany the cardiac catheterization procedures, which means that 
those outpatient cardiac catheterization facilities that are organized and categorized as 
independent diagnostic testing facilities are unable to receive payment for the technical 
portion of those services. 

It is not the understanding of the ACC that the RUC has ever been asked to deliver an 
opinion on a technical and professional component split and that this process is 
automatically performed based on a CMS formula. Therefore, the ACC has not 
recommended any changes to the practice expense inputs for cardiac catheterization. The 
ACC asks that the RUC reaffirm this policy that technical and professional component 
splits are established by CMS and support the ACC recommendation that these injection 
procedures be assigned such values according to the normal formula. 

In addition to the issues identified above, it should be noted that the ACC is currently 
working to rewrite all of the cardiac catheterization codes as bundled procedures under 
the direction of the Joint CPT/RUC Workgroup that identified code pairs that are 
commonly reported together. The ACC intends to submit this proposal in February of 
2009 for discussion at the June 2009 CPT Editorial Panel meeting. If the panel approves 
the changes recommended by the ACC, the existing cardiac catheterization codes will be 
deleted in 2011. 

Sincerely, 

1951 



James Maloney, MD 
RUC Advisor 
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Page 2- W. Dougla,s Weaver, M.D., F.A.C.C. 

However, we are currently using the indirect practice cost index (IPCI) associated with 
cardiology to calculate 95 percent of the rates for these services. Since cardiology has the 
highest IPCI, these services receive high indirect cost payments relative to almost all other 
physician fee schedule services. We will review the issue further when we incorporate the data 
from the new physician practice expense survey currently being conducted by the American 
Medical Association. 

Phvsician Fee Schedule Payment vs. Outpatient Hospital Payment 

Services performed in outpatient cardiac catheterization labs are paid under the physician fee 
schedule. We must follow the statutory formula for setting payments under this system. 
Payment for similar services under the hospital Outpatient Prospective Payment System (OPPS) 
will be different because the law requires that we pay for those services under a different 
methodology. In addition, we expect that the overhead associated with operating an outpatient 
hospital would be substantially different from the overhead associated with operating a clinic or 
other free standing facility such as a cardiac catheterization lab. 

AMARUC 

The CMS has worked with the Cardiovascular Outpatient Center Alliance (COCA) extensively 
this past year in regard to their concerns related to the current and future practice expense R VU 
calculations associated with cardiac catheterization services. We have met with COCA on 
numerous occasions to discuss their concerns. In December 2007, COCA provided CMS with 
their revised direct oost inputs for review. CMS analyzed these data in comparison to the RUC 
recommended data and did not identify any problems with the direct cost inputs recommended to 
CMS by the RUC. However, we decided to again request that the RUC review the direct cost 
inputs for cardiac catheterization services. We informed the RUC that COCA believed that the 
current RUC process to establish direct cost inputs may not be appropriate for cardiac 
catheterization services. We requested that the RUC consider these concerns when they send out 
a level of interest (LOI) solicitation to the specialty societies for these common procedural codes 
(CPT). To date, CMS has not received any recommended changes from the RUC regarding the 
direct cost inputs for these services. 

However, based on the concerns outlined in your letter, CMS will once again request that the 
RUC send out another LOI on all of the cardiac catheterization and injection services for review 
at an upcomin~ RUC meeting. This will be the third time that CPT codes 93510, 93543, 93545, 
93555, 93556, 93307, 93320, 93325, and 93017 have been examined by the RUC. 

I appreciate you making us aware of your concerns and hope this infonnation is helpful. 

Since ely, D J 

y.~ 
Directo 
Center for Medicare Management 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

CMS Request 

April2009 

Cardiac Device Monitoring 

In the 2009 Final Rule, CMS stated that these services were not reviewed with the other cardiac device monitoring services, that were 
reviewed by the RUC in April2008. CMS requested that these codes, as part of the family of cardiac device monitoring codes, be 
reviewed. 

The RUC reviewed their previous recommendations for the cardiac device monitoring codes from April2008 and determined that the 
wearable bolter monitor codes may be not be in the proper rank order. The RUC agreed that the recently reviewed device monitoring 
codes relative values are based on 30 days and the wearable monitor codes, not reviewed as part of this family, are based on 24 hours 

...... of work, yet are valued the same. The RUC recommends that the wearable cardiac monitoring family of codes, 93224-93272, 
\0 
~ that have work RVUs be referred to CPT for revision and resurvey. 

CPT Code CPT Descriptor Global WorkRVU 
(•New) Period Recommendation 

93230 Wearable electrocardiographic rhythm derived monitoring for 24 hours by XXX Refer to CPT Editorial Panel 
continuous original waveform recording and storage without superimposition with entire family of codes 
scanning utilizing a device capable of producing a full miniaturized printout; 93224-93272 
includes recording, microprocessor-based analysis with report, physician review 
and interpretation 

93233 Wearable electrocardiographic rhythm derived monitoring for 24 hours by XXX Refer to CPT Editorial Panel 
continuous original waveform recording and storage without superimposition with entire family of codes 
scanning utilizing a device capable of producing a full miniaturized printout; 93224-93272 

_physician review and interpretation 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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AMA/Specialty Society RVS Update Committee 
Summary of Recommendations 

February 2009 

Measure Blood Oxygen Level 

In October 2008 the RUC's Five Year Identification Workgroup reviewed 94762 Noninvasive ear or pulse oximetry for oxygen 
saturation; by continuous overnight monitoring (separate procedure) as part of the CMS Fastest Growing Procedures screen and 
noted that it consists of practice expense only, with independent testing facilities predominantly performing this procedure. The 
Workgroup recommended that this code and the other codes in the family (94760 Noninvasive ear or pulse oximetry for oxygen 
saturation; single determination and 94 761 Noninvasive ear or pulse oximetry for oxygen saturation; multiple determinations (eg, 
during exercise)) be referred to the RUC's Practice Expense Subcommittee for review of the direct practice expense inputs. 

In January 2009 the RUC carefully reviewed the typical clinical labor, medial supplies, and equipment recommended by the specialty 
society for codes 94760, 94761, and 94762. The RUC made few edits and changes and agreed with the modified specialty 
recommendations. The RUC recommends the attached direct practice expense inputs for codes 94760, 94761, and 94762 . 

CPT Code CPT Descriptor Global Period Recommendation 

94760 Noninvasive ear or pulse oximetry for oxygen saturation; single determination XXX Practice Expense 
Inputs Only 

94761 Noninvasive ear or pulse oximetry for oxygen saturation; multiple determinations ( eg, XXX Practice Expense 
during exercise) Inputs Only 

94762 Noninvasive ear or pulse oximetry for oxygen saturation; by continuous overnight XXX Practice Expense 
tp.onitoring (separate procedure) Inputs Only 

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



CPT Code: 94760-94762 
AMA/Specialty Society RVS Update Committee Recommendation 

AMA/Specialty Society Update Process 
Practice Expense Summary of Recommendation 

XXX Global Period 
Non Facility Direct Inputs 

CPT Long Descriptor: 
94760 Noninvasive ear or pulse oximetry for oxygen saturation; single determination 
94761 Noninvasive ear or pulse oximetry for oxygen saturation; multiple determinations ( eg, during 
exercise) 
94762 Noninvasive ear or pulse oximetry for oxygen saturation; by continuous overnight monitoring 
(separate procedure) 

Please provide a brief description of the process used to develop your recommendation and the composition 
of your Specialty Society Practice Expense Committee: 
The practice expenses were developed by the ACCP Practice Management Committee and the American 
Thoracic Society Clinical Practice Committee. There is good practice-type and geographical representation 
with the two pulmonary groups involved. 

Please describe the clinical activities of your staff: 
Pulse oximetry is performed to monitor saturation of arterial blood oxygen levels and heart rate to assess 
patient oxygenation and monitor treatment and interventions, requiring physician oversight and the 
adherence of staff following protocol. Pulse oximetry is performed by trained personnel in a variety of 
settings, for example, hospitals, clinics, office and home. 
94760 (single) and 94761 (multiple) and 94762 (overnight) 
Pre-Service Clinical Labor Activities: 

• Obtain a physician's order including indication for monitoring and alarm limits for multiple 
determinations or overnight monitoring. 

• A focus history is taken, and vital signs obtained. 

Intra-Service Clinical Labor Activities: 

• Remove blue, black, green or any metallic flaked nail polish with an acetone pad. 
• The age-appropriate sensor is selected and placed appropriately on an area where light passes 

through a capillary bed. In adult patients, the sensors may be placed on the ear, fmger, toes or 
feet. 

• Perfusion at the sensor site is assured by signal strength, plethysomograph waveform or 
perfusion readings on the pulse oximeter. 

• The patients palpable pulse rate is compared with the pulse rate indicated on the pulse oximeter. 
• Sensor site should be periodically checked and changed if indicated, per manufactures 

recommendation depending on the site used (every 2- 8 hours) .. 
• For multiple determinations and overnight monitoring (94761 and 94762), Hi and Low alarm 

limits must be set. Alarm volume and alarm delay must also be set. 
Post-Service Clinical Labor Activities: 

• Document the Sp02 findings and the clinical decisions based on the measurement in the medical 
record, detailing the conditions under which the readings were obtained: probe site, inspired 
oxygen concentration or flow, and alarms settings. 

• In addition, for 94762 overnight pulse oximetry data is downloaded and evaluated. This becomes 
part of the patient's medical record. 
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May 27,2009 

Amy Bassano 
Director 

:,' 

AMA~ AMERICAN~ 
MEDICAL 't.."f' 
ASSOCIATION 

Hospital and Ambulatory Policy Group 
Center for Medicare Management 
Centers for Medicare and Medicaid Services 
7500 Security Boulevard 
Baltimore, MD 21244-1850 

Subject: HCPAC Recommendations 

Dear Ms. Bassano: 

It is with pleasure that we submit to the Centers for Medicare and Medicaid Services (CMS), on 
behalf of the RUC Health Care Professionals Advisory Committee (HCPAC) Review Board, work 
relative value and direct practice expense inputs for the American Speech Language Hearing 
Association/CMS Request codes for CPT 2010. 

These work relative value and direct practice expense input recommendations address Speech­
Language Pathology codes 92526 Treatment of swallowing dysfunction and/or oral function for 
feeding and 92611 Motion fluoroscopic evaluation of swallowing function by cine or video 
recording. 

The RUC HCP AC Review Board looks forward to continued CMS representation at our meetings 
and yo_ur effort to ensure a fair review of the enclosed recommendations. 

If you have any questions please contact AMA staff, Susan Clark, at (202) 789-7495 or via e-mail 
at Susan.Clark@ama-assn.org. 

Sincerely, 

Arthur R. Traugott, MD 

cc: Rick Ensor 
Edith L. Hambrick, MD 
Whitney May 
Ken Simon, MD 
Pam West, DPT 
Susan Clark 
Sherry Smith 

Lloyd S. Smith, DPM 

American Medical Association 515 North State Street Ch1cago lllino1s 60610 

312 464 5000 www.ama-assn.org 
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AMA/Specialty Society RVS Update Committee 
Health Care Professionals Advisory Committee 

Summary of Recommendations 
CMSRequest 

February 2009 and April 2009 

Speech-Language Pathology Services 

On July 15 2008, H.R. 6331 Medicare Improvements for Patients and Providers Act of 2008 was signed into law. Section 143 of HR 
6331 specifies that speech-language pathologists may independently report services they provide to Medicare patients. Starting in July 
2009, speech-language pathologists will be able to bill Medicare independently as private practitioners. 

On October 9, 2008, the American Speech-Language-Hearing Association (ASHA) sent a request to CMS that in light of the recent 
legislation, speech-language pathology services be based on professional work values and not through the practice expense 
component. CMS requested that the RUC review the speech-language pathology codes for professional work as requested by ASHA. 
ASHA indicated that it wilLsurvey the 13 speech-language pathology codes over the course of the CPT 2010 and CPT 2011 cycles. ', 

92611 
In February 2009, the HCPAC reviewed the American Speech-Language-Hearing Association (ASHA) recommendation for 92611 
Motion fluoroscopic evaluation of swallowing function by cine or video recording. The HCPAC recognized that since this speech 
language pathology service is converting from practice expense only inputs to work, survey respondents had limited reference services 
to identify with. The HCPAC reviewed the pre-service time and determined that 7 minutes of pre-service time appropriately accounted 
for the time required to review the patients medical records, review the patient history, prepare the barium liquids, prepare items of 
different consistencies, and dress in the appropriate radiation deterrent gowns. The HCP AC reviewed the intra-service time and 
determined that 30 minutes appropriately accounted for the time to feed the patient the numerous substances while watching the video 
fluoroscopy and make determinations on the subsequent liquid consistencies to utilize and patient posture to employ. The HCP AC 
reviewed the immediate post-service time survey results and recommended reducing the time from 15 minutes to 10 minutes. The 
HCP AC determined that 10 minutes of immediate post-operative time appropriately accounts for time required discussing findings 
with the patient/family, writing a report and communicating necessary information with the referring physician. 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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The HCPAC compared 92611 to 97001 Physical therapy evaluation (work RVU = 1.20, 4 minutes pre-service, 30 minutes intra­
service, and 8 minute post-service time) and 92602 Diagnostic analysis of cochlear implant, patient younger than 7 years of age; 
subsequent reprogramming (work RVU = 1.30, 5 minutes pre-service, 50 minutes intra-service, and 10 minutes immediate post­
service time). The HCPAC determined that 92611 is more intense than 97001 and 92602 as more management and follow-up strategy 
determination is required. 

The HCPAC also compared 92611 to code 99203 Office or other outpatient visit for the evaluation and management of a new patient 
(work RVU = 1.34, pre-service time= 4 minutes, intra-service time= 20 minutes and immediate post-service time= 5 minutes), and 
determined that the survey 25111 percentile work RVU of 1.34 is identical to 99203 and appropriately accounts for the work required to 
perform this service. The HCPAC recommends a work RVU of 1.34 for code 92611. 

In April2009, the HCPAC reexamined code 92611 to assure no rank order anomaly exists with the two codes which were reviewed at 
the RUC in February 2009 (92597 Evaluation for use and/or fitting of voice prosthetic device to supplement oral speech (RUC 
recommended work RVU = 1.48) and 92610 Evaluation of oral and pharyngeal swallowing function (RUC recommended work RVU 
= 1.30). The HCPAC reaffirmed the recommended physician work RVU of 1.34 for code 92611 which was reviewed in 
February 2009. 

92526 
At the February 2009 HCP AC meeting the HCP AC reviewed code 92526 Treatment of swallowing dysfunction and/or oral function 
for feeding. After a robust discussion ofthe intra-service work and episodes oftherapy, the HCPAC recommended postponing 
recommending a work value for this service until additional frequency data was gathered, the length of treatment session was defined 
and the RUC had reviewed codes 92597 Evaluation for use and/or fitting of voice prosthetic device to supplement oral speech and 
9261 0 Evaluation of oral and pharyngeal swallowing function. 

In April 2009, the HCPAC reviewed code 92526 and determined that it is typically performed 10 times to treat dysphagia in the 
outpatient setting, approximately once a week. The HCP AC recognized that since this speech-language pathology service is 
converting from practice expense only inputs to work, that survey respondents had limited reference services to identify with. The 
HCP AC reviewed the pre-service time and determined to decrease the surveyed pre-time to 5 minutes as it appropriately accounts for 
the time required to review the previous progress note and prepare the materials. The HCP AC reviewed the intra-service time and 
determined that 45 minutes appropriately accounted for the time to instruct a variety of oral motor and pharyngeal/laryngeal swallow 
exercises and assess the patient's ability to achieve criterion performance levels of a variety of therapy activities. The HCPAC 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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reviewed the immediate post-service time and agreed with the specialty society recommended reduction to 5 minutes. The HCPAC 
determined that 5 minutes appropriately accounts for time required discussing findings with the patient/family and writing a report. 

The HCPAC compared 92526 to codes 97001 Physical therapy evaluation (work RVU = 1.20, 4 minutes pre-service, 30 minutes 
intra-service, and 8 minute post-service time) and 97003 Occupational therapy evaluation (work RVU = 1.20, 7 minutes pre-service, 
45 minutes intra-service, and 5 minutes immediate post-service time). The HCPAC determined that 92526 is more intense than 97001 
and 92602 as the type of patient is more fragile and typically cognitively impaired/post CV A. The HCPAC recommends a work 
RVU of 1.34 for code 92526. 

Practice Expense 
The HCPAC recommends removing the previous speech-language pathologist's time from the practice expense inputs for codes 
92526 and 92611, as well as replacing outdated recording output VHS tape with a DVD for the non-facility setting for code 92611. 

PLI 
~ The HCPAC recommends that codes 92526 and 92611 be crosswalked to 92557. 
\0 
Ol 
\0 

CPT Code CPT Descriptor Global Period WorkRVU 
(•New) Recommendation 

92526 Treatment of swallowing dysfunction and/or oral function for feeding XXX 1.34 

92611 Motion fluoroscopic evaluation of swallowing function by cine or video recording XXX 1.34 

CPT five-digit codes, two-digit modifiers, and descriptions only are copyright by the American Medical Association. 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY_OF RECOMMENDATION 

CPT Code: 92526 

CPT Code:92526 Tracking Number Specialty Society Recommended RVU: 1.34 

Global Period: XXX RUC Recommended RVU: 1.34 

CPT Descriptor: Treatment of swallowing dysfunction and/or oral function for feeding 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in Survey: A 70 year-old male patient, 1 week post-CV A, presents with swallowing dysfunction 
contributing to weight loss, choking and possible aspiration. The treatment plan calls for treatment. of oral and 
pharyngeal phase problems. 

Percentage of Survey Respondents who found Vignette to be Typical: 78% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they perform an 
E&M service later on the same day 0% 

... s moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 4% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review of previous progress note, preparation of materials 

Description of Intra-Service Work: Interview of patient re: past home practice. Instruct in variety of oral motor and 
pharyngeal/laryngeal exercises and assess patient's ability to perform each in 2 sets of 10. 

Description of Post-Service Work: Discuss progress with patient/family, write note, write home exercises for patient 
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CPT Code: 92526 
SURVEY DATA 
RUC Meeting Date (mm/yyyy) jo212009 

Presenter(s): Dee Adams Nikjeh, PhD, Robert Fifer, PhD 

Specialty(s): Speech-Language Pathology 

CPT Code: 92526 

Sample Size: 575 jResp N: 121 I Response: 21.0 % 

Sample Type: Convenience 

Low 25th octl Median* 75th octl High 

Service Performance Rate 0.00 60.00 200.00 600.00 3250.00 

SurveyRVW: 0.01 0.90 1.34 1.50 5.67 

Pre-Service Evaluation Time: 15.00 

Pre-Service Positioning Time: 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 15.00 30.00 45.00 60.00 120.00 

Immediate Post Service-Time: 15.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit(s}: 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
. . . . 

**PhysiCian standard total m1nutes per ElM v1s1t: 99291 (70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(3b, . 
99239 (55); 99211 (7); 99212 (16}; 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 (30); 99356 (60); 99357 (30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5- NF Procedure without sedation/anesthesia care 

CPT Code: 192526 Recommended Physician Work RVU: 1.34 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 5.00 7.00 -2.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-service Time: 45.00 

Immediate Post Service-Time: 5.00 

Post Ooerative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 ( 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
99214 

Global 
XXX 

WorkRVU 
1.42 

CPT Code: 92526 

Time Source 
RUC Time 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: A detailed history; A detailed examination; 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 presenting problem(s) 
are of moderate to high severity. Physicians typically spend 25 minutes face-to-face with the patient and/or family. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
97001 

-Global Work RVU 
XXX 1.20 

Time Source 
RUCTime 

CPT Descriptor 1 Physical therapy evaluation 

MPC CPT Code 2 
90806 

Global 
XXX 

Work RVU Time Source 
1.86 RUC T"une 

Most Recent 
Medicare Utilization 

1,500,000 

Most Recent 
Medicare Utilization 

5,500,000 

-:PT Descriptor 2 Individual psychotherapy, insight oriented, behavior modifying and/or supportive, in an office or 
Jutpatient facility, approximately 45 to 50 minutes face-to-face with the patient 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSIHP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 36 % of respondents: 29.7 % 

TIME ESTIMATES CMedian) Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

92526 99214 

I Median Pre-Service Time II 5.00 II 5.00 

I Median Intra-Service Time II 45.00 II 25.00 

"edian Immediate Post-service Time 5.00 10.00 

1 
• .1edian Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 
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I Prolong~ Services Time II 0.0 II 0.00 

Fl ~===er=ia=:m=T=:tal=if=:=~=~=p=riate=============ll 1=1 =s=s.=oo==llll== ==40=.00===! 

CPT Code: 92526 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment (Mean) 

The nwnber of possible diagnosis and/or the nwnber of I 4.00 II 4.00 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 4.00 II 4.00 
tests, and/or other information that must be reviewed and analyzed 

~~U~r~~-oc~y_o_fm_edi __ .cal __ dec~~~w~n-~~·~--------------~~~~---4-.00--~1~1 ___ 4_.00 ____ ~ 

Technical SkiiiiPhysical Effort (Mean) 

._I T_ec_hni_·cal_skil_· _1 r_eqwr~·-ed ____________ ___.l ~~ _5_.oo _ __.ll._ __ 4_.oo _ ____. 

~~P~ey~s_ical __ effi_o_rt_re~~~·-ed ______________________ ~l._l _3_.00 _ ___.11~ __ 3_.00 ____ ~ 
Psychological Stress (Mean) 

I The ruk of significant complications, morbidity and/or mortality I ~~ ___ 4_.00 __ ~1 ~~ ____ 4_.00 ____ _, 

~IOu __ ~_om_e_depe~_nds __ on_the __ s_kill_._and~j~ud~gm __ ent __ m~p~ey~st_.ci __ an ____ ~l~l ___ s_.oo __ ~l~l ____ 4_.oo ____ _, 

~~ Es_nma_· __ ted __ ris_k_o_f mal---'p~ra_c_tice __ sw_·t_WI_·th----!..poo __ r_ou_tco_m __ e ----'---~1 ._I _4_.00 _ __.1 ._I ___ 3_.00 ____ ~ 

INTENSITY/COMPLEXITY MEASURES CPI' Code Reference 
Service 1 

Time Segments (Mean) 

~~~-~-s~e-~_ice __ ~_e_ns~ity~/co __ mp~l-e~_·ty~----------------~~~ 3.oo I ._I __ 3.oo _ ____~ 

5.00 1 ..... 1 __ 4.00 _ ___. 

~IP_os_t-_Se_m_·_ce_~_e_ns_~~'-comp~_Ie_xi~ty ________________ ___.ll 3.oo I ._I __ 3.oo _ ___. 

Additional Rationale 
( 

Describe the process by which your specialty society reached your final recommendation. If your society has used , 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
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CPT Code: 92526. 
The American Speech-Language-Hearing Association (ASHA) conducted a survey of speech language pathologists 
(SLPs). A total of 121 complete responses were received. This is the first set of work surveys which SLPs have 
completed so there is an absence of well-established reference codes for SLP services. (Currently, SLP time is valued 
only through the practice expense component.). The most frequently selected reference code was Code 99214, 
!Stablished office visit, which has an RVW of 1.42 and pre, intra and post time of 5, 25, and 10 minutes. 
We are recommending an RVW of 1.34 based on the median RVW of the survey responses. We are also recommending 
professional time of 5, 45, and 5 minutes respectively. We are recommending a reduction of the median pre and post 
survey time to 5 minutes each. This code is done a number of times for an individual patient and there is an economy of 
scale in the pre and post time which the survey respondents might not have fully factored into their estimate. We do 
believe that the median survey estimate for intra time is a very reasonable estimate. This results in an IWPUT of 0.025 
which is about a little over half of the IWPUT of the selected reference code (0.045). 

SERVICES REPORTED Wim MULTIPLE CPT CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the 
following questions: No 

., 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
0 Different specialties work together to accomplish the procedure; each specialty codes its part of 

the physician work using different codes. 
0 Multiple codes allow flexibility to describe exactly what components the procedure included. 
0 Multiple codes are used to maintain consistency with similar codes. 
0 HistoriCal precedents. 
D Other reason (please explain) 

Please provide a table listing the typical scenario where this code is reported with multiple codes . 
Include the CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these 
data and accounting for relevant multiple procedure reduction policies. If more than one physician is 
involved in the provision of the total service, please indicate which physician is performing and reporting 
each CPT code in your scenario. 

FREQUENCY INFORMATION 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 

How often do physicians in your $1Jecialty perform this service? (ie. commonly, sometimes, rarely) 
If the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Speech-Language Pathology How often? Commonly 

Specialty How often? 

Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 1933691 
'T~ the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 

lease explain the rationale for this estimate. We used the Medicare number and added 25% to estimate the number of 
times this might be performed nationally. 

Specialty Speech-Language Pathology Frequency 1933691 Percentage 100.00 % 
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CPT Code: 92526 
Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
1,546,953 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. This number came from 2002 Medicare information 

Specialty Speech-language pathology Frequency 1546953 Percentage 100.00% 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? 

Professional Liability Insurance Infonnation (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 92557 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA/SPECIALTY SOCIETY RVS UPDATE PROCESS 
SUMMARY OF RECOMMENDATION 

CPT Code: 92611 

CPT Code:92611 Tracking Number Specialty Society Recommended RVU: 1.50 

Global Period: XXX RUC Recommended RVU: 1.34 

CPT Descriptor: Motion fluoroscopic evaluation of swallowing function by cine or video recording 

CLINICAL DESCRIPTION OF SERVICE: 

Vignette Used in 'Survey: 75 year old out-patient 3 weeks post-stroke was found on clinical exam to exhibit breathy vocal 
quality and signs and symptoms suggesting oral- pharyngeal dysfunction with characteristics of aspiration. He has been 
on a modified diet with thickened liquids and pureed foods since that exam. Assessment of the oral and pharyngeal 
phases is completed in order to recommend a diet and any necessary compensatory and therapeutic techniques. 

Percentage of Survey Respondents who found Vignette to be Typical: 82% 

Percent of survey respondents who stated they perform the procedure; In the hospital 0% , In the ASC 0%, In the 
office 0% 

Percent of survey respondents who stated they typically perform this procedure in the hospital, stated the patient is; 
Discharged the same day 0% , Kept overnight (less than 24 hours) 0% , Admitted (more than 24 hours) 0% 

Percent of survey respondents who stated that if the patient is typically kept overnight also stated that they peiform an 
service later on the same day 0% 

Is moderate sedation inherent to this procedure in the Hospital/ ASC setting? No 
Percent of survey respondents who stated moderate sedation is typical in the Hospital/ ASC setting? 2% 

Is moderate sedation inherent to this procedure in the office setting? No 
Percent of survey respondents who stated moderate sedation is typical in the office setting? 0% 

Is moderate sedation inherent in your reference code (Office setting)? No 
Is moderate sedation inherent in your reference code (Hospital/ ASC setting)? No 

Description of Pre-Service Work: Review of medical records, preparation of barium materials, prep and position the 
patient 

Description of Intra-Service Work: Interview patient, present continuum of materials and try appropriate compensatory 
techniques for identified physiologic deficits, obtain lateral and A-P views, review video recording, analyze results 

Description of Post-Service Work: Discuss findings with patient/family, write report, communicate with referring 
physician 
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;·· ' CPT Code: 9?61 1 
SURVEY DATA 
RUC Meeting Date {mm/yyyy) !o212oo9 

Presenter{s): Dee Adams Nikjeh, PhD, Robert Fifer, PhD 

Specialty{s): Speech-Language Pathology 

CPT Code: 92611 

Sample Size: 279 'Resp N: 55 I Response: 19.7% 

Sample Type: Convenience 

Low 25th _p_ctl Median* 75th pctl Hig_h 

Service Performance Rate 0.00 50.00 100.00 200.00 1440.00 

Survey RVW: 0.80 1.34 1.50 1.83 4.80 

Pre-Service Evaluation Time: 15.00 

Pre-Service Positioning Time: 0.00 

Pre-service Scrub, Dress, Wait Time: 0.00 

Intra-Service Time: 15.00 30.00 30.00 45.00 90.00 

Immediate Post Service-Time: 15.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit{s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit{s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.00 99239x 0.00 

Office time/visit{s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 
.. 

**Phys1c1an standard total m1nutes per ElM v1sit: 99291 {70); 99292 (30); 99231 (20); 99232 (40); 99233 (55); 99238(3\>.,_ .-
99239 (55); 99211 (7); 99212 (16); 99213 (23); 99214 (40); 99215 (55); 99354 (60); 99355 {30); 99356 (60); 99357 {30) 

Specialty Society Recommended Data 
Please, pick the pre-service time package that best corresponds to the data which was collected in the survey 
process: 5 - NF Procedure without sedation/anesthesia care 

CPT Code: 192611 Recommended Physician Work RVU: 1.50 

Specialty Specialty 
Adjustments to 

Recommended Recommended 
Pre-Service Time Pre Time Package 

Pre-Service Time 

Pre-Service Evaluation Time: 7.00 7.00 0.00 

Pre-Service Positioning Time: 0.00 0.00 0.00 

Pre-Service Scrub, Dress, Wait Time: 0.00 0.00 0.00 

Intra-Service Time: 30.00 

Immediate Post Service-Time: 10.00 

Post Operative Visits Total Min** CPT Code and Number of Visits 

Critical Care time/visit(s): 0.00 99291x 0.00 99292x 0.00 

Other Hospital time/visit(s): 0.00 99231x 0.00 99232x 0.00 99233x 0.00 

Discharge Day Mgmt: 0.00 99238x 0.0 99239x 0.0 

Office time/visit(s): 0.00 99211 x 0.00 12x 0.00 13x 0.00 14x 0.00 15x 0.00 

Prolonged Services: 0.00 99354x 0.00 55x 0.00 56x 0.00 57x 0.00 

Modifier -51 Exempt Status 
Is the recommended value for the new/revised procedure based on its modifier -51 exempt status? No 
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New Technology/Service: 
Is this new/revised procedure considered to be a new technology or service? No 

KEY REFERENCE SERVICE: 

Key CPT Code 
99214 

Global 
XXX 

WorkRVU 
1.42 

CPT Code: 92611 

Time Source 
RUCTime 

CPT Descriptor Office or other outpatient visit for the evaluation and management of an established patient, which 
requires at least two of these three key components: A detailed history; A detailed examination; 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 presenting problem(s) 
are of moderate to high severity. Physicians typically spend 25 minutes face-to-face with the patient and/or family. 

KEY MPC COMPARISON CODES: 
Compare the surveyed code to codes on the RUC's MPC List. Reference codes from the MPC list should be chosen, if 
appropriate that have relative values higher and lower than the requested relative values for the code under review. 

MPC CPT Code 1 
97001 

Global Work RVU 
XXX 1.20 

Time Source 
RUCTime 

CPT Descriptor 1 Physical therapy evaluation 

MPC CPT Code 2 
90806 

Global 
XXX 

Work RVU Time Source 
1.86 RUC Time 

Most Recent 
Medicare Utilization 

1,500,000 

Most Recent 
Medicare Utilization 

5,500,000 

CPT Descriptor 2 Individual psychotherapy, insight oriented, behavior modifying and/or supportive, in an office or 
.:>utpatient facility, approximately 45 to 50 minutes face-to-face with the patient 

Other Reference CPT Code 

CPT Descriptor 

WorkRVU 
0.00 

Time Source 

RELATIONSIDP OF CODE BEING REVIEWED TO KEY REFERENCE SERVICE(S): 
Compare the pre-, intra-, and post-service time (by the median) and the intensity factors (by the mean) of the service you 
are rating to the key reference services listed above. Make certain that you are including existing time data (RUC if 
available, Harvard if no RUC time available) for the reference code listed below. 

Number of respondents who choose Key Reference Code: 21 % of respondents: 38.1 % 

TIME ESTIMATES CMedian} Key Reference Source of Time 
CPT Code: CPT Code: RUCTime 

92611 99214 

I Median Pre-Service Time II 7.00 II 5.00 

I Median Intra-Service Time II 30.00 II 25.00 

'fedian Immediate Post-service Time 10.00 10.00 

1 
.~edian Critical Care Time 0.0 0.00 

I Median Other Hospital Visit Time 0.0 0.00 

I Median Discharge Day Management Time 0.0 0.00 

I Median Office Visit Time 0.0 0.00 
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Prolonged Services Time 0.0 II 0.00 

Median Total Time 1==4=7.=00==1111===40=.00===1 
~0-ili-~--mn--e-n-ap_p_ro_p_riM __ e ____________________ ~ 

INTENSITY/COMPLEXITY MEASURES (Mean) 

Mental Effort and Judgment <Mean) 
The number of possible diagnosis and/or the nwnber of I 5.00 II 4.00 
management options that must be considered 

The amount and/or complexity of medical records, diagnostic 4.00 II 4.00 
tests, and/or other information that must be reviewed and analyzed 

._I U......;rg:::..e_nc ..... y_o_f m_edi_·cai_dec_is_io_n _making_· -=------------'1 ._I __ 5_.00 _ ____.11.____4_.00 __ __, 

Technical SkilliPhvsical Effort <Mean) 

._IT_ec_mu_·cal_s_kill_r_~~·ed ___________________ ~ll 

._IP~~~s_ical __ effi_o_n_r~~·----------------------~~~ 
Psvcbological Stress (Mean) 

5.oo I .... 1 __ 4_.oo _ ___. 

3.oo I .... 1 __ 3_.oo _ ___. 

I The risk of significant complications, morbidity and/or mortality 11._ __ 5_.00 __ __.1 ._I __ 3_.00 __ _, 

._I Ou_tco_m_e_depends~ __ on_th_e_s_kill_· _an_d.-:ju......;dgm..!;:__ent_of...:.p.....:hy:...si_· cian ___ __.ll 5.oo I ._I __ 4_.oo _ ___. 

._I Es_nma_· _ted_ri_sk_o_f mal---'p,_ra_c_tice_sw_·t_WI_.th__,_poo_r _ou_tco_m_e ___ __.II 4.oo I .... 1 __ 4_.oo _ ___. 

INTENSITY/COMPLEXITY MEASURES CPT Code Reference 
Service 1 

Time Segments (Mean) 

3.oo I ._I __ 3.oo_----~ 

._lmtt_a_-~_rv_I_·ce_~_ens_i~ty_k_omp~le_~.....:·ty~-----------'11 5.oo I .__I _4_.oo_--~ 

._IP_os_t-_Se_rv_i_ce_~_e_ns_~ ..... l_co_mp~le_~~·ty ___________ ___.ll 4.00 1 .... 1 __ 4.00 _ ___. 

Additional Rationale 

CPT Code: 92611 

Describe the process by which your specialty society reached your final recommendation. If your society has used , 
IWPUT analysis, please refer to the Instructions for Specialty Societies Developing Work Relative Value 
Recommendations for the appropriate formula and format. 
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.· . CPT Code: 92611· 
The American Speech-Language-Hearing Association (ASHA) conducted a survey of speech language pathologists 
(SLPs) who provide this service. A total of 56 complete responses were received. This is the first set of work surveys 
which SLPs have completed so there is an absence of well-established reference codes for SLP services. (Currently, 
~LP time is valued only through the practice expense component.). The most frequently selected reference code was 
.:ode 99214 established patient office visit, which has an assigned RVW of 1.42 and pre, intra and post time of 5, 25 
and 10 minutes respectively . 
We are recommending an RVW of 1.50 based on the median survey data and the complexity and the risk of the service. 
We are recommending an RVW of 1.50 based on the median survey data, as well as the complexity and risk of the 
service. The procedure is performed by a speech-language pathologists specializing in dysphagia, that is, not by all 
speech-language pathologists. There is a great risk to the patient if the evaluation is not performed correctly because an 
incorrect diagnosis can lead to faulty intervention not to mention the possibility of aspiration pneumonia. We are also 
recommending professional time of 10, 30 and 15 minutes post time. This results in an IWPUT of about 0 031 which is 
about one-quarter less than the IWPUT for the reference code although the surveyed .code was rated more complex. 

SERVICES REPORTED WITI1 MULTIPLE CPI' CODES 

1. Is this code typically reported on the same date with other CPT codes? If yes, please respond to the following 
questions: Yes 

Why is the procedure reported using multiple codes instead of just one code? (Check all that apply.) 

D The surveyed code is an add-on code or a base code expected to be reported with an add-on code. 
[8] Different specialties work together to accomplish the procedure; each specialty codes its part of the 

physician work using different codes. 
D Multiple codes allow flexibility to describe exactly what components the procedure included. 
D Multiple codes are used to maintain consistency with similar codes. 
D Historical precedents. 
D Other reason (please explain) 

2. Please provide a table listing the typical scenario where this code is reported with multiple codes. Include the 
CPT codes, global period, work RVUs, pre, intra, and post-time for each, summing all of these data and 
accounting for relevant multiple procedure reduction policies. If more than one physician is involved in the 
provision of the total service, please indicate which physician is performing and reporting each CPT code in 
your scenario. CPT 92611 is reported with 74230 Swallowing function, with 
cineradiography/videoradiography. The RUC database shows a work RVU of 0.52 and 12 minutes total 
physician time for the radiological service with no differentiation of pre, intra, and post times. The speech­
language pathologist's procedure is independent of that of the radiologist. 

3. 
CPT 
74230 

Global Period 
XXX 

FREQUENCY INFORMATION 

Work RVU Total Time 
0.52 12 minutes 

How was this service previously reported? (if unlisted code, please ensure that the Medicare frequency for this unlisted 
code is reviewed) 

How often do physicians in your specialty perform this service? (ie. commonly, sometimes, rarely) 
Tf, the recommendation is from multiple specialties, please provide information for each specialty. 

Specialty Speech-Language Pathology How often? Sometimes 

Specialty How often? 
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CPT Code: 92611 
Specialty How often? 

Estimate the number of times this service might be provided nationally in a one-year period? 467200 
If the recommendation is from multiple specialties, please provide the frequency and percentage for each specialty. 
Please explain the rationale for this estimate. 

Specialty Speech-Language Pathology Frequency 467200 Percentage 100.00% 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Estimate the number of times this service might be provided to Medicare patients nationally in a one-year period? 
359,375 If this is a recommendation from multiple specialties please estimate frequency and percentage for each 
specialty. Please explain the rationale for this estimate. 

Specialty Speech-Language Pathology Frequency 359375 Percentage 100.00 % 

Specialty Frequency Percentage % 

Specialty Frequency Percentage % 

Do many physicians perform this service across the United States? 

Professional Liability Insurance Information (PLI) 

Does the reference CPT code selected for physician work serve as a reasonable reference for PLI crosswalk? No 

If no, please select another crosswalk and provide a brief rationale. 92557 

Indicate what risk factor the new/revised code should be assigned to determine PLI relative value. Non-Surgical 
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AMA Specialty Society Recommendation 

A I B I C DIE FIG 

1 IAMfti~n.,.; .. ,.., ~ciety RVS Update Committee Rec;~_!llmendation __ -'------1-Tre.itmer~ 925~26iii(i;wifiQIII""Mcitioi~9~261~1eopiC"i 
! · Treatment of swallowing Motion 

2 

dysfunction and/or oral 
function for feeding 

evaluation of swallowing 
function by cine or videc 

recording 

3 ILOCAiiUN ! CMS Code Staff Type 

r4~IG~LOB==~~-P~ERI~OD _________________________ 4r--------~----------;---~~~------+---~~~-~'----1 
1-.:~~I!.T~OTr, AL~-n~~--INI~r~,A.~li~L~AB~ORc~ TIM~E ______ ----------1--------t------ ----t---.:.=...--'-------t- __ __0.0 __ ! ____ _ 

6 TOTALPRF-~F~VriiNICA.I,LABORTIME -----l-------t----~~~=--~----+-------0=.0~~---------
7 TOTALSERVICE rr.TNTr.u,LABORTIME 0.0 i 
~ TOTAL POST-SERV CI.INICA.I, LABOR TIME • 0.0 
9 

1o I Start: visit when decision for surgery or :made ! 

--
11 ~nmnl"t" ..... ,-...... ....... : & referral fonns ---
12 ' nr"-<:llmArv ServiCeS 

f------ ; 

-- I 

; 

13 I Schedule space and "'4"'1'"1""' in facility 

t1~41P~rov~ide·~ .,,,~,.,.~~...,,~ ..... ~ .. ~~~~~E con~sen~t==~~~-=ll====r=·-------l-----+----
~ 1 phone calls & ~''""""~'""""' ____ ---------1!----t----- ---t--------:-------u-----
1~ I Other Clinical Activity (please specify) 

I I 
! 

_,__ ,y, patient enters office/facility for 

..!l. ·""'ll"'· "re ! 
18 
~Start: When patient enters"" .... _,, .. •for ""'ll"'·-·-- Services Prior top ... ~....~ .... ! ! 

2~~vi~charts I I I I 
i 
I 
I 

I 

21 Greet patient and prov1de gowning : 
~t=;=='::'--::-::';-:':-::=-"---'---"-'---..!<.-----------------l---------r--------..--------+-------u---

22_ Obtain vital signs 
r2;;t3P~rov~ide~11 ... ~ .. --~...,,,;A..,I._..;:_;-;, e;;i,;;;duca;t;;;tioni~,.,,,;:;t;i;,.,.,,.iirir .. , comnse;ntnt ___ .. --

I ! I 

I 
"""'2"'+4~Prepa:.....:.re·__::_::__ room~·· eq~uipm~ent,.~ supp~lies,---___ ___ __ ----t----t--------ll-----+----ll---------"-------1 

25 Setup scope (non facility setting only) : 

~ !lrepare and IX'_Sitj()n_patientlmo~r_patientl setup IV ! 

27 """"""''""' - -- ... ----1------t-- --- -+--------c----------11-·· 
i 
' 

28 
29 Assist I'"Y"''-'",. in ~"'""'"'""!:II''"''-"""'" 

... -----t--------l-------~------~~-----4~---------~----~ 

30 
31 I Monitor pt. following ""' ....... , ....... .....: tubes, monito~. d~ins ! 

i 32 I Clean "' by physician staff 
-----i-------,--------r------~~----_,~---------------1 

~~~IC=-Iean~IS~cope~~-=~---------
1! I Clean Surgical Instrument Package_ 

3~1~mp1ere :ronns,lab&~~YreBuisitions _____ ~------~-------~--------~-----4l-----------------1 
36 " ... , .... ,. .... J X-~y. lab, and ·reports 

!Check"''""""'!:!.; & wound/ home care instructions /coordinate 
· 37 I office visits 
~ 1 u1scnarge_ day : 99238 -12 minutes, 99239 -15 minutes 

---1------+-------11-- --

~irnherCiinicaiActivity(pl~sespec~) ----~·-------+-----1r-----~----~~-------------i 
40 lEnd: Patient leaves office I 
41 
42 I Start: Patient leaves 

----~-------+--------t--------+--------lr---------~--------i 
43 Conduct phone calls/call in "" 

~44-'+.':0ffi=-=:=:-ce-'--'-7-visits::__:--;-;---:--;-:;:-;;:---:-:::-::------__ _ ----+----1---____ --t-----+-------11-------------1 
45 List Number and Level of Office Visits 

.._,:.;:;£::--:-:-c==-==:.:.:::..=-=-::.:..:::-=~..:..==------- -- - ------1---------l------~-----:--------f~------- --------------1 
46 Other 
47 Total Office Visit Time 
~ ()th~Activity (please specify) -- · · · -

: ...,,_...,_,.......................... ~·-·········· 
r,5~1g~auz~e ... ~ ..... -.,~·""'"f.;--"------------ _____ _ __ _ --1---~-----:-----U---~---1 _____ _ 

~gloves,""''."'""'" __ ISB022 Item___ _ _ _:_1 _____ __ 

~ ~~~:.:~:ed"ia -.-d--,v--,-d -------------------- ·· ·· --E~~~~~~:-=------t---:7='~=~'-- ---+-----'---------- ---~f-- ·-+---------------1 

55 cookie (each) ·-· --- ------------ ~ __ ... -~ -·-----E-IS~KOfl7':---+--.,-item___ ---f +_--_-_-_--==--_-_-_-..:...-;--_-_-_-_-_-_~~-:-_-·::-_-.=_2:::--------,- _____ _ 
56 cup, drinking ____________ _ _ ___ _ _ _ __ ISK018 item 2 1 
57 drinking st~w ISK020 item 2 -----1----------

58 graham cr3Ckers (one packet) ____ --~-~ ~- ~~- ISK040 ~~~. _ _ 3 ----
59 juice, apr;~le ___________________________ ISK042 -~e_m ----=-1 ___ 11 ------u---·-.·---, - ---.-- ----
60 ~~~~~ ~•~~·;~ lsKon ·t 2 4------- ·- -- ·· ---

.. .,... ...... I''"""" ,------:·----=---- - . - .. - Tt~~- -. -- ---3 ---:---- -- -- - -- ------------- - -. -
61 swab, ·:. .. e''~-~(3_r:>_a~_J!ou)____ ISJOS1 _ --Te;;;··- ____ 

1
_____________________ ------------

62 ~~~hoi_ .... ----- --- ------ - --~~~~ item - _2 __________ - -- 1- .. ----

~~~~i~i~"'"l'~~"~~~--:-· ~: _ --- __ _ -- ISJOS8 item ----3- ----- 1 

~lbarium, ____ ____ ___ ____ __:~-- +ls=H0=-17---f-- ml ~----~-=-=~-= :_--:-_~-~- -~::r· ·-__ -3()-- --~--- _ _ 

*I:~~~:~~~~~~ (Variba£i ------- - ·-- · --- ~~~~~: -- __ : ~- - ------ ---- · ----- ~~ ------ -- ---- · 
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